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Virginia Premier Announces 2022 Practitioner Golden Globe Award Recipient

Paola A. Ortega-Rodriguez, M.D., is a 
pediatrician, a Fellow of the American 
Academy of Pediatrics and the founder 
of Happy Kidz Pediatrics, located in North 
Chesterfield, Virginia. Happy Kidz Pediatrics 
has served and cared for the children of the 
Chesterfield and Richmond area since 2016. 

Dr. Ortega-Rodriguez was born and raised 
in Bogota, Colombia. She first became 
interested in medicine at 8 years of age while 
assisting her uncle, a regional physician. 
She attended medical school in Cuba before 
transferring to the Fundación Universitaria de 
Ciencias de la Salud in Bogota to complete 
her studies. Afterward, she completed her 
residency in general pediatrics at the Bronx 
Lebanon Hospital in New York. 

Dr. Ortega-Rodriguez has a master’s in 
public health from the Nova Southeastern 
University of Florida (NSU); her interests 
include childhood obesity and prevention. She 
has also completed her medical homeopathy 
training at the Center for Education and 
Development of Homeopathy (CEDH), 
is working toward a Fellow in Functional 
Medicine at the Institute for Functional 
Medicine (IFM) and is board-certified by the American Board of Pediatrics. She speaks English, Spanish and 
Portuguese and enjoys gardening, exercising, reading, and caring for her beehives in her spare time. 

ABOUT THE AWARD

Since 2005, Virginia Premier has recognized network providers for their commitment to delivering quality care 
and outstanding service as well as improving outcomes for Virginia Premier members and the community. 
The Practitioner Golden Globe Award (PGA) recognizes one practitioner annually who has been nominated for 
demonstrating safe, quality practices while administering and coordinating care for Virginia Premier members. 
Eligible practitioners can nominate themselves or be nominated by office staff, a Virginia Premier-participating 
colleague, a member or a Virginia Premier employee. All participating Virginia Premier practitioners of any 
specialty are eligible for nomination, including all medical, allied health and behavioral health practitioners. Visit 
the Virginia Premier website for more information, including specific eligibility requirements and participation 
benefits.

2023 NOMINATIONS

It isn’t too early for providers to submit nominations for next year’s PGA recipient. Just download the brochure, 
complete the form, and send it to us. Nominated practitioners will be reviewed quarterly for consideration of 
the annual award. The winning practitioner will be recognized in the Member and Provider Newsletters and on 
the Virginia Premier website. 

Again, Virginia Premier congratulates Dr. Paola Ortega-Rodriguez and her dedicated staff for achieving the 2022 
Virginia Premier Practitioner Golden Globe Award. 
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Annual Wellness Visits: Help Us Close Care Gaps

Virginia Premier partners with providers like you to improve health every day by making it easy for our 
members, your patients, to get the care they need when they need it. To close gaps in care by December 31, 
2022, we need your help to complete annual wellness visits (AWVs) and annual physical exams (APEs). 

We are encouraging our members to make appointments with your office. Please make every effort to 
accommodate these important appointment requests before December 31 to achieve optimal outcomes.

Here is some important information regarding these visits:

The AWV and APE can be completed in the same visit for Virginia Premier Medicare members.

• We permit billing of both the AWV and APE, as a supplemental benefit, in the same visit.

• The Initial Preventive Physical Exam (IPPE, aka “Welcome to Medicare Visit”) billing code is G0402

• The AWV recommended billing codes are G0438, G0439 and G0468

• The APE recommended billing codes are 99384–99387 and 99394–99397

• Members are eligible for one AWV and one APE each calendar year.

• Members are eligible for a $25 reward for completion of the AWV and an additional $25 reward for the 
completion of the APE. 

The AWV and APE are the gateway to strengthening relationships with your patients and improving 
care.

• Include care gap closure in AWVs and APEs for efficiency.

• Ensure comprehensive coding of clinical conditions with the claim for better documentation.

• Gaps in care must be closed by the end of the year; start early to avoid the time crunch in Q4.

• Early diagnosis and intervention can minimize costs of care.

• Share this resource with your clinical care teams.

Provide limited, secure electronic medical record (EMR) access and submit your supplemental data 
early. 

• Reviewing, faxing and/or mailing medical records as part of the annual HEDIS® process takes time and 
effort.

• Granting limited, secure EMR access to our quality staff allows us to directly retrieve relevant HEDIS 
medical record information.

• Use our HEDIS dedicated fax, 804-799-5106, to send in medical records.

Questions? Please call a member of the HEDIS team.

• Team Lead: Sandra Spencer 

• Cell: 804-613-6473 

For more information, visit VirginiaPremier.com/providers.
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Immediate Action Needed for PRSS Enrollment

In April 2022, the Virginia Department of Medical 
Assistance Services (DMAS) launched a new 
portal to manage provider enrollment—the 
Provider Services Solution (PRSS). Medicaid 
providers will use the PRSS portal, located on 
the Medicaid Enterprise System (MES) website, 
to complete enrollment and maintenance 
processes. This platform will be more efficient 
and make it easier for you to access the 
information you need as a Medicaid provider. 

All Medicaid managed care network providers 
must enroll through PRSS to satisfy and comply 
with federal requirements in the 21st Century 
Cures Act. Those network providers that are 
currently enrolled as Fee-for-Service (FFS) in 
Medicaid do not have to re-enroll in PRSS. 

As a Virginia Premier participating provider, you 
must take immediate action to initiate enrollment 
through the new PRSS enrollment wizard. 
All provider types, including hospitals, nursing 
facilities, residential treatment facilities and 
pharmacies must enroll as soon as possible.

Here is what you need to know:

• To enroll, go to “Enroll as a new provider, 
or check your enrollment status.”

• Only one enrollment application is 
necessary in PRSS, even if you participate 
with more than one managed care 
organization (MCO). The application 
process allows for the selection of one or 
more MCO plans.

• Once approved, providers will need to create a PRSS portal online account in order to re-validate their 
enrollment, make changes to personal or business information and check member eligibility. You may be 
asked to provide evidence of your submission. 

• All new MCO-only providers must first enroll with PRSS prior to requesting credentialing with one or 
more of the managed care health plans.

• Per the 120-day rule (exceptions for emergency enrollment), MCOs may execute a provider agreement 
for up to 120 days pending the outcome of the enrollment process. The MCO must terminate a network 
provider immediately if the 120-day window expires without enrollment and screening of the provider in 
PRSS. 

• You can find helpful training resources on the MES website. 

