COMMONWEALTH OF VIRGINIA
DEPARTMENT OF MEDICAL ASSISTANCE SERVICES (DMAS)

Cardinal Care Model Member Handbook

(Effective October 1, 2023)

$

CardinalCare

Virginia's Medicaid Program

CARDINAL CARE MODEL MEMBER HANDBOOK 1



Table of Contents

I CT=Y ] =T =T [P RPPPPPPPPPPP 5
Welcome t0 Cardinal Care .. .oeeee et a e e e e e e eeeeeeeeeees 5
Other Languages and FOIMAtS.......uuuuuiieiii ittt e e e e e e e e e e e e et e e e e e eeeeseeanenns 5
Notice of NoNdiSCrimiNatioN........cciiiiiiiiiiiiiiiii e 9
Important Contact INfOrmation ........ooouiiiiiiee e e 9
Y -1V LY =3 @0 o1 o T=T ol = Tc [ 11

2. Cardinal Care Managed Care OVEIVIEW .......ccuuueeeeeeiiiiieeeeeiiiieeeeeestieeeeeeestaeseesssnnaeeessssnnnaaaeens 12
Health Plan ENrollment.........oeeiiiiiiiiiiiii e, 12
(V=] (oo T g o T - [l =] 13
(011 g 1= o 1 K UL T o Lol TP PP 14

3. Providers and GETEING Care .....ccvuuuieieeiiiiee et et e et e e e e et ee e e e e eaaae e e e e eataeeeeesannan s 15
[P1an’s] Provider NETWOIK.....ccooveiiieiieeee e e e e e e e e e 15
Primary Care ProViders (PCPS) .....ccooieeeieiiiiiiiie e eeeeeeeeeiee e e e e e e e e e e ee e e e e e e e e e eeeesssaannes 15
Y LYol I 11 P 17
(@10} @) ] = I o 1V o [T 17
When a Provider Leaves the NeTWOIK ......cooeeeeeeeeeieeeeeee 17
Getting Care Outside Of [P1an’s] NEtWOIK.........cuuieiiiiiiiiiee e 17
Choices for Nursing Facility ME@MDEIS ........uuuuiiiiiiiiiiiiiiiiiiiiiiiiiivievvveeer e e e e eeeeeeeeeeees 18
Making Appointments With ProViders ...........ueeiiiiiiiiii it e e e 18
TelehEalth .. 19
Getting Care from the Right Place When You Need it QUICKIY ......ccoevvrviiiiiiiiieeeieieee, 19
(CT=] au] o T O T I AN A =T o o (oYU T PR 20
RN Tl oLo] g =1 Te] o do N O o < TP 20

4. Care Coordination and Care Management........cooeeeiieieiieieiei i 22
(07T @fo o] o [T o T- | 4 o o 22
What is Care ManagemMENt? ......couuuiiiieiiiiiie e et e e e eet e e e e e ttee e e e eeataeeeeesaateeeesraraneeeeesraneees 22
HOW tO Get @ Care IManager ..ouu ettt et e s et e et s e e e e e e e e aa s eaneeaan s 22

CARDINAL CARE MODEL MEMBER HANDBOOK 2



HEalth RiSK ASSESSIMENT . ceuiieiieiie ettt ettt ettt et e e et e et s ea s tasanesnseansensenseensennsanesenes 24

