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Note about This Update:
This Update is prepared by the Infant & Toddler Connection of Virginia State Team at the
Department of Behavioral Health and Developmental Services as a means of sharing current
information from the DBHDS/Part C Office.
Enrollment of Children in the Medicaid Data System (VAMMIS)

Please note the following contact information for questions about enrollment of children in the Medicaid Data
System (VAMMIS).
Irene Scott 804-786-4868 irene.scott@dbhds.virginia.gov
Beth Tolley 804-371-6595 beth.tolley@dbhds.virginia.gov

Early Intervention Certification

For questions about certification of practitioners, contact Irene Scott 804-786-4868
irene.scott@dbhds.virginia.gov.
For questions related to completing the online application, contact David Mills 804-371-6593
david.mills@dbhds.virginia.gov

Attention Physical Therapists!
The Virginia Physical Therapy Association(VPTA)/Pediatric Special Interest Group (PSIG) is currently
running an online, interactive webinar called, “PSIG Cafes” every other month, throughout the
year. The VPTA PSIG invites all physical therapists to engage in this collaborative professional
process that offers lectures and discussions about a variety of current pediatric trends and
issues. Like group on Facebook or add this group to your LinkedIn to learn more, or contact the PSIG
at VPTA.PSIG@gmail.com for more information.

Medicaid Managed Care Program Name Change
New Name as July 1, 2014 is Medallion 3.0
While early intervention services are “carved out” of Managed Care, children receiving early
intervention may be covered through Managed Care for other medical services. The name of the
Medicaid Managed Care program is changing to Medallion 3.0 on July 1, 2014. Medallion 3.0 reflects
the progression and evolution of the Medicaid Managed Care program. As a result of the forthcoming
name change, DMAS has started the process of identifying items that reflect the previous Medicaid
Managed Care contract name - Medallion II – in order to complete the name change rollout by July 1,
2014. Areas of review are the internet, intranet, public documents (e.g. Resource Guide, Manuals),
outreach materials, member letters, Medicaid Handbook and other concomitant points of reference.

State Systemic Improvement Plan (SSIP)
As part of the new State Performance Plan /Annual Performance Report 6-year cycle that begins this
year, each state is required to develop and submit to the U.S. Department of Education, Office of Special
Education Programs, a State Systemic Improvement Plan (SSIP). The plan will be developed over the first
2 years and then implemented over the remaining four years. The SSIP’s focus on evidence-based
practices and improving results for children and families will fit perfectly with efforts already underway
in Virginia.
The following steps in the SSIP development process have been completed or are underway:










We have completed our broad data analysis. We worked with the Virginia Interagency Coordinating
Council (VICC) and local system managers to review and discuss statewide data on the federal child and
family results indicators. Through this process, we identified the percentage of children exiting early
intervention at age level in the area of taking appropriate action to get their needs met as our area of focus
for more in-depth data analysis. This is the only area where Virginia’s performance is below the national
average and where there has not been progress in the last couple of years.
We are now conducting an in-depth data analysis to better understand our data in the area of children
taking action to meet needs. We are disaggregating our statewide data by variables like gender,
race/ethnicity, age at entry, length of time in EI, and reason for eligibility to determine whether there are
any differences in how well certain groups of children do in the area of taking actions to meet needs. At the
same time, we are working with local system managers through regional meetings to review and
understand local data related to this child indicator area.
Our broad infrastructure analysis is almost complete. This analysis involves looking at the components of
our system (governance, fiscal, quality standards, monitoring and accountability, professional
development, technical assistance, and data) to determine the capacity of our system to support
improvement and build capacity in early intervention programs and providers to implement evidencebased practices to improve results for infants and toddlers and their families. Both the VICC and local
system managers have had the opportunity to review and provide input on the infrastructure analysis.
This analysis will be posted to our website in the near future.
A SSIP Core Group has been established and met for the first time on May 12. The Core Group includes
representatives from the state Infant & Toddler Connection office, the Department of Education, families,
local system managers, providers and local lead agencies and will provide oversight on the process of SSIP
development (the procedures to use and who needs to be involved in each step). The Core Group is not a
separate stakeholder group, since all members of the Core Group will have the opportunity for input on
specific elements of the SSIP through their own constituent groups.
A SSIP section has been added to our website and can be found at http://www.infantva.org/Sup-SSIP.htm.
In this section, you will find general information about the SSIP requirements and development process,
data analysis (including the data reviewed and process used for the broad data analysis), infrastructure
analysis (coming soon), and Core Group meeting notes.