Questions? Contact the PRSS Provider Enrollment Helpline by calling 804-270-5105 or 1-888-829-5373 or 
emailing vamedicaidproviderenrollment@gainwelltechnologies.com.
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Virginia Medicaid Regulatory Updates to Provider Agreements — Cardinal Care 

The Virginia Department of Medical Assistance Services (“DMAS”) has announced consolidation of the 
Medallion 4.0 and Commonwealth Coordinated Care Plus (CCC Plus) managed care programs into a single 
program, Cardinal Care. 

Pursuant to the Provider Agreement, PREMIER may amend the Provider Agreement immediately upon 
written notice if such amendment is required to maintain compliance with federal or state laws, regulations or 
programs.

In order to assist with the transition to Cardinal Care and to maintain compliance with Cardinal Care with the 
Provider Agreement triggered by the announced change in state policy, the following changes shall be effective 
January 1, 2023:

1. The following terms in the Provider Agreement and related documents shall be deemed automatically 
updated as follows:

• “Medicaid Member” shall mean “a Member enrolled under any Medicaid Contract PREMIER may 
have with DMAS during the term of this Agreement.”

• “Medicaid Contract” shall mean “any Medicaid program contract PREMIER may have with the 
Department of Medical Assistance Services.”

• “Family Access to Medical Insurance Security Program”, “FAMIS”, “Commonwealth Coordinated 
Care Plus Program”, “CCC Plus”, or “Medallion”, whether individually or collectively, shall be deemed 
to refer instead to the defined term “Medicaid Contract.”

2. The “Department of Medical Assistance Services Mandated Provisions” addendum and the “Managed 
Long Term Services and Supports Mandated Provisions” addendum attached to and made a part of the 
Provider Agreement shall be automatically replaced with single updated Medicaid Addendum for Facility 
Agreement, Medicaid Addendum for Group MSA, Medicaid Addendum for Ancillary MSA or Medicaid 
Addendum for Doula Partnership Agreement. 

3. The Virginia Premier Newsletter also contains important updates to the Provider Agreements. These 
updates will be effective January 1, 2023 to align with the new DMAS Cardinal Care Program. The 
Provider Agreements will have updated language to reflect the new Medicaid program, and a new 
Medicaid regulatory addendum. The portion of the newsletter containing the updated language is also 
attached to this email for your convenient reference. 

Updated Medicaid Regulatory Addendum

Effective January 1, 2023

Virginia Premier Health Plan (hereafter referred to as “PREMIER”) and its intended network provider (hereafter 
referred to as “FACILITY”), agree to abide by all applicable provisions of any Medicaid program contract 
PREMIER may have with the Department of Medical Assistance Services (each hereafter referred to as 
“Medicaid Contract”). Provider compliance with the Medicaid Contracts specifically includes but is not limited 
to the following requirements (to the extent applicable to FACILITY):

1. No terms of this Agreement are valid which terminate legal liability of PREMIER in PREMIER’S Medicaid 
Contracts.

2. FACILITY shall have a National Provider Identifier (NPI) number. 
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3. FACILITY agrees to participate in and contribute required data to PREMIER’s quality improvement and 
other assurance programs as required in the Medicaid Contracts.

4. FACILITY agrees to abide by the terms of the Medicaid Contracts for the timely provision of emergency 
and urgent care. Where applicable, FACILITY agrees to follow these procedures for handling urgent and 
emergency care cases stipulated in any required hospital/emergency department Memorandums of 
Understanding signed by PREMIER in accordance with the Medicaid Contracts. 

5. FACILITY agrees to submit PREMIER utilization data in the format specified by PREMIER, so that 
PREMIER can meet the Department specifications required by the Medicaid Contracts.

6. Any conflict in the interpretation of PREMIER’s policies and MCO-Network Provider contract shall 
be resolved in accordance with Federal and Virginia law and regulations, including the State Plan for 
Medical Assistance Services and Department memos, notices and provider manuals.

7. FACILITY agrees to comply with all non-discrimination requirements in Medicaid Contracts. 

8. FACILITY agrees to comply with all record retention requirements, including the requirement to maintain 
records for ten (10) years from the close of the provider contract, and, where applicable, agrees to 
comply with the special reporting requirements on sterilizations and hysterectomies stipulated in 
Medicaid Contracts. For children under age 21 enrolled in any Medicaid Waiver program, PREMIERE 
shall retain records for the greater period of a minimum of ten (10) years or at least six (6) years after the 
minor has reached 21 years of age per 12VAC30-120-1730. 

9. Where applicable, FACILITY agrees to screen pregnant Medicaid Members (or refer pregnant Medicaid 
members to an appropriate Participating Provider to screen) for prenatal depression in accordance with 
the American College of Obstetricians and Gynecologists (ACOG) standards. FACILITY shall follow 
PREMIER’s referral process to refer to appropriate services including, but not limited to, follow-up 
screening, monitoring, evaluation, and treatment for pregnant Medicaid members who screen positive 
for depression.

10. FACILITY agrees to provide representatives of PREMIER, as well as duly authorized agents or 
representatives of the Department, the U.S. Department of Health and Human Services, and the State 
Medicaid Fraud Unit access to its premises and its contract and/or medical records in accordance with 
Medicaid Contracts. FACILITY agrees otherwise to preserve the full confidentiality of medical records in 
accordance with the Medicaid Contracts.

11. FACILITY acknowledges that DMAS may evaluate, through inspection or other means, the quality, 
appropriateness, and timeliness of FACILITY’s services performed under the Agreement.

12. FACILITY shall meet PREMIER’s standards for licensure, certification, and credentialing, and these shall 
be included in PREMIER’s provider network contracts.

13. FACILITY agrees to disclose the required information, at the time of application, credentialing, and/
or recredentialing, and/or upon request, in accordance with 42 CFR § 455 Subpart B, as related to 
ownership and control, business transactions, and criminal conviction for offenses against Medicare, 
Medicaid, CHIP and/or other Federal health care programs. See 42 CFR § 455, Parts 101 through 
106 for definitions, percentage calculations, and requirements for disclosure of ownership, business 
transactions, and information on persons convicted of crimes related to any Federal health care 
program.

14. FACILITY shall screen their employees and contractors initially and on an ongoing monthly basis to 
determine whether any of its employees/contractors have been excluded from participation in Medicare, 
Medicaid, SCHIP, or any Federal health care program (as defined in Section 1128B(f) of the Social 
Security Act) and not employ or contract with an individual or entity that has been excluded or debarred. 



6

FACILITY shall be required to immediately report to PREMIER any exclusion information discovered. 
FACILITY shall be informed by PREMIER that civil monetary penalties may be imposed against providers 
who employ or enter into contracts with excluded individuals or entities to provide items or services to 
Medicaid Members. 