YOUE Care Plan .o e 24
eIV g @ T == o o [P PPPR 24
Coordination with Medicare or Other Health PIans..............uuueiiiiiiiiiiiiiiiiiiiieiiieeeeeeeeeeeeeeeeeee 24
Additional Care ManagemMeENT SEIVICES ......ccvvvuieiieeiiiee e eeeetiee e e e et e e e e e eatie e e e erasaeeeeesssnaaaeeeens 24
B (o TU T ==Y Y=Y ) TP PP P PP PUT PP 26
Overview Of CoOVEred BENETItS ... ... reereeeeeeeees 26
Benefits fOr All IMEMDBDEIS....ccoiiiiiiiiiiiiiie e 26
Benefits for Home and Community Based Services (HCBS) Waiver Enrollees........................ 31
Benefits for Children/Youth Under Age 21 ........coccuiiiiiieiiiiee ettt 32
Benefits for Family Planning and Pregnant/Postpartum People ...........eeeeveeeveeeeveeeeveeeeeeeennnn. 33
NEWDOIN COVEIAZE ....iviiiiiiiiiiiiiiiiieeete ettt ettt e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e eeeeaeeeaeaeeeeeeaeaees 34
Added Benefits for [PIan] MEMDEIS ........eiieeiiiie e e eae e e 34
. YOUN PreSCriptioN DIUES ...iiueiiiiiiiii ittt e e et e et e et e e et e e aa s e aa e saae e et e eanneeennaenas 35
Understanding Your Prescription Drug COVErage ....uuuuiiiiiiiiiiiiiiiiiiiiiicceeeeeeeeeeeee e 35
Getting Your Drugs from a Network Pharmacy ............uuevueeeiiiiiiiiiiiiiiiiieieeireereeeeeeeeeeeeeeeeeeseeees 36
Getting Your Drugs Mailed t0 YOUr HOME ....ccoviviiiiieece et 36
Patient Utilization Management and Safety Program.......ccccccvvvviiiiiiiiiiiiiiieeeeeeeee, 36
. Getting Approval for Your Services, Treatments, and Drugs .......ccceeeeeeeeiirieiiiiiiiiieeeeeeeeeeennnns 38
Y <Tolo] o IO o[ oY Lo o[- 38
SErviCe AUTNOFMIZATION ..ttt e e e e e eeeeeee e 38
Adverse Benefit Determinations........ouuviiiiiiiiii, 39
Appeals aNd CoOmMPIaiNTS.....ccovuriiii i e et e e e e e e et e e e eeaaaeeeesastaaeeeeeees 41
AN o 1= | S 41
(00 0] o] F= 1101 £ 44
(00 1] ) o =1 [0 V= 46
(@80T o1 1Y/ 0 1] o) K- PPRPR: 46
o 1= o) A = Y PP 46

CARDINAL CARE MODEL MEMBER HANDBOOK 3



(=Y 0 10 o 0 46

O o YU Tl {7 =4 o 3N 47
(CY=T 1= = | a4 F={ | £ USPUUPt 47
JAYo Y T Lol B = Tot § V=T 48
Member AdViSOry COMMITEEE .....iiiiiiiiiie e e e e et e e e e e et e e e e e eata e e e eesasaneeeeeees 48

i o TU T o 2 (=T 0T g F 1 o 11 L 1= USSR 50
General ReSPONSIDIlItIES .......ooeviiiiiicee e e e e e e eaaaas 50
Reporting Fraud, Waste, and ADUSE ......coeeviiiiiiieeeece e e e e e e e 51

12. Key Words and Definitions in This Handbook............cccoooeiiiiiiii e, 53

CARDINAL CARE MODEL MEMBER HANDBOOK 4



1. Let’s Get Started

Welcome to Cardinal Care

Medicaid and Family Access to Medical Insurance Security (FAMIS) Plan are health insurance
programs funded by the state and the federal government. They are run by the Virginia
Department of Medical Assistance Services (DMAS or “the Department”). For more
information, visit dmas.virginia.gov and dmas.virginia.gov/for-members/cardinal-care.
Monthly income limits for eligibility vary by program. For more information on eligibility, visit
coverva.org. Both programs have full benefits as described below.

This Member Handbook explains benefits and how to access services for Cardinal Care,
Virginia’s Medicaid/FAMIS program. For questions, call [Plan’s] Member Services at [phone
number] (TTY: [phone number]) [date/hours of operation], visit our website at [Plan website],
or call your care manager.

Other Languages and Formats

If you need this handbook in large print, in other formats or languages, read aloud, or if you
need a paper copy, call [Plan’s] Member Services [phone number] (TTY: [phone number]). You
can get what you need for free. Members with alternative hearing or speech communication
needs can dial 711 to reach a Telecommunications Relay Services (TRS) operator who can help
you. Auxiliary aids and services are available upon request at no cost. Visit us online anytime at
[Plan website] or [DMAS website].

