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Term

Definition

Abuse

Practices that are inconsistent with sound fiscal, business, or medical
practices and result in unnecessary costs to the Virginia Medicaid/FAMIS
Program, or in reimbursement for services that are not medically
necessary or that fail to meet professionally-recognized standards for
health care. Abuse also means the infliction of injury, unreasonable
confinement, intimidation, punishment, mental anguish, sexual abuse or
exploitation of an individual.

Accommodation

A type of room; e.g., private,semi-private, ward, etc. Adjudicate To
determine whether a claim should be paid or disallowed.

Adjustments

Changes made to correct an error in the billing or processing of a claim.

Atypical Provider
Identifier (API)

A unique 10-digit identification Number issued to providers by DMAS. An
API Number is issued for non-health care (atypical) providers and for
providers in an MCO network who do not participate with
Medicaid/FAMIS.

Adverse Action

Any action taken by DMAS or its designee to deny, reduce, terminate,
delay or suspend a covered service. Any action taken to deny payment in
whole or part to a provider of Medicaid services.

Aid Category

A designation within federal or State regulations under which an
individual may be eligible for public assistance. Also, a numerical identifier
for VAMMIS of the covered group in which the person is enrolled.

Allowed Charge

That part of the reported charge that qualified as a covered benefit, and is
eligible for payment under the Virginia Medicaid/FAMIS Program.

Ancillary Services

Services available to individuals other than room and board for which
charges are customarily made in addition to a routine service charge; e.g.,
pharmacy, x-ray, lab, and medical supplies.

Appeal

A request for review of an adverse action to determine whether the action
complied with Medicaid laws, regulations, and/or policy, or a challenge to
any DMAS adverse action affecting a provider's reimbursement.

Appeal Procedure

The process of reviewing, at the member's request, any adverse action
taken by DMAS or its designee to deny, reduce, terminate, delay, or
suspend eligibility or a covered service in accordance with 42 CFR §431 et
seq., and the Virginia Administrative Code at 12VAC30-110-10 through
12VAC30-110-370, or the process for challenging an action taken by
DMAS adversely affecting a provider's reimbursement, in accordance with
the Virginia Administrative Process Act §2.2 - 4000 et seq and DMAS
appeal regulations at 12VAC30-20-500 et seq. The appeal procedure shall
be governed by the Department's regulations and any and all applicable
laws and court orders.

Attending Physician

The physician who has the overall responsibility for the patient’s medical
care and treatment.
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Automated Response
System (ARS)

Web-based Internet Eligibility Verification system that provides
twentyfour-hour-a- day, seven-day-a-week Internet access to eligibility
information, service limits, claim status, prior authorizations, provider
check status,pharmacy prescriber identification lookup, as well as MCO
enrollment information.

BabyCare

Prenatal group patient education, nutrition services, and homemaker
services for pregnant women and care coordination for high-risk pregnant
women and infants up to age two.

Barrier Crime

Barrier crime laws, as defined in Code of Virginia § 63.2-1719, prohibit
persons convicted of certain statutorily defined crimes from obtaining
employment with certain employers, mostly those employers specializing
in the care of vulnerable populations, such as children, the elderly, and
those with mental disabilities.

Benefits

Services covered under the Virginia Medicaid/FAMIS Program.

CAP

Corrective Action Plan.

Capitation Payment

A payment the Department makes periodically to a Contractor on behalf of
each member enrolled under a contract for the provision of medical
services under the State Plan, regardless of whether the particular
member receives services during the period covered by the fee.

Capitation Rate

The monthly amount, payable to the Contractor, per member, for all
expenses incurred by the Contractor in the provision of contract services
as defined herein.

Categorically Needy

Under Medicaid, categorically needy cases are aged, blind, or individuals
with disabilities or families and children who are otherwise eligible for
Medicaid and who meet the financial eligibility requirements for Aid to
Dependent Children (ADC), Supplemental Security Income (SSI), or an
optional state supplement.

CFR (Code of Federal
Regulation)

Medicaid federal regulations are located at 42 CFR 430 through 42 CFR
505.