15. FACILITY agrees to the requirements for maintenance and transfer of medical records stipulated 
in Medicaid Contracts. FACILITY agrees to make medical records available to recipients and their 
authorized representatives within ten (10) business days of the record request, in accordance with 42 
CFR  438.208(b)(5). FACILITY shall ensure that each Medicaid Member’s medical record(s) include(s), 
as appropriate, the required elements pursuant to 42 C.F.R. §§ 456.111 and 456.211, including but 
not limited to: beneficiary ID, physician name, admission dates, and dates of application for and 
authorization of Medicaid benefits if application is made after admission, plan of care as required under 
42 C.F.R. §§ 456.80 and 456.180, initial and subsequent continued stay review dates as required by 42 
C.F.R. §§ 456.128 456.133, 456.233, and 456.234 date of operating room (if applicable), justification of 
emergency admission (if applicable), reasons and plan for continued stay (if FACILITY believes continued 
stay is necessary), and other supporting material as necessary and appropriate.

16. FACILITY agrees to ensure confidentiality of family planning services in accordance with Medicaid 
Contracts, except to the extent required by law, including, but not limited to, the Virginia Freedom of 
Information Act.

17. FACILITY agrees not to create barriers to access to care by imposing requirements on recipients that are 
inconsistent with the provision of medically necessary and covered Medicaid services.

18. FACILITY agrees to clearly specify referral approval requirements to its FACILITY Physicians and in 
any sub-subcontracts. Additionally, FACILITY agrees to hold the member harmless for charges for 
any Medicaid services. This includes those circumstances where FACILITY fails to obtain necessary 
referrals, pre-authorizations, or fails to perform other required administrative functions.

19. FACILITY shall accept PREMIER payment as payment in full except for patient pay amounts and shall 
not bill a Medicaid enrollee for medically necessary services covered under the Medicaid Contracts and 
provided during the enrollee’s period of PREMIER enrollment. The collection or receipt of any money, 
gift, donation, or other consideration from or on behalf of a Medicaid recipient for any Medicaid covered 
service provided is expressly prohibited. This provision shall continue to be in effect even if PREMIER 
becomes insolvent. However, if an enrollee agrees in advance of receiving the service and in writing to 
pay for a non-Medicaid covered service, then PREMIER, FACILITY, or PREMIER subcontractor can bill.

20. FACILITY shall forward to PREMIER medical records, within ten (10) working days of PREMIER’s 
request.

21. FACILITY shall promptly provide or arrange for the provision of all services required under the FACILITY 
agreement. This provision shall continue to be in effect for subcontract periods for which payment has 
been made even if FACILITY becomes insolvent until such time as the enrollees are withdrawn from 
assignment to FACILITY.

22. Except in the case of death or illness, FACILITY agrees to notify PREMIER at least thirty (30) days in 
advance of disenrollment and agrees to continue care for his or her panel enrollees for up to thirty (30) 
days after such notification, until another FACILITY is chosen or assigned.

23. FACILITY agrees to act as a PCP for a predetermined number of members, not to exceed the panel size 
limits set forth in the Medicaid Contracts, to be stated in the network provider agreement, if applicable.

24. PREMIER agrees to pay FACILITY within thirty (30) days of the receipt of a claim for covered services 
rendered to a covered member unless there is a signed agreement with FACILITY that states another 
timeframe for payment that is acceptable to that FACILITY.
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25. PREMIER shall follow prior authorization procedures pursuant to the Code of Virginia § 38.2-3407.15:2 
and incorporate the requirements into its provider contracts. PREMIER must accept telephonic, 
facsimile, or electronic submissions of prior authorization requests that are delivered from e-prescribing 
systems, electronic health records, and health information exchange platforms that utilize the National 
Council for Prescription Drug Programs’ SCRIPT standards for prior authorization requests. 

26. PREMIER hereby discloses to FACILITY that under 42 CFR § 434.6(a)12(i) PREMIER is prohibited to 
making a payment to FACILITY for provider-preventable conditions outlined in 42 CFR § 447.26(b). To 
ensure compliance with 42 CFR § 438.3(g) FACILITY shall report to PREMIER all provider-preventable 
conditions or health care-acquired conditions associated with claims. No reduction in payment for a 
provider-preventable condition shall be imposed on FACILITY when the condition defined as a provider-
preventable condition or that meets the definition of a health care-acquired condition for a particular 
covered member that existed prior to the initiation of treatment for that covered member by FACILITY. 

27. Should an audit by PREMIER or an authorized state or federal official result in disallowance of amounts 
previously paid to FACILITY, FACILITY will reimburse PREMIER upon demand. FACILITY shall not bill the 
member in these instances.

28. FACILITY shall comply with corrective action plans initiated by PREMIER.

29. Notwithstanding any other provision to the contrary, the obligations of Virginia shall be limited to annual 
appropriations by its governing body for the purposes of the Agreement.

30. This Agreement is an agreement for the services of FACILITY and may not be subcontracted by 
FACILITY without prior written approval of PREMIER.

To the extent that any terms or provisions contained in this Attachment A-1 are inconsistent with or in 
conflict with the terms and provisions set forth in the Agreement, the terms and provisions set forth in this 
Attachment shall control with respect to the subject matter contained herein. All other terms and provisions 
of the Agreement shall continue to apply. PREMIER shall have the right to modify this Attachment A-1 from 
time to time, without the consent of FACILITY, to reflect changes to the Medicaid Contracts, applicable law, 
and/or any requests or requirements of the Department of Medical Assistance Services or other Medicaid 
agency.
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Evaluating New Technology Helps 
Providers Deliver Excellent Care

An ever-changing health care market presents 
new rules, regulations, trends and best practices 
and the need to adapt to new technology. Our 
review committee evaluates new technology for 
its usefulness in the health care space. 

Our Healthcare Quality and Utilization 
Management (HQUM) committee appraises 
the inclusion of new technology and the new 
application of existing technology in its benefits 
plan, including medical and behavioral health care 
procedures, pharmaceuticals, and devices.

While reviewing new technology, the HQUM 
committee evaluates the utilization, potential 
for harm, cost, clinical trials, and peer-reviewed 
medical literature. It’s all part of our commitment 
to helping you provide the best care possible.

Chronic Care Management Services Support Better Outcomes

Virginia Premier offers chronic care management services to members who have long-term conditions that 
can have a major impact on the member’s quality of life. This program offers telephonic education and printed 
materials to help the member along the journey toward effective disease self-management with help from 
their primary care physician.