In addition to posting information in the SSIP section of our website, we will use the Infant & Toddler
Connection of Virginia monthly Updates to keep stakeholders informed of our progress on the SSIP
development. If you have comments or questions about the SSIP, please contact Kyla Patterson at
k.patterson@dbhds.virginia.gov.

Implementation of the CMS-Affordable Care Act Provider
Enrollment and Screening Requirements
Revised: May 14, 2014
Medicaid Memos:
Implementation of the CMS - Affordable Care Act Provider Enrollment and Screening Requirements
https://www.virginiamedicaid.dmas.virginia.gov/ECMPdfWeb/ECMServlet?memospdf=Medicaid+Memo+201
3.08.02.pdf
Implementation of the CMS - Affordable Care Act Provider Enrollment and Screening Requirements
https://www.virginiamedicaid.dmas.virginia.gov/ECMPdfWeb/ECMServlet?memospdf=Medicaid+Memo+201
4.03.10.pdf
General Billing Instructions for the New CMS-1500 (02-12) Form - Effective April 1, 2014
https://www.virginiamedicaid.dmas.virginia.gov/ECMPdfWeb/ECMServlet?memospdf=Medicaid+Memo+201
4.03.21.pdf
1. Is early intervention exempt from the requirement that claims must include the name and NPI number of a
Medicaid enrolled physician?
Answer: Early intervention is not exempt. However, early intervention services that are billed through a
CSB or Health Department do not require documentation of a Medicaid enrolled referring physician in
order to bill for services.
2. Are some billing codes exempt from the requirement?
Answer: No
3. How do I know if the physician is enrolled? If a physician is serving children with Medicaid coverage, is it
safe to assume that the physician is enrolled with Medicaid?
Answer: It is best to confirm by checking the Medicaid Web Portal. Some physicians may be enrolled with
a Managed Care organization, but not enrolled with DMAS. Go to
https://www.virginiamedicaid.dmas.virginia.gov/wps/portal. Click on provider resources and enter the
physician’s name to confirm whether he/she is enrolled.
4. Does this mean that we will have to have a referral from a Medicaid enrolled physician in order to bill for
services that we currently are able to bill without physician certification, such as assessment for service
planning, targeted case management?
Answer: If these early intervention services are billed by a CSB or Health Department, referral from a
Medicaid enrolled physician will not be required. However, any of these services that are not billed by the
CSB or Health Department will require referral from a Medicaid enrolled physician. This would include
service providers who contract with the local lead agency, but do their own billing, as well as local lead
agencies that are not CSBs or Health Departments.
5. What about kids on the EDCD waivers; the MDs for the children are not Medicaid providers – do these MDs
have to enroll?
Answer: Yes

6. Does it matter if the physician who certifies the IFSP (or who makes the referral) is the child’s primary care
provider?
Answer: No.
7. What if the referring physician refuses to be enrolled?
Answer: This new requirement is a reimbursement requirement, not a Part C requirement. However, in
order to meet the Part C payor of last resort requirements, diligent efforts must be made to meet this payor
requirement. Inform the physician about the new requirement, including the fact that Medicaid
reimbursement is not available for any services that are provided without referral from a Medicaid
enrolled physician. Also let the physician know that there is an option to enroll as an “ordering, referring,
and prescribing” (ORP) physician which is a streamlined enrollment process. It is not necessary to enroll
as a servicing provider for DMAS. The ORP enrollment is only for the purpose of referring Medicaid
enrollees. If the physician refuses, use the same strategies you use to identify a Medicaid enrolled
physician for certification of the IFSP. Services should not be delayed while efforts are being made to
identify a Medicaid enrolled referring physician.
8. If a child has Medicaid secondary (such as through a waiver) and 1) the child’s physician is not approved by
Medicaid and 2) the family will prefer to keep their private insurance physician and their private physician
will not sign up as Medicaid provider and 3) family will not change to a Medicaid approved physician, what
is the policy with regards to Part C funds being used to pay for the services or requiring the parent to sign
new fee agreement and pay monthly cap as private insurance/private pay client?
Answer: Part C funds can be used as a payor of last resort after all reasonable attempts have been made,
including informing the physician that they do not need to be a servicing provider for Medicaid, and are
unsuccessful in identifying a Medicaid Enrolled Provider. This means that before accessing Part C funds as
payor of last resort it is necessary to make sure the private physician is aware that he/she can enroll in
Medicaid as an ordering, referring and prescribing (ORP) provider rather than a servicing physician. This
(ORP) is a limited enrollment with a streamlined enrollment process. It is anticipated that this will not be
an issue for children who have only Medicaid. For children with Medicaid as the secondary insurance, it is
appropriate to inform families that Medicaid will not reimburse for services unless a Medicaid enrolled
physician is identified as the referring physician. However, a family cannot be required to change to a
Medicaid Enrolled physician.
9. The memo includes additional information about screening requirements and revalidation of enrollment.
What do I need to understand about these requirements?
Answer: Medicaid Providers are responsible for understanding these requirements and should contact the
Medicaid Helpline (existing Medicaid providers) or the Support Call Center (new Medicaid Providers,
including those who will only be ordering, referring and prescribing) listed on the March 7, 2014 memo.
10. How will this impact billing and reimbursement?
Answer: The name and NPI of the Medicaid enrolled referring physician is required to be included on the
claim form. Claims billed by providers or agencies other than CSBs or Health Department will not be
reimbursed without the NPI of a Medicaid enrolled physician. CSBs and Health Department personnel can
contact the Provider Helpline if they have questions about the rules or exemption.
11. How will physicians who are not currently enrolled in Medicaid be informed about these requirements?
Answer: DMAS memos are sent to physicians enrolled in DMAS, not to all physicians in the state. The
memos are also posted on the DMAS website. Providers who receive referrals from physicians not enrolled
in Medicaid will need to inform the referring physicians about the new requirement and direct them to the
memos.