CHIP

Virginia’s Child Health Insurance program (CHIP) for low-income children.
The program is funded under Title XXI of the Social Security Act, and is
known as FAMIS.

Claim

An itemized statement of services rendered by health care providers (such
as hospitals, physicians, dentists, etc.), billed electronically or on the CMS
1500 or UB04.

ClaimCheck

McKesson ClaimCheck is an automated procedure coding review software.
ClaimCheck reviews claims submitted for billing inconsistencies and
errors during claims processing. All Claim Checked its are based on the
following global claim factors: same recipient, same provider, same date of
service or date of service is within established pre- or postoperative time
frame. The process involves all Physician and Laboratory Service claims.
ClaimCheck edits are based on guidelines as specified in the CPT Manual
as well as guidelines from the American Medical Association (AMA), the
Centers for Medicare and Medicaid (CMS) to include the Correct Coding
Initiative (CCI) edits and specialty society guidelines.
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Client Medical
Management Program
(CMM)

An utilization-control program designed to promote proper medical
management of essential health care and enhance service efficiency.

Clinic

A facility for the diagnosis and treatment of outpatients.

Centers for Medicare
The Federal agency of the United States Department of Health and Human
and Medicaid Services Services that is responsible for the administration of Title XIX and Title
(CMS)
XXI of the Social Security Act.
CMS-1500

The CMS-1500 is the uniform professional hardcopy claim form. It is the
only hardcopy claim form that CMS accepts from professional pr o v i d e r
s ( e.g., physicians, DME providers, Independent Laboratories, etc.)

Coinsurance

The portion of Medicare- or other insurance- allowed charges for which
the patient would be responsible if no other insurance is responsible.

Community Services
Board

A citizens’ board, which provides mental health, intellectual disability, and
substance abuse programs and services within the political subdivision or
political subdivisions participating on the board.

Comprehensive
Services Act (CSA)

The legislation that created a collaborative system of services and funding
that is child centered, family focused, and community based to address the
strengths and needs of troubled and at-risk youth and their families.

Concurrent Review

Encompasses aspects of patient management that take place during the
provision of services at an inpatient level of care or during an ongoing
outpatient course of treatment.

Copayment

The portion of Medicaid/FAMIS-allowed charges which an individual is
required to pay directly to the provider for certain services or procedures
rendered.

Cosmetic Surgery

Cosmetic surgery includes any surgical procedure solely directed at
improving appearance.

Covered Group

Federal and state laws describe the groups of people who may be eligible
for Medicaid/FAMIS. These groups of people are called Medicaid/FAMIS
covered groups. The eligibility rules and medical services available are
different for certain covered groups. People who meet one o f the covered
groups criteria may be eligible for Medicaid/FAMIS coverage if their
income and resources are within the required limits of the covered group.

Covered Services

Services and supplies for which Medicaid/FAMIS will reimburse.

Crossover Claims

Claims for which both Titles XVIII (Medicare) and XIX (Medicaid) are
liable for services rendered to a member entitled to benefits under both
programs.

Cultural Competency

The ability of health care providers and health care organizations to
understand and respond effectively to the cultural and linguistic needs
brought by the patient to the health care encounter.

Current Procedural
Terminology (CPT)

A HCPCS component developed by the American Medical Association.

Customary Charge

The amount providers usually bill Medicaid individuals for furnishing
particular services or supplies.

Date of Service (DOS)

The date or span of days that services were received by an individual.
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Direct Data Entry
(DDE)

An alternative way to submit claims via the web. Under HIPAA, this is the
direct entry of data that is immediately transmitted into a health plan's
computer. Virginia Medicaid is currently working with the fiscal agent on a
DDE solution.

Deductible (Medicare)

The dollar amount that the Medicare/Medicaid member must pay toward
the cost of covered benefits before Medicare payment can be made for
additional services. Medicaid pays the Medicare Part B deductible for
eligible members. Medicare Part A deductible is paid by Medicaid within
the Program limits.

Dental Benefits

The covered dental services available to Medicaid/FAMIS eligible children
as well as the limited, emergency services available to Medicaid eligible
adults.

Dental Benefits
Administrator

The DMAS-contracted entity through which Medicaid dental benefits are
offered. Also known as a DBA.