Our assessment helps the member meet Health Effectiveness Data and Information Set (HEDIS®) goals, 
addressing issues related to the social determinants of health. We also incorporate motivational interviewing 
to help members make changes in behavior that can lead to long-term positive outcomes. Chronic care 
management helps members with the following conditions:

• diabetes

• asthma

• coronary artery disease

• heart failure

• hypertension

• chronic obstructive pulmonary disease (COPD)

If your patients have one of these conditions, please refer them to our chronic care management program at 
1-866-243-0937, Monday through Friday from 8 a.m. to 5 p.m., except holidays.
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Locating Up-to-Date Clinical Practice Guidelines

Virginia Premier adopts and disseminates Clinical Practice Guidelines relevant to our membership for the  
provision of health, acute, and chronic medical services, and for preventive and non-preventive behavioral 
health services. All adopted clinical or preventive health practice guidelines are:

• Based on valid and reliable clinical evidence, or a consensus of health care professionals in the 
respective field.

• Reviewed in consultation with contracting health care professionals.

• Reviewed and updated periodically, a minimum of once every two years.

• Disseminated to practitioners and members annually, at a minimum.

• Developed to consider the needs of members.

• Provided as a basis for utilization decisions, member education and service coverage.

Annually, physicians who serve on the Virginia Premier Healthcare Quality and Utilization Management 
(HQUM) Committee review and approve updated guidelines. For 2022, there were 15 Clinical Practice 
Guidelines reviewed, adopted, and disseminated.

To view the 2022 clinical practice guidelines:

•  Visit VirginiaPremier.com and locate the “For Providers” tab on the home page.

• Request a copy by email, fax, or mail.

Alerts are sent throughout the year if Clinical Practice Guidelines change. For questions about changes, call 
Provider Relations, 804-968-1529 (TTY: 711).

New CPT and HCPCS Codes Implemented on July 1

New CPT and HCPCS codes took effect July 1, 2022 for drugs, professional services and procedures, supplies, 
durable medical equipment, and quality measures. Coverage determination and authorization requirements, 
across lines of business, are available via the Prior Authorization List on the Virginia Premier website. 

NIA updated their claims matrix with a go live date of July 1, 2022.  These two T codes will be added to the 
billable groupings. This is an update to the initial release from OPTUM.

CPT: 0722T 

Description: Quantitative computed tomography (CT) tissue characterization, including interpretation and 
report, obtained with concurrent CT examination of any structure contained in the concurrently acquired 
diagnostic imaging dataset (List separately in addition to code for primary procedure)

CPT: 0724T 

Description: Quantitative magnetic resonance cholangiopancreatography (QMRCP) including data preparation 
and transmission, interpretation, and report, obtained with diagnostic magnetic resonance imaging (MRI) 
examination of the same anatomy (e.g., organ, gland, tissue, target structure) (List separately in addition to 
code for primary procedure)

https://www.virginiapremier.com/
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2022 Quality Improvement (QI) Activities and Programs 

Virginia Premier’s Quality Improvement Program is committed to providing all members with safe, culturally 
sensitive, and optimal care in accordance with the National Committee for Quality Assurance (NCQA), 
Department of Medical Assistance Services (DMAS), Centers for Medicare and Medicaid Services (CMS), and 
other regulatory agency standards. Virginia Premier is dedicated to improving health outcomes for enrollees 
and maximizing available resources found within the communities we serve by participating in public health 
initiatives at the national, state, and local levels. 

You can find information about the Quality Improvement (QI) Program on the Virginia Premier website. You can 
also request a copy of the Quality Improvement Program Description and Quality Annual Evaluation by calling 
1-800-727-7536. 

Major Accomplishments in 2021 

• Maintained NCQA Star Rating 3.5

• 97% of Critical Incident Investigations completed within 30 days of receipt

• 100% of Sentinel & Serious Reportable Events Reviews completed

• Successful completion of 4 Rapid-Cycle Performance Improvement Projects

• Achieved 100% on the Operational Systems Review (OSR) Audit for Quality Standards

• 127 Quality Management Reviews (QMR) completed

• External Quality Review Organization Data Submission: No Deficiencies

• 2021 Performance Measure Validation Audit: No Deficiencies

• Scored 100% for the Healthcare Effectiveness Data and Information Set (HEDIS) on-site Medical Record 
Review

2022 QI Program Core Indicators 

• Enhancing member experience and engagement in person-centered care

• Improving quality of care

• Improving population health

• Reducing per capita costs

2022 Quality Goals 

• Achieve NCQA Star Rating of 5.0 or greater for Medicaid Health Plans and maintain “Accredited” status

• Maintain NCQA LTSS Distinction

• Achieve 1st in the Commonwealth and Top 30 Best Medicaid Plans National NCQA Rating

• Achieve the 75th Percentile or Greater for Targeted Healthcare Effectiveness Data and Information Set 
(HEDIS®) Performance Withhold Program (PWP) Measures

• Improve the Member Experience through Consumer Assessment of Healthcare Providers and Systems 
(CAHPS®) Survey Education for Membership, Providers, and Internal Staff

References: National Committee for Quality Assurance. (2021). NCQA health insurance plan ratings. Retrieved from 
https://reportcards.ncqa.org

https://reportcards.ncqa.org
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Zelis to Provide Claims Review

Virginia Premier is committed to providing expedient and accurate claims processing that is consistent with 
clinically recognized industry standards set by the Centers for Medicare & Medicaid Services (CMS), the 
American Medical Association, etc. To support this effort, we are partnering with Zelis to provide services 
including (but not limited to) the following: 

• ICD-l0 alignment with CPT/HCPCs coding accuracy

• clinical chart review 

• laboratory coding 

• coding and modifiers 

Zelis is considered a “business associate” of Virginia Premier, as defined by HIPAA. You may disclose 
protected health information (PHI) to Zelis without prior written participant authorization or consent. Zelis will 
perform periodic reviews of medical records to ascertain and/or verify charges billed to Virginia Premier. We 
will begin our claims editing on November 1, 2022. 

Virginia Premier Announces Selection of new PBM

Effective January 1, 2023, Virginia Premier will change our 
pharmacy benefit manager (PBM) from Elixir to Express Scripts® 
for Medicare and Medicaid plans. 

Here is what you need to know:

• Members should experience a seamless transition; all active 
pre-authorizations will automatically transfer to the new 
vendor. 

• Prior to January 1, 2023, we will issue new Virginia Premier 
member ID cards to members to reflect the new pharmacy 
vendor information. 

• If applicable, members will receive a notification letter in 
advance of any formulary or network changes. As always, 
members should refer to their benefits for information 
regarding medication tiers and costs.

• Virginia Premier Medicaid Providers: Beginning January 1, 
you will need to fax prior authorization requests to 1-833-770-
7569. 

You will not be able to submit prior authorizations requests 
electronically until later in 2023. We will keep you updated. 
Additionally, Medicaid members will be transitioning to Proprium Pharmacy for specialty medications 
beginning on January 1, 2023.
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Changes to Hearing Benefit for Pediatric Patients Took Effect October 1

Virginia Premier is aware of the challenges you may have experienced as you help pediatric patients access 
hearing services through Nations. We understand your frustrations and are making changes to remove barriers 
to care. Here is what you need to know:

• Effective October 1, 2022, Virginia Premier now directly manages payment and authorizations (when 
necessary) for hearing services for patients up to age 21. 