English
ATTENTION: If you speak [insert language], language assistance services, free of charge,
are available to you. Call 1-xxx-Xxx-xXXX (TTY: 1-XXX-XXX-XXXX).

[Plan] complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex.

Spanish
Si habla espaiiol, tiene a su disposicién servicios gratuitos de asistencia lingtistica. Llame
al [1-500¢-xxx-xxxx] (TTY: [1-xxx-xxx-xxxXx]).

[Plan] cumple con las leyes federales de derechos civiles aplicables y no discrimina por
motivos de raza, color, nacionalidad, edad, discapacidad o sexo.
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Korean
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Vietnamese

CHU Y: Né&u ban néi Tiéng Viét, c6 cac dich vu hé trg ngdn ngit mién phi danh cho ban. Goi

s0 [1-)00000¢-xxxx] (TTY: [1-XxX-XXX-Xxxxx]).

[Plan] tuan tha luat dan quyén hién hanh cua Lién bang va khéng phan biét d6i xtr dua
trén ching téc, mau da, ngudn géc quéc gia, dd tudi, khuyét tat, hodc gidi tinh.

Chinese
AE  MESEARRD, BOLAEESGESEMERE. EHE 1-00-x006xxxx (TTY @ 1- Xxx-

XXX-XXXX)

[Plan] E<FERAMBIBREEENAE, FREK. BE. RELKE. Fin. BE S MBRERA

o

Arabic
40 gata; 1) S Gaaaii S dadlle b ciland BasLacal) 4 gall) ) g el claally, Jagil 2 g [1-XXXX-XXX-XXX] a2
(Doxx-xxx-xxxx-1]) : aSill g auaall &

pJal gl oll) ol Boad) Gabaad (Ao Saas ¥ g g Jgerall Al padl) diaal) (3 58ad) (il g8 [Plan]
oudad) o BleY) gf Gl i Silagll Jual,

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1-xxx-XxX-XXXX (TTY: 1-XXX-XXX-XXXX).

Sumusunod ang [Plan] sa mga naaangkop na Pederal na batas sa karapatang sibil at
hindi nandidiskrimina batay sa lahi, kulay, bansang pinagmulan, edad, kapansanan o
kasarian.
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Farsi
1 bl i, el ) B9 Cgaan (Al g S o KA B Gl g 82 42 8- XXXK-XXX-XXXX (TTY: 1-
XXX-XXX-XXXX) 2 o 2, b

[Plan] (A sib o ¢ sinla Cobual cum gy S0 3135 (bl g3 puanet 4388500 5 A oo Cumti dda gy o J) 0 e (3 g8a (il 6B )
Sgd el BB 38 Cuda

Ambharic
MHFOA: PMTI4T 1R AMCT hUPT PFCHFI™ ACRF ECEFFI NIR A LIHPT THIETPA: ML
M h+AD #BC LLM-A [1-XxX-XXX-XXXX] (PN DT+ A+ATTF®-: [1-XX-XXX-XXXX]).

[Plan] P4.24-A N1.A ®NEFT AONF eaqhNC AFT APTFY NHC: N$8 PAICT NHC Y97
NALMI NANA +8F MLI° NRF MIFD-F9° AM K PIAI=

Urdu
-1 s Juall  Glaally 1 ) g A gall) Sas Lwall ciladd ol (Aall) 83 duaats i€ 1)) 2403 gale XXX-XXX-XXXX- asall il o8
1 185 ) XXX-XXX-XXXX.

= U8 Jpand (S (il g8 S (G ga (g pedi BBy (31 J o B [Plan]
LS Gl el g sy S (i b (s gda a8 oiga b ¢ B cJaa S g )

French
ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-xxx-XxX-XXXX (ATS : 1-XXX-XXX-XXXX).

[Plan] respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique
aucune discrimination basée sur la race, la couleur de peau, I'origine nationale, I'adge, le
sexe ou un handicap.

Russian
BHUMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM fi3biKe, TO BaM A0CTYNHbI 6ecnniaTHbIe
yCcnyrv nepeBoga. 3BOHUTE 1-XXX-XXX-XXXX (TeneTamn: 1-XXX-XXX-XXXX).