Department

The Virginia Department of Medical Assistance Services (DMAS).

Dependent

A spouse or child who is entitled to benefits under the Virginia
Medicaid/FAMIS Program.

DESI Drugs

Drug products identified by the Federal Food and Drug Administration, in
the Drug Efficacy Study Implementation Program, as lacking substantial
evidence of effectiveness.

Diagnosis

The identity to recognize the nature of a condition, cause, or disease.

Direct Personal
Supervision

Supervision rendered at the site of treatment by the responsible
participating provider.

Diagnostic Related
Groupings (DRGs)

A classification system for inpatient hospital claims for reimbursement
purposes. DMAS currently uses it to reimburse inpatient hospital medicalsurgical services.

DMAS

The Department of Medical Assistance Services. The Department of
Medical Assistance Services is the State Agency designated by the General
Assembly of Virginia, under the provision of Title XIX of the Social Security
Act, to administer Virginia's Medical Assistance Program.

Department of Social
Services (DSS)

The agency responsible for determining eligibility for medical assistance
programs and the provision of related social services. This includes the
local and the state DSS.

Dual Eligibles

Medicare beneficiaries who are also enrolled in the Medicaid program

Duplicate Claim

A claim which is the same as one previously paid. Also, a claim deemed by
DMAS to be an identical claim as one previously submitted.

Enhanced Ambulatory
Patient Grouping

Enhanced Ambulatory Patient Grouping (EAPG) is the new payment
methodology developed and licensed by 3M for Virginia Medicaid's
Ambulatory Surgical Centers (ASCs) with dates of service on or after April
5, 2010. The methodology defines EAPGs as allowed outpatient procedures
and ancillary services that reflect similar patient characteristics and
resource utilization performed by ASCs. DMAS currently uses it to
reimburse ambulatory surgery centers.
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Early Intervention (EI) services are provided through Part C of the
Individuals with Disabilities Education Act (20 U.S.C. § 1431 et seq.), as
amended, and in accordance with 42 C.F.R. §440.130(d), which are
designed to meet the developmental needs of each child and the needs of
Early Intervention (EI) the family related to enhancing the child's development, and are provided
to children from birth to age three who have (i) a 25% developmental
delay in one or more areas of development, (ii) atypical development, or
(iii) a diagnosed physical or mental condition that has a high probability of
resulting in a developmental delay.
Developmental supports and services that are performed in natural
environments to meet the developmental needs of Medicaid or FAMIS
–OR– Early Intervention
eligible children, ages zero to three years of age, who have a 2% or
(EI)
greater delay in one or more developmental areas, atypical development,
or diagnosed condition with a high probability of delay.
Elective Surgery

Surgery which is not medically necessary to restore or materially improve
a body function.

Eligible Person

An individual satisfying the requirement for Virginia Medicaid/FAMIS in
accordance with the State Plan of the Virginia Medical Assistance Program
under Title XIX or FAMIS under Title XXI, who has been certified and
enrolled as such by a local social services department or FAMIS CPU.

Emergency Custody
Order (ECO)

An emergency custody order by local law enforcement to take custody of a
person believed to be mentally ill and in need of an psychiatric evaluation
ECO limited to maximum 4 hours.

Encounter

Any covered or enhanced service received by a member through a DMAS
contractor.

Encryption

A security measure process involving the conversion of data into a format
that cannot be interpreted by outside parties.

Early and Periodic
Medicaid's comprehensive and preventive child health program for
Screening, Diagnosis
individuals under the age of 21.
and Treatment (EPSDT)
Estimated Acquisition
Cost (EAC)

Cost for drugs determined by the Virginia Medicaid Program for
reimbursement.

Explanation of
Medicaid Benefits
(EOMB)

A statement mailed once per month to selected individuals to allow them
to confirm the services which they received.

Family Access to
Medical Insurance
Security (FAMIS)

Virginia's CHIP program that operates under Title XXI of the Social
Security Act and provides comprehensive health benefits to children
through the age of 18, in families with incomes at or below 200 percent of
the federal poverty level who do not have any health insurance coverage
and are not eligible for Medicaid.