• Claims can be submitted through our normal processes: electronic submissions, paper submissions, or 
submissions via our Provider Portal.

• Nations will continue to provide care for members who are 21 and older through its network of 
participating providers.

If you have questions or need assistance, please contact the Provider Relations Representative assigned to 
your area or utilize the contactmyrep@virginiapremier.com email address. 

Southeastrans Announces Name Change

Southeastrans, Inc. is transitioning to Verida, Inc., effective January 1,2023. Member facing material will not 
change until January 1.

Updated DMAS Bulletin Offers Updates on Vaccine Coverage

On July 27, 2022, DMAS updated a Medicaid Bulletin outlining COVID-19 vaccination coverage for adults and 
children as young as 6 months of age. According to the announcement, DMAS fee-for-service and all Managed 
Care Organizations (MCOs) will cover the following for Medicaid and FAMIS members:

• Pfizer-BioNTech COVID-19 vaccine for members 6 months through 4 years of age

• Moderna COVID-19 vaccine for members 6 months through 17 years of age

• Novavax vaccine for members at least 18 years of age

Read the bulletin in its entirety to learn more. As a reminder, vaccines should be administered according to the 
latest CDC Guidelines.

New Medicaid Provider Manual Available Soon 

A new Medicaid Provider Manual will be released on November 1, 2022. The manual contains important health 
plan updates and will be effective January 1, 2023. Updates include a new Pharmacy Benefit Manager that will 
be effective January 1, 2023, the PRSS system, Doula and Postpartum benefits, EPSDT, and Provider Trainings.  
Providers can review the new manual at VirginiaPremier.com 

mailto:contactmyrep%40virginiapremier.com?subject=
https://vamedicaid.dmas.virginia.gov/bulletin/coverage-pfizer-and-moderna-covid-19-vaccines-children-and-novavax-covid-19-vaccine-adults
https://www.virginiapremier.com/
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Virginia Premier Partnering With Cotiviti To Complete Claims Audits

We are partnering with Cotiviti to conduct reviews of healthcare claims paid by Virginia Premier to ensure 
compliance and accuracy. To help you prepare, we are providing advance notice regarding potential requests 
for medical records from Cotiviti.  

You may already receive this type of request. However, beginning October 6, 2022, you may have received 
new or different letters from Cotiviti requesting medical records. Each letter will outline the medical record 
information needed, the timeframe to submit, the options available to submit the documentation, and contact 
information for any questions. 

Once the documentation is received and the review is completed, you will receive a determination letter. 
If claim(s) were billed incorrectly, the letter will outline next steps, including information regarding your 
reconsideration rights.

The Cotiviti Provider Relations team is available at 1-770-379-2011 during any step of the process. Support is 
available Monday through Friday, from 8 am to 5 pm. 

Audit Timing: Prospective Review 

Prospective reviews require that the medical record be submitted and the claim review completed before 
payment can be made. Claims identified as likely overpayments will be pended until the outcome of the 
medical record review. It is important for medical records to be submitted promptly, following the process 
outlined in the medical record request. This will allow a claim determination to be made in a timely manner. 
Prompt payment timelines will be followed by Virginia Premier in conjunction with state and federal regulations 
upon receipt of the medical records required.

Audit Appeals

Providers will have opportunity to appeal decisions through Cotiviti and, if necessary, with Virginia Premier. To 
ensure efficient communication, please review and confirm your that demographic records on file with Virginia 
Premier are correct. 

Announcing Recent Policy Updates

Virginia Premier Health Plan has updated the following Medical Payment Guidelines:  

• Prenatal Testing for Fetal Aneuploidy

• Neuromuscular Electrical Stimulation Devices

• Gender Affirming Surgery

Virginia Premier has added new medical policies for: 

• Computer Assisted Navigation for Cranial, Spinal and Orthopedic Procedures

• Crysvita

• Vyvgart

Virginia Premier Medical Payment Guidelines can be found on our website. 

http://www.virginiapremier.com/providers/medical-payment-guidelines/
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Virginia Premier Medicare Star Rating

Our overall corporate goal is to make Virginia 
Premier Medicare a five-star health plan, which will 
require the support of all clinical and administrative 
staff as well as the full engagement of our 
members. Virginia Premier Medicare’s star rating 
last year was four stars, and we hope to maintain 
that rating once the Centers for Medicare & 
Medicaid Services (CMS) releases the current 
year’s performance this fall. Star ratings are critical 
in attracting new members and receiving additional 
funding that allows us to continue to provide top 
benefits and quality health care.

For the final months of 2022, we are prioritizing 
quality gap closures and Annual Wellness Visit 
(AWV) completions for our members. The AWV 
completion is critical for health discussions, 
advanced care planning and care gap closure. 
Health plan members are receiving notification of 
open gaps that need to be closed by December 31, 2022. Please prioritize wellness appointment requests 
to ensure that they receive the needed preventive care and that gaps can be closed.

Medicare Stars Fall Priorities

We held Fall Health Fairs in the Norfolk and Richmond areas in October 2022 to assist members in gap 
closure, offer on-site health screenings and provide a variety of information on healthy lifestyles and living with 
chronic disease. Be on the lookout for more information in the coming weeks and remind members of this 
important event.

Additionally, we have targeted four quality measures that are heavily weighted in our health plan star ratings. 
We have established workgroups to develop campaigns to assist in completion by December 31, 2022.

As you complete visits, please ensure the following measures are addressed and coded (when applicable):

Breast Cancer Screening

Measure: The percentage of women 50–74 years of 
age who had a biennial mammogram to screen for 
breast cancer

Key Points:

• All types and methods of mammograms 
(screening, diagnostic, film, digital or digital 
breast tomosynthesis) qualify for numerator 
compliance.

• Must be performed any time on or 
between October 1 two years prior to the) 
measurement year and December 31 of the 
measurement year.

Documentation Requirements: Bilateral 
mastectomy any time during the member’s history 
through December 31 of the measurement year can 
be used as an exclusion

Exclusions:

• Diagnostic screenings are not included in the 
measure Must be filed with a claim, coded 
annually

Recommended CPT Codes for Filing Claims:

• CPT Codes: 77061–77063, 77065–77067 
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Controlling Blood Pressure

Measure: The percentage of patients 50-74 
years of age with a diagnosis of hypertension 
and whose blood pressure (BP) was adequately 
controlled (<140/90) during measurement year.

Key Points:

• Be sure to record the BP in the medical record.