The Decision Tree

Child Indicator Seeds for Success
Evidence Based Practices for Ongoing Service Delivery
In last month’s Update, we explored evidence based practices (EBP) for
identifying the context and criteria for IFSP outcomes. This month, we’ll
explore strategies for keeping it meaningful to families during ongoing
intervention and service delivery.
Remember the IFSP! During each early intervention visit, use the IFSP and discussions with the family about what
worked/what was challenging since the prior visit to decide the priorities for and focus of the visit including: a)
assisting the family in problem solving issues and challenges; and b) assisting the family in identifying naturally
occurring learning opportunities.
 Begin each visit by asking focused open-ended questions to identify significant family events or activities and how
well planned routines and activities have been going. Revisit your joint plan!
 Listen, observe, model, teach, coach and join the ongoing interactions of the family and child.
 Encourage the family to observe and assess the child’s skills, behaviors, and interests, a continual part of on-going
functional assessment. Observation!
 Reinforce the family on the strategies they use that support their child’s learning, giving specific examples.
Feedback!
 Ask if there are any new issues and concerns the family wants to talk about. Explore if these concerns need to be
address as new IFSP outcomes; if so, plan an IFSP review. Develop a new joint plan!
During each intervention visit, participate with the family or caregivers and the child in activities and /or
routines as the context for promoting new skills and behaviors.
 Apply knowledge of current research and evidenced based practices in early intervention to the development and
implementation of strategies and interventions with the child and family (e.g., participatory learning, strength and
asset-based interventions, interest-based learning, parent-mediated practices, coaching practices, resource-based
interventions, relationship-based intervention, responsive care-giving).
 Plan and match learning experiences, strategies and adaptations to individual characteristics of the child and family
(e.g., work with Jason’s aunt to help her feel more comfortable with him during bath time, so his mom can give his
twin, Jack more attention). Action/Practice!
 Use materials, interactions and locations that are familiar, of interest to, and motivating for the child and family
during intervention (e.g., help the mother get comfortable feeding the baby in different parts of the house so that
they don’t feel isolated from the rest of the family).
 Support and facilitate family and child interactions as primary contexts for learning and development (e.g., 5 year
old brother crawls along the floor with toddler to find objects during playtime).
 Support parents’ and caregivers’ ability to implement strategies and activities within everyday routines and
activities. Reflection!
Coaching Improves Child and Family Outcomes
Coaching builds the capacity of family members to promote the child's learning and development. This includes
being with the people the child wants and needs to be with and doing what the child likes and needs to do
(Shelden & Rush, 2001).
The key people in a child's life gain competence when a coach supports them in blending new or existing
knowledge, skills, and experience to interact with a child in daily situations, and then assess and perhaps improve
upon the results (Fenichel & Eggbeer, 1990).
The early childhood practitioner who uses coaching facilitates a dynamic exchange of information based on the
learner's intentions and current level of skills necessary to promote the child's participation in family, community,
and early childhood settings (Bruder & Dunst, 1999; Hanft, Rush, & Shelden, 2004).

Part C Staff
*Please note that Terri Strange-Boston’s phone number has been changed back to the
original number: 804-786-0992
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