Family Planning
Services

Any medically-approved means, including diagnosis, treatment, drugs,
supplies and devices, and related counseling, which are furnished or
prescribed by or under the supervision of a physician for individuals of
child-bearing age for purposes of enabling such individuals freely to
determine the number or spacing of their children.
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FAMIS Member

Persons enrolled in DMAS’ FAMIS program who are eligible to receive
services under the State Child Health Plan under Title XXI of the Social
Security Act.

FAMIS Plus Member

Child under the age of 19 who meets “medically indigent” criteria under
Medicaid program rules, and who receives the full Medicaid benefit
package and have no cost- sharing responsibilities.

FAMIS Moms

Virginia's Health Insurance program for low-income pregnant women
whose family income is above Medicaid limits and at or below 200% FPL.
It is a TitleXXI of the Social Security Act program, known as FAMIS
MOMS. FAMIS Select Virginia's Child Health Insurance Premium
Assistance program for FAMIS eligible children. It is a Title XXI of the
Social Security Act program, known as FAMIS Select. Benefits are
provided through the private or employer sponsored plan. There is no
wrap around coverage in FAMIS Select, with the exception of
immunizations.

Federal Information
Processing Standards
Codes (FIPS codes)

A standardized set of numeric or a lphabetic (also known as city/county
code) codes issued by the National Institute of Standards and Technology
(NIST) to ensure uniform identification of geographic entities through all
federal government agencies.

Federally Qualified
Health Centers
(FQHCs)

Community-based facilities that provide comprehensive primary care and
preventive care, including health, oral, and mental health/substance abuse
services.

Fee-for-Service (FFS)

The Department’s traditional health care payment system in which
physicians and other providers receive a payment for each unit of service
they provide.

Fiscal Year (State)

Fiscal Year is from July 1 through June 30. Fraud An intentional deception
or misrepresentation made by a person with the knowledge that the
deception could result in some unauthorized benefit to himself or herself
or some other person. It includes any act that constitutes fraud under
applicable federal or State law.

Freedom of Choice

The patient's freedom to choose between institutional placement or
community based services, and/or an available program, service, or a
participating provider of service.

FTE

Full-time equivalent position.

Health Insurance
Portability &
Accountability Act of
1996 (HIPAA)

Title II of HIPAA protects the confidentiality and integrity of individually
identifiable health information past, present, or future.

Home and
Community–Based
Services Waiver

The range of community services approved (HCBS) by the Centers for
Medicare and M edicaid Services (CMS) pursuant to C1915c of the Social
Security Act 420.SC. § 1396 (c) to be offered to individuals as an
alternative to i nstitutionalization.
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HCPCS

The Centers for Medicare and Medicaid Services Common Procedure
Coding System (HCPCS) contains services not included in CPT, such as
ambulance, audiology, physical therapy, speech pathology, and vision care
and such supplies as drugs, durable medical equipment, orthotics,
prosthetics, and other medical and surgical supplies.

Health Insurance
Premium Payment
Program (HIPP)

Premium assistance program for individuals enrolled in full coverage
Medicaid that provides premium assistance subsidy for the employee
share of employer sponsored group health insurance when it is determined
to be cost effective.

HIPP For Kids

Premium assistance program for children under the age of 19 enrolled in
full coverage Medicaid that reimburses the employee share of qualified
employer sponsored coverage. The employer must contribute at least 40%
to cost of the premium.

International
A standardized listing of descriptive terms and identifying codes for
Classification of
reporting diagnoses and medical services performed in the inpatient or
Diseases, Clinical
outpatient facility.
Modification (ICD-CM)
Inpatient

An individual admitted to a hospital, nursing facility, an intermediate care
facility, or a residential treatment center.

Intermediate Care
Facility (ICF/MR)

A facility or distinct part of another facility certified by the Virginia
Department of Health, as meeting the federal certification regulations for
an intermediate care facility for persons with mental
retardation/intellectual disability or related conditions. These facilities
must address the total needs of the resident which include physical,
intellectual, social, emotional, and habilitation and must provide “active
treatment”.