• Do not round up or down when recording 
the BP. If the initial BP was elevated, take it a 
second time after a few minutes rest.

• Be aware that the new guidelines allow 
self-reported BPs to be documented in the 
electronic medical records (EMR) during 
telehealth visits if the blood pressure was 
taken with a digital machine in the home.

• Patients of Virginia Premier Medicare have 
an OTC benefit allowance they can utilize to 
purchase a digital/remote blood pressure cuff.

•  Encourage patients to get a BP cuff 
that takes readings higher on the arm 
for better accuracy; wrist cuffs are not 
recommended.

•  Consider communicating to patients 
the positive effects of monitoring BP 
frequently.

•  Utilize digital/remote BP cuffs during 
telehealth visits to help capture data for 
this measure.

Documentation Requirements:

• If a BP is listed on a vital flow sheet, it must 
have date of service listed as well. 

• If your office uses manual BP cuffs, do not 
round up the BP reading. 

• Patient self-reported BP should be 
documented during the telehealth visit with a 
note saying the BP was obtained with a digital 
cuff in the home. 

• The use of CPT Category II codes helps 
Virginia Premier Medicare identify clinical 
outcomes such as diastolic and systolic 
readings. It can also reduce the need for some 
chart review. 

• Please note, CPT II codes are for reporting 
purposes only and are not separately 
reimbursable. If you receive a claim denial, 
your reporting code will still be included in the 
quality measure.

Recommended CPT Category II Codes for Filing 
Claims:

• 3077F: BP >= 140 

• 3074F: Systolic < 140 

• 3080F: Diastolic >=90 

• 3079F: Diastolic 80-89 

• 3075F: Systolic 130 – 139

• 3077F: Systolic >/= 140

• 3078F: Diastolic < 80 
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Colorectal Cancer Screening

Measure: The percentage of members 50–75 
years of age who had appropriate screening for 
colorectal cancer.

Key Points:

• The following screening methods meet 
criteria:

• Fecal occult blood test (iFOBT or gFOBT)
annually (measurement year)

• FIT-DNA (e.g., Cologuard) test in the past three 
years (measurement year and two years prior)

• Flexible sigmoidoscopy in past five years 
(measurement year and four years prior)

• CT colonography (e.g., virtual colonoscopy) 
in the past five years (measurement year and 
four years prior)

• Colonoscopy in past 10 years (measurement 
year and nine years prior)

Documentation Requirements: Documentation in 
the medical record must include a note indicating 
the date when the colorectal cancer screening 
was performed. A pathology report that indicates 
the type of screening (e.g., colonoscopy, flexible 
sigmoidoscopy) and the date when the screening 
was performed meets criteria.

• Exclusions: History of colorectal cancer or 
total colectomy

Recommended CPT Codes for Filing Claims:

• FOBT CPT/HCPCS Codes: 82270, 82274 

• FIT-DNA Test Recommended Codes: CPT: 
81528 

• Flexible Sigmoidoscopy Recommended 
Codes: CPT: 45330-45335, 45337-45342, 
45346-45347, 45349-45350 

• CT Colonography Recommended Codes: CPT: 
74261-74263 

• Colonoscopy Recommended Codes: CPT: 
44388–44394, 44397, 44401–44408, 45355, 
454 45378–45393, 45398
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Diabetes Care - Blood Sugar Controlled

Measure: The percentage of adults with diabetes 
(Type1 and Type 2) whose most recent HbA1c 
level is less than 9%, or who were not tested 
during the measurement year.

Key Points:

• Request to see patients with known diabetes 
in Quarter 1 of the calendar year to allow for 
early intervention.

• If an A1c >/= 8 is discovered, be sure to 
follow up and engage with patients for active 
diabetes management.

• Frequency of visits depends on level of 
A1ccontrol:

• 1x every year for prediabetes

• 2x a year if member does not use insulin 
and blood sugar level is consistently within 
target range

• 4x a year if taking insulin or has trouble 
keeping blood sugar level within target 
range

• Benefits of Self-Monitoring at Home:

• Creates positive choices surrounding diet, 
exercise and daily treatment goals.

• Allows the patient to take charge and meet 
their A1c targets based on their treatment 
plan.

• Virginia Premier Medicare offers a $10 
incentive for members who have diabetes 
and complete an A1c test (one reward per 
year).

Documentation Requirements: 

• Need date and most recent result during 
measurement year in chart—use reported 
value and not threshold for result. 

• The last HbA1c of the year counts towards the 
measure score (*early intervention and A1c 
rechecks are key).

• Exclusions: Patients with End-Stage Renal 
Disease (ESRD), on dialysis or receiving 
hospice or palliative care are exempt from this 
measure.

Recommended CPT Codes for Filing Claims:
HbA1c Lab Test: CPT: 83036, 83037 
(HbA1c >9%) CPT-CAT-II: 3046F 
(HbA1c >/= 7% & <8%) CPT-CAT-II: 3051F 
(HbA1c >/= 8% & <9%) CPT-CAT-II: 3052F 
(HbA1c <7%) CPT-CAT-II: 3044
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Diabetes Care - Eye Exam

Measure: The measure evaluates adults with 
diabetes (Type 1 and Type 2) who had a retinal 
or dilated eye exam or bilateral eye enucleation 
performed during the measurement year by an 
optometrist or ophthalmologist.

Key Points:

• Exam must be read by an optometrist or 
ophthalmologist.

• At a minimum, documentation in the medical 
record must include one of the following: 1x 
every year for prediabetes.

• A note or letter prepared by an 
ophthalmologist, optometrist, PCP or other 
health care professional indicating that an 
ophthalmoscopic exam was completed 
by an eye care professional (optometrist 
or ophthalmologist), the date when the 
procedure was performed and the results.

• A chart or photograph indicating the 
date when the fundus photography was 
performed and one of the following: 

• Evidence that an eye care professional 
(optometrist or ophthalmologist) 
reviewed the results. 

• Evidence results were read by a qualified 
reading center that operates under the direction 
of a medical director who is a retinal specialist. 
Evidence results were read by a system 
that provides an artificial intelligence (AI) 
interpretation.

Documentation Requirements: 

• If the patient had a negative retinal or dilated 
eye exam (negative for retinopathy) by an 
eye care professional in the year prior to the 
measurement year, they are not required to 
receive one in the current year. 

• Notation limited to a statement that indicates 
“diabetes without complications” does not 
meet criteria. 

• Exclusions: Patients with ESRD, on dialysis, 
or receiving hospice or palliative care are 
exempt from this measure.