Institution for Mental
Disease (IMD)

A hospital, nursing facility, or other institution of more than 16 beds that is
primarily engaged in providing diagnosis,treatment or care of persons with
mental diseases, including medical attention, nursing care and related
services. Whether an institution is an institution for mental diseases is
determined by its overall character as that of a facility established and
maintained primarily for the care and treatment of individuals with mental
diseases, whether or not it is licensed as such. An institution for
individuals with mental retardation/intellectual disability is not an
institution for mental diseases.

Intensive Care

Constant observation care to critically ill or injured patients in a critical
care unit.

Length of Stay (LOS)

The total number of days a patient stays in a facility such as a hospital.
Length of stay would only apply to acute general psychiatric and intensive
rehab hospital admissions.

Legend Drugs

Drugs which bear the federal caution: "Federal Law Prohibits Dispensing a
Drug Without a Prescription."

Level of Care (LOC)

The level of service that an individual needs based on their assessment
which includes functional activities of daily living, medical and/or nursing,
or behavioral needs.
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Long-Stay Hospital
(LSH)

Definition
A Virginia Medicaid designation for hospital care that is a slightly higher
level of care than Nursing Facilities.

A Medicare facility designation as determined by the U.S. Secretary of
Long-Term Acute Care Health and Human Services that specializes in heating patients with
Hospitals (LTAC)
serious and often complex medical conditions, DMAS recognizes these
facilities as Acute Care Facilities.
Maintenance Drug

A drug that is prescribed to treat a medical condition that requires
continuous administration for an indefinite period of time.

Managed Care
Organization (MCO)

An entity that meets the participation and solvency criteria defined in 42
CFR Part 438 and has an executed agreement with the Department to
provide services covered under the Medallion 3.0 and FAMIS programs.
Virginia Medicaid Managed Care is a state program that helps people who
have Medicaid get the health care services they need.

Maximum Allowable
Cost (MAC) (Upper
Limits)

The upper limit allowed by the Virginia Medicaid Program for certain
drugs.

Medallion 3.0

A fully capitated, risk-based, mandatory Medicaid/FAMIS Plus managed
care program.

Medicaid Member

Any person identified by the Department who is enrolled in Medicaid.

The unit established within the Office of the Attorney General to audit and
Medicaid Fraud Control investigate providers of services furnished under the Virginia State Plan
Unit (MFCU)
for Medical Assistance, as provided for the Code of Virginia § 32.1- 320, as
amended.
Medicaid Works
(Medicaid Buy-In
Program)

Medicaid Works allows working people with disabilities whose income is
no greater than 80% FPL to pay a premium to participate in the Medicaid
program.

MediCall

A toll-free telephone number providing 24- hour-per-day, seven-day-a-week
access to current member data necessary to verify eligibility for
Medicaid/FAMIS services.

Medical Necessity

Those services which are reasonable and necessary for the diagnosis or
treatment of an illness, condition, injury, or to improve the function of a
disability, consistent with community standards of medical practice and in
accordance with Medicaid/FAMIS policy.

Medically Complex

Those who have a complex medical or behavioral health condition and a
functional impairment, or an intellectual or developmental disability. Also
includes individuals who receive long-term services and supports.

Medically Indigent

Pregnant women, children, and other individuals who meet certain income
and/or age requirements and who are eligible for some or all of the
covered Medicaid services.

Medically Needy

Individuals whose income and resources exceed those levels for assistance
established under a State or federal plan but are insufficient to meet their
costs of health and medical services.

Medicare Part A
(Hospital Insurance)

Covers inpatient care in hospitals, critical access hospitals, and skilled
nursing facilities. It also covers hospice care and some home health care.
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Medicare Part B
(Supplementary
Medical Insurance)

Covers doctors' services, outpatient hospital care, and some other medical
services that Part A does not cover, such as some of the services of
physical and occupational therapists, and some home health care.
Medicare Part B helps pay for these covered services and supplies when
they are medically necessary.

Member

An individual who meets the Virginia Medicaid/FAMIS eligibility
requirements and is receiving or has received medical services. Member
Enrollment The determination by a local department of social services or
central processing unit of an individual’s eligibility for Medicaid, FAMIS
Plus or FAMIS and subsequent entry into VAMMIS.

National Drug Code
(NDC)

A drug code used in pharmacy and other healthcare practitioner claims to
identify a drug dispensed.

National Provider
Identifier (NPI)

A unique 10-digit identification number issued to health care providers in
the United States by the Centers for Medicare and Medicaid Services
(CMS).

A nursing facility or a distinct part of another facility which provides, on a
Non-Legend Drugs
regular basis, services to individuals who do not require the degree of care
Over-the-Counter
and treatment which a hospital or specialized care unit is designed to
Drugs. Nursing Facility
provide, but who require care and services which meet the established
(NF)
written criteria.
Nutritional Supplement

A nutritional supplement refers to enteral or parenteral nutrients given to
an individual to make up for deficient nutritional intake.

Open Enrollment

The timeframe in which Members are allowed to change from one MCO to
another, without cause, which occurs at least once every 12 months per 42
CFR 438.56 (c)(1) and (f)(1). Open enrollment will occur from October 1st
– December 18th for a January 1 effective date. Individuals eligible
through Medicaid expansion will have an open enrollment period from
November 1st – December 18th for a January 1st effective date. Within
sixty (60) calendar days prior to the open enrollment begin date, the
Department will inform Members of the opportunity to remain with
the current plan or change to another plan without cause. Those Members
who do not choose a new health plan during the open enrollment period
shall remain in his or her current health plan selection until their next
open enrollment period.

Outliers

Statistical term. An observation that lies an abnormal distance from other
values in a random sample from a population. Also used in hospital
reimbursement for a hospital discharge with charges higher than a
threshold which entitles the facility to additional reimbursement.

Outpatient

A beneficiary who receives medical services but is not admitted to a
hospital, hospital, or other institutional settings.

Over-Utilization

Medically unnecessary use of the Virginia Medicaid/FAMIS Program by
any provider and/or Medicaid individual.

PACE (Program of Allinclusive Care for the
Elderly)

PACE provides the entire spectrum of health and long-term care services
(preventive, primary, acute and long-term care services) to their members
on a per member, per month basis.
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Participating Provider

A person, organization, or institution with a current valid participation
agreement with DMAS who or which will (1) provide the service, (2)
submit the claim, and (3) accept as payment in full the amount paid by the
Virginia Medicaid/FAMIS Program.

Payer of Last Resort

The Medicaid program by law is intended to be the payer of last resort;
that is, all other available third party resources must meet their legal
obligation to pay claims before the Medicaid program pays for the care of
an individual eligible for Medicaid.

Personal Comfort

Items Items which do not contribute directly to the treatment of a
condition, illness, or injury or to the functioning of a malformed body part
and are not covered by Medicaid/FAMIS.

Plan of Care

Plan of care is comprised of individual service plans as dictated by the
persons' health care and support needs.

Plan First

The limited benefit Medicaid fee-for-service family planning program. Men
and women who have income less than or equal to 200 percent of the
federal poverty level may be eligible for Plan First if they are not eligible
for a full benefit medical assistance program.

Pre-admission
Screening Team (PAS)

The team comprised of a nurse and social worker from the local
departments of health and local departments of social services OR the
hospital discharge planners charged to perform the assessment to
determine the appropriate level of care needs for longterm care services
for an individual. The entity contracted with DMAS that is responsible for
performing preadmission screening pursuant to 32.1-330 of the Code of
Virginia.

A physician responsible for supervising, coordinating, and providing initial
Primary Care Physician and primary medical care to patients; for initiating referrals for specialist
care; and for maintaining the continuity of patient care.
Primary Care Provider
(PCP)

A primary care physician or nurse practitioner practicing in accordance
with state law who is responsible for supervising, coordinating, and
providing initial and primary medical care to patients; for initiating
referrals for specialist care; and for maintaining the continuity of patient
care.

Procedure Code

A code used to identify a medical service or procedure performed by a
provider.

Protected Health
Information (PHI)

Individually identifiable patient information, including demographics,
which relates to a person's health, health care, or payment for health care.

Provider

An institution, facility, agency, person, corporation, partnership, or
association approved by the Department which accepts as payment in full
for providing benefits the amounts paid pursuant to a provider agreement
with the Department.