Recommended CPT Codes for Filing Claims:

• 67028, 67030, 67031, 67036, 67039-67043, 
67101, 67105, 67107, 67108, 67110, 67113, 
67121, 67141, 67145, 67208, 67210, 67218, 
67220, 67221, 67227, 67228, 92002, 92004, 
92012, 92014, 92018, 92019, 92134, 92201, 
92202,92225-92228, 92230, 92235, 92240, 
92250, 92260, 99203-99205, 99213-99215, 
99242-99245

• With evidence of retinopathy CPT-CAT II: 
2022F, 2024F, 2026F 

•  Without evidence of retinopathy CPT-CAT II: 
2023F, 2025F, 2033F 

• Diabetic Retinal Screening Negative in the 
Prior Year: 3072F 



Diabetes Care - Kidney Health Evaluation for Adults with Diabetes

Measure: The measure evaluates adults with 
diabetes (Type 1 and Type 2) who have received 
an annual kidney health evaluation defined by an 
estimated glomerular filtration rate (eGFR) and a 
urine albumin-creatinine ratio (uACR), during the 
measurement year.

Key Points:

• Replaced the medical attention for 
nephropathy measure

Best Practices

• Consider prescribing ACE/ARB inhibitors for 
diabetic patients as appropriate.

• Use the appropriate CPT II code to report 
patient is on treatment for nephropathy.

• For point-of-care nephropathy testing, 
document the date of the in-office test with the 
result.

• Submit the CPT code for test performed and 
CPT II codes to report nephropathy result value.

Documentation Requirements: 

• Patients who had a quantitative urine albumin 
test and a urine creatinine test within four 
days during the measure year meet the 
criteria. *The above tests must have service 
dates documented within four days or less 
apart from each other.

• Exclusions: Patients with ESRD, on dialysis or 
receiving hospice or palliative care are exempt 
from this measure.

Recommended CPT Codes for Filing Claims:

• Estimated glomerular filtration rate (eGFR):

• 80047 – Basic metabolic panel (Calcium, 
ionized) 

• 80048 – Basic metabolic panel (Calcium, total) 

• 80050 – General health panel 80053 – 
Comprehensive metabolic panel 

• 80069 – Renal function panel 

• 82565 – Blood creatinine level 

• Urine albumin-creatinine ratio (uACR): 

• 82043 – Urine microalbumin 

• 82570 – Urine creatinine
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Provider Alert: 2022 Healthy Rewards Program 

Virginia Premier Medicare offers members the opportunity to earn rewards for 
healthy behaviors. Members can complete the following preventive screenings, 
exams or vaccinations in 2022 to earn a reward.

Injectable Antipsychotic Agents Authorization Updates

Effective November 1, the following six (6) drug codes will no longer require authorization for members over 18 
years of age on the medical benefit; however, authorization will continue to be required for members under 18 
years of age. This is in line with the Department of Medical Assistance Services (DMAS) requirements.

• J0401

• J2426
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• J1943

• J1944

• J2794

• J1631

Postpartum Coverage Extended for Medicaid Members

Effective July 2022, Virginia Premier Medicaid members can maintain their health coverage for 12 
months following pregnancy. According to the DMAS announcement, this change is aimed at 
improving outcomes for parents and babies. Review the announcement to learn more and share 
this important information with your patients.  

Activity Reward Who is Eligible?
Annual Flu Vaccine $10 All members
Annual Wellness Visit $25 All members
Annual Physical Exam $25 All members
Breast Cancer Screening 
(mammogram)

$25 All members

Colorectal Cancer Screening $25 All members
Diabetic Eye Exam $10 Members with diabetes
Diabetic HbA1c Testing $10 Members with diabetes
Diabetic Kidney Function Testing $10 Members with diabetes

*Rewards cannot be used to buy tobacco or alcohol. Rewards cannot be converted to cash. Members can 
only receive one reward per applicable service per year. Rewards take 8–10 weeks to process following the 
receipt of the claim. Services must be completed in 2022 using in-network providers.



Provider Transitions From Pediatric to Adult Care

As first communicated on July 25, 2022 (via an email alert), Virginia Premier is aware of the challenges As 
adolescent patients approach adulthood, it’s time to initiate the health care transition process. Between the 
ages of 18 and 21, members should move from a child- and family-centered model of health care to an adult- 
and patient-centered model of health care, with or without transferring to a new provider.

As a provider, you can help patients make the transition from a pediatrician to an adult-care practitioner by 
planning for the transition and transferring and integrating the member into adult health care. The goals for the 
providers and health plans include:

1. improving the ability of youth and young adults with and without special health care needs to manage their 
own health care and effectively use the health care services

2. ensuring an organized process in pediatric and adult health care practices to facilitate care transition 
preparation, transfer of care and integration into an adult-centered practice

How can you help as a provider?

• Assess your patients for readiness and self-care skills and offer education on identified needs.

• Start discussions early to prepare members on what to expect as they transition to an adult health care 
provider.

• Plan for the transition and incorporate the health care transition plan within the medical summary.

• Collaborate with the health plan to address any challenges or access support finding the right health 
care provider. 

Resources: You can use our online Find a Provider tool to see all of the providers available in our network.
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https://www.virginiapremier.com/find-a-doctor/
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Action Required for Crisis Services Providers: Submit MOUs and 
Attestations ASAP

We are sharing an update and correction to a previous communication (distributed on August 30, 
2022) about changes to the Virginia Premier Credentialing process for crisis services as well as 
updates to Comprehensive Crisis Services (Appendix G) of the Mental Health Services Manual.

Previous communication stated that providers would need to submit appropriate Department of Behavioral 
Health and Developmental Services (DBHDS) Memorandums of Understanding (MOUs) and Attestations for 
all relevant crisis services to the Virginia Premier Credentialing Department by December 31, 2022.

This date is incorrect, and per the Department of Medical Assistance Services (DMAS) Policy, all relevant 
MOUs and Attestations were due on July 31, 2022, for the following services:

• Mobile Crisis Response (H2011)

• Community Stabilization (S9482) 

If you have not submitted these documents, please submit them to the Virginia Premier Credentialing 
Department as expeditiously as possible: VPCred@virginiapremier.com. 

Per DMAS, if providers do not have an active MOU with their Community Services Board (CSB) regional hub, 
they must cease providing services and contact DBHDS at crisis_services@dbhds.virginia.gov for guidance 
about this process. MOUs are required for both Mobile Crisis Response (H2011) and Community Stabilization 
(S9482).

Updated Coverage of Screening for Lung Cancer With Low Dose Computed 
Tomography (LDCT)

The following billing codes will be covered for Fee-for-Service (FFS) and Managed Care Organization (MCO) 
full-benefit Medicaid and FAMIS member claims with dates of service on and after March 9, 2021, when billing 
requirements are met as outlined in the document below.