Provider Number

A ten-digit number assigned to identify each provider of services.

Qualified Medicare
Beneficiary (QMB)

A low-income Medicare beneficiary eligible for Medicaid coverage of
Medicare premiums and of the deductible and coinsurance up to the
Medicaid payment limit less any applicable copayments on allowed
charges for Medicare-covered services.
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A low-income Medicare beneficiary eligible for Medicaid coverage of
Qualified Medicare
Medicare premiums and of the deductible and coinsurance up to the
Beneficiary-- Extended
Medicaid payment limit on allowed charges for all Medicare-covered
(QMB--Extended)
services plus coverage of all other Medicaid-covered services.
Qualified Disabled and Persons with disabilities who are working and who meet certain income
Working Individuals
limits and are eligible for Medicaid payment of the Medicare Part A
(QDWI)
premiums only.
Quality Monitoring
(QM)

The ongoing process of assuring that the provision of health care service is
appropriate, timely, accessible, available, and medically necessary and in
keeping with established guidelines and standards.

Referral

A request by a provider for a participant to be evaluated and/or treated by
a different physician, usually a specialist, or to receive specific services.

Remittance Voucher

A notice sent to providers that advises on the status of claims received.
Paid, denied, pended, voided, and adjusted claims are reported on
remittance vouchers.

Reported Charge

The total amount submitted on the claim form by a provider of services for
reimbursement.

Resident

An individual admitted to a nursing facility, assisted living facility, or other
institutional placement.

Residential Treatment
Facility

A 24-hour-per-day specialized form of highly organized, intensive, and
planned therapeutic interventions, which shall be utilized to treat severe
mental, emotional, and behavioral disorders of individuals 21 years old or
younger. All services must be provided at the facility as part of the
therapeutic milieu.

Retroactive Eligibility

Eligibility in which a person was determined to be eligible for a period of
time prior to the month in which the application was initiated. The
retroactive period is the three months prior to the application month. Once
retroactive eligibility is established, Medicaid/FAMIS coverage begins the
first day of the earliest retroactive month in which eligibility exists.
Retroactive coverage in FAMIS is only available for newborns.

Retrospective Review

Warranted when a patient’s eligibility for Medicaid/FAMIS coverage has
been determined after the service has been rendered and retroactive
eligibility has been granted or as otherwise allowed by the appropriate
manuals/regulations.

Routine Services

Inpatient routine services in a facility are those services included by the
provider in a daily service charge - sometimes referred to as the "room and
board" charge. Included in routine services are certain services, supplies,
and use of equipment and facilities for which a separate charge is not
customarily made.

Rural Health Clinic

Is a clinic located in a rural, medically under-served area; facility as
defined in 42C.F.R. § 491.2.

Any service rendered on property of a local education agency or public
School Health Services school. Services must be included in an individualized education program
(IEP).
Secure Email

Applies to sensitive email being passed over the Internet in some form of
encrypted format.
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Service Authorization
(Srv Auth)

Formerly referred to as prior authorization, the approval necessary for
specified services for a specified member by a specified provider before
the requested services may be performed and payment made.

Service Authorization
Request

Where not otherwise defined in this manual, a service authorization
request shall consist of a written request from the provider (prior to
providing the service), identifying the requested service (including the
CPT/HCPCS or ADA codes), the patient's name and Medicaid number, and
the condition being (to be) treated with documentation supporting the
medical necessity, a description of the requested service, the anticipated
length of treatment, the prognosis, and the estimated cost of the service.

Services Facilitator
(CDSF)

A provider enrolled with DMAS who is responsible for management
training and review activities as required by DMAS for consumer-directed
care. Shall Indicates a mandatory requirement or a condition to be met.

Spend-Down

A Medicaid individual eligible for Medicaid for a limited period of time
because his or her income exceeds the limits and all other eligibility
factors are met. The applicant's incurred medical expenses must equal or
exceed the difference between his or her income and the Medicaid income
limit.