• 71271: Computed tomography, thorax, low dose for lung cancer screening, without contrast material(s)

• G0296: Counseling visit to discuss need for lung cancer screening using low-dose CT scan (LDCT) 
(service is for eligibility determination and shared decision making)

Billing code 71271 will not require prior authorization for ages 50–80 Medicaid LOB and 50–77 Medicare LOB, 
effective March 9, 2021. Members outside the age range will still require authorization from NIA Magellan.

The PAL Website will be updated with the same exception.

mailto:VPCred%40virginiapremier.com?subject=
mailto:crisis_services%40dbhds.virginia.gov?subject=
https://www.authorization.virginiapremier.com/
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Virginia Premier Announces Changes to Claims Processing Schedule 

Effective January 1, 2023, Virginia Premier will adjust its schedule for provider payment processing. Here is 
what you need to know:

• Payments will run on Mondays and Thursdays.

• Checks will be dated for Tuesdays and Fridays.

• By processing checks in batches, we will allow claims with payments to accumulate. This will smooth 
the recovery process for providers by offsetting retractions that require repayment.

• Batching payments also reduces the number of negative remits sent to providers.

Coverage of Vaccine Counseling Services for EPSDT-Eligible Members

CPT Code 99401: DMAS  1) will cover a stand-alone billing code for COVID-19 vaccine 
counseling services through the last day of the first quarter that begins one year after the last 
day of the COVID-19 emergency; 2) affirm coverage of non-COVID-19 vaccine counseling via 
existing well-child and preventive care billing codes, for all EPSDT-eligible Medicaid members 
(e.g., full-benefit Medicaid members under 21 years of age). This procedure code is also 
used for Nutritional counseling and other counseling services. DMAS is asking providers to 
report their use of 99401 for the COVID-19 counseling under EPSDT and other vaccine codes 
to receive federal matching funds. Please reference the PAL provider website for any prior 
authorization requirements.

FDA Authorizes Moderna, Pfizer-BioNTech Bivalent COVID-19 Vaccines for Use as 
a Fourth Booster Dose

FDA approved EUA 8/31/2022

• 0144A ADM SRSCV2 BVL 25MCG/.25ML B Moderna 6-11

• 91314 SARSCOV2 VAC BVL 25MCG/.25ML Moderna 6-11

• 0134A ADM SARSCV2 BVL 50MCG/.5ML B Moderna 18+

• 91313 SARSCOV2 VAC BVL 50MCG/0.5ML Moderna 18+

• 0154A ADM SARSCV2 BVL 10MCG/.2ML B Pfizer 5-11

• 91315 SARSCOV2 VAC BVL 10MCG/0.2ML Pfizer 5-11

• 0124A ADM SARSCV2 BVL 30MCG/.3ML B Pfizer 12+

• 91312 SARSCOV2 VAC BVL 30MCG/0.3ML Pfizer 12+

Learn more on the FDA website. 

https://www.fda.gov/news-events/press-announcements/coronavirus-covid-19-update-fda-authorizes-moderna-pfizer-biontech-bivalent-covid-19-vaccines-us
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Low Acuity, Non-Emergency ER Visits on the Rise

In recent months, we have noticed an increase in the number of members with low acuity, non-emergent 
conditions visiting the emergency room (ER).

We are finding that members are being advised to return to the ER multiple times for follow-up after the initial 
visit rather than being referred for follow-up with their primary care physician (PCP). They are also being asked 
to wait a certain number of days after being seen in the ER before they can be seen in their PCP’s office.

Virginia Premier is educating members on where to go when in need of medical care based on the severity 
of their condition, wait times and cost. As a provider, you are a critical resource to help Virginia Premier reach 
members with our message. 

Urgent Care vs. Emergency Department: Know Where to Go

24-Hour Nurse Advice Line

Members are encouraged to call the free 24-hour Nurse Advice Line when their physician is not available and 
they don’t know what to do. The Nurse Advice Line is staffed by nurses who can help members understand 
medical topics and make good decisions about their health.

Physician’s Office

Members are directed to their primary care physician’s office for routine or preventive care and to keep track of 
their medications and overall health. This includes general health issues such as:

• earaches

• headaches

• mild asthma

• skin rashes

• sore throat

• immunizations and screenings

• routine checkups

Urgent Care Center or Virtual Physician Visit

Members are encouraged to schedule a virtual physician visit or obtain services from an urgent care center like 
Minute Clinic, First Med, Patient First, or Velocity when they experience the following:

• cough, cold, runny nose

• throat pain or sore throat

• ear pain

• pain/burning when urinating

• headache

• nausea/vomiting

• loose stools/diarrhea

• fever less than 104°F
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• rash

• back pain

• minor injuries, cuts, burns

Emergency Room and Calling 911

Members are directed to the ER when they have a serious or life-threatening medical condition. Members 
with less serious conditions may face longer wait times. We also understand that member cost-share tends to 
be higher for services provided in the ER. Examples of conditions that might require a trip to the ER include:

• bleeding that won’t stop or coughing up blood

• confusion

• drug overdoses

• head injury

• seizures or loss of consciousness

• severe chest or abdominal pain

• severe cuts and burns

• severe vomiting or diarrhea

• shortness of breath

• sudden change in vision

These guidelines are intended as general information and are not an all-inclusive list of medical problems that 
can be treated in these settings.

Timeliness of Prenatal and Postpartum Care and OB 
Registrations  

Please help us encourage our members to receive timely prenatal and 
postpartum care! They should have their first prenatal visit in their first 
trimester and/or within six weeks of enrolling with us (42 days). Our 
members should have their timely postpartum visit within 7-84 days 
after delivery.  Virginia Premier rewards our members if they enroll in 
our Healthy Heartbeats Prenatal Care Program and seek timely and 
consistent prenatal and postpartum care. We also offer a $25 incentive 
to our providers for helping us to identify a Virginia Premier pregnant 
member. All you need to do is fill out our OB Registration Form for OB 
patients assigned to Virginia Premier. The form can be found on our 
website under the Provider Forms Library. 

Please fax the form back to us at 1-804-799-5117. Once a claim is 
submitted, the provider will then receive the incentive. 

https://www.virginiapremier.com/providers/medicaid/forms-library/ 


Call us at 1-800-727-7536 (TTY: 711) 
Hours of Operation: Monday - Friday; 8 am – 6 pm

Email Provider Relations: contactmyrep@virginiapremier.com

View our Regional contact list: VirginiaPremier.com/providers/
medicaid/provider-resources

Visit us online at VirginiaPremier.com

Information in this newsletter - such as plan benefits for members, offerings to providers and other details - is 
subject to change.

mailto:contactmyrep%40virginiapremier.com?subject=
https://www.virginiapremier.com/providers/medicaid/provider-resources/
https://www.virginiapremier.com/providers/medicaid/provider-resources/