The federal program administered by the Social Security Administration
(SSA) that pays monthly benefits to people with limited income and
Supplemental Security resources who are disabled, blind, or age 65 or older. Blind or disabled
Income (SSI)
children, as well as adults, can get SSI benefits. In Virginia, SSI members
must apply for Medicaid separately; Medicaid is not automatic. State
Commonwealth of Virginia.
State Agency

The Department of Medical Assistance Services is the State Agency
designated by the General Assembly of Virginia, under the provision of
Title XIX of the Social Security Act, to administer Virginia's Medical
Assistance Program.

State Fair Hearing

The Department's evidentiary hearing process. Any "action" or appeal
decision rendered by the MCO may be appealed by the member to the
DMAS Client Appeals Division. The Department conducts evidentiary
hearings in accordance with regulations at 42 C.F.R. §.§ 431.200 through
431.250 and 12 VAC 30-110- 10 through 12 VAC 30-1 10-380.

The comprehensive written statement submitted by the Department to the
Centers for Medicare and Medicaid Services (CMS) for approval,
State Plan for Medical describing the nature and scope of the Virginia Medicaid program and
Assistance (State Plan) giving assurance that it will be administered in conformity with the
requirements, standards, procedures and conditions for obtaining Federal
financial participation.
Temporary Detention
Order (TDO)

A temporary custody order by sworn petition to any magistrate to take into
custody a person believed to be mentally ill and in need of hospitalization
and transported to a location to be evaluated pursuant to 42 D.F.R.
441.150 and Code of Virginia, 16.1-335 et seq. and 37.1-67.1 et seq.
Centers for Medicare and Medicaid Services.
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Term

Definition

Third Party Liability
(TPL)

Any individual, entity or program (including other government programs
or insurance) that is or may be liable to pay all or part of the medical cost
for which benefits were paid by the medical assistance programs under
the State Plan.

Title XVIII

That portion of the Social Security Act which authorizes the Medicare
Program.

Title XIX

That portion of the Social Security Act which authorizes the Medicaid
Program.

Title XXI

That portion of the Social Security Act that authorizes the Children’s
Health Insurance Program, known as FAMIS.

Case Management Is a component of treatment foster care through which
a case manager provides treatment planning, monitors the treatment plan,
and links the child to other community resources as necessary to address
the special identified needs of the child. TFC-CM focuses on a continuity of
services that is goal-directed and results-oriented. Services shall not
Treatment Foster Care
include room and board...
UB-04 The UB-04, also known as the Form CMS1450, is the uniform
institutional provider hardcopy claim form. It is the only hardcopy claim
form that CMS accepts from institutional providers (e.g., hospitals, Skilled
Nursing Facilities, Home Health Agencies, etc.)
Assembly to provide funds for uninsured persons who need treatment for a
life threatening illness or injury. An uninsured medical catastrophe
UMCF (Uninsured
includes a life- threatening illness or injury requiring specializedmedical
Medical Catastrophe
treatment, hospitalization or both that if left untreated would more than
UMCF was established
likely result in death. There is a three page application form that must be
by the 1999 General
completed and mailed to DMAS. Eligibility for funds are determined on a
Fund)
first come, first served basis based on the date the original application is
received.
Uniform Assessment
Instrument (UAI)

The multidimensional, standardized Assessment tool, which assists the
assessor to determine a member's social, physical health, mental health,
and functional abilities, and provides a comprehensive assessment of the
individual.

Utilization
Management

The process of evaluating the necessity, appropriateness and efficiency of
health care services against established guidelines and criteria.

Virginia’s Acute and
Long Term Care
Program (VALTC)

Delivery system that integrates acute and long-term care. Effective
September 1 , 2007, individuals already M C O-enrolled who then become
eligible for Home and Community-Based Waiver programs except for the
Technology Assisted Waiver will remain in their MCO for acute care
services.

Virginia Administrative Contains administrative regulations for State Agencies. Available as a
Code (VAC)
searchable database at http://leg1.state.va.us/lis.htm
Virginia Medicaid
Management
Information System
(VAMMIS)

The medical assistance eligibility, enrollment, and payment
information system of the Virginia Department of Medical Assistance
Services.
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Term
Web Portal

Definition
A secure web site offering a broad array of resources and services to
registered providers.
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