[Plan] co6nopaeT npumeHnmoe pepepanbHoe 3aKOHOAATENbCTBO B 061aCTH

rpa>kgaHCKuUX rpaB n He gonyckaeT ANCKPUMUHaUM NO NPU3HaKaM pachl, LiBéTa KOXXU,
HaLlMOHaﬂbHOFI NPpUHaAANEe>XXHoOCTUn, Bo3pacTta, MHBaJIMQHOCTU Unnv noa.
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Hindi
oI &: Ug 319 g4l dieid g dt 3uch 7 FQ qud 7 W1 Sgradr Qa1d Iues g1 1-XXX-XXX-XXxX (TTY:
1-XXX-XXX-XXXX) UR <hlc] he|

[Plan] sTgR ata deft AR fTUedR S+ 1 UTe &l g SR ST1d, 3, I e, 1Y, dehetiiTal, ar
T & YR UR WEHIT g &l g

German
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-xxx-xxx-XXxX (TTY: 1-XXX-XXX-XXXX).

[Plan] erfillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche
Diskriminierung aufgrund von Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder
Geschlecht ab.

Bengali
Y FaN: i SR e, A1 Ieero 2016 qN, SIae T X 4FoTH Orar (e fyagsar
fOF TIreIg | B T FAT 9-3xX-XXX-XXXX (TTY: D-XXX-XXX-XXXX) |

[Plan] TIIOTY FOIAA NIfoAE fALITE T2 (N (67 32 TS, T8, Trotw ©sforg, Ia,
W, A1 (A7 fotg® ITNY (FI 1

Bassa
Dé de nia ke dyédé gbo: J jli ké m [Bas3 3 -wudu-po-ny3 ] ju ni, nii, a wudu ka ko do po-po>
b€ in m gbo kpaa. Pa 1-xxx-XxX-XXXX (TTY:1-XXX-XXX-XXXX)

[Plan] Ny> bég kp3 nyalin-dyu gbo-gm3 -gma bé> dyi ké wa ni ge nyatin-dyu mu dyiin dé
b6do6-du nyal s3 k3 € ma, mad ka nyd3 dyad -ku nyu nig ke mi, mad bédé b€ ny3>3s3 k5 €
mu, mad z3ji ka ny23 d& nyus mi, mad nysd me k3 dyie mi, mas nys?d me m3 gaa, mad nyad
me m3 maa keg mu.
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Notice of Nondiscrimination

The [Plan] does not discriminate (or treat you differently) based on race, color, national origin,
age, disability, or sex. [Plan] complies with applicable federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.

[Plan] provides:

e Free aids and services to people with disabilities to communicate effectively, such as,
qualified sign language interpreters and written information in other formats (large print,
audio, accessible electronic formats, other formats).

e Free language services to people whose primary language is not English, such as qualified
interpreters and information written in other languages.

If you need these services, contact [Plan’s] Member Services at [phone number] (TTY: [phone
number]). This call is free.

If you think the [Plan’s] has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance in
person, by mail, or by phone at: [Plan’s Civil Rights Coordinator address, phone number and
TTY).

You may also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
or by mail or phone at U.S. Department of Health and Human Services, 200 Independence
Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201; 1-800-368-1019 (TTY 800-
537-7697). Complaint forms are available at https://hhs.gov/ocr/office/file/index.html.

Important Contact Information

Below is a list of important phone numbers you may need. If you are not sure who to call,
contact [Plan’s] Member Services for help. This call is free. Free interpreter services are
available in all languages for people who do not speak English.

CARDINAL CARE MODEL MEMBER HANDBOOK 9
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Entity Name | Contact Information

[Plan’s] Member
Services

[Phone number]

TTY: [Phone number]

[Plan website]

[Days/hours of operation, including information on alternative
technologies for afterhours]

[Plan mobile app, if applicable]

[High-level information on how to access care management]

[Plan’s] Medical
Advice Line

[Phone number]
TTY: [Phone number]
24 hours a day, seven days a week

[Plan’s] Behavioral
Health Crisis Line

[Phone number]
TTY: [Phone number]
24 hours a day, seven days a week

Addiction and
Recovery Treatment
Services (ARTS)
Medical Advice Line

[Phone number]
TTY: [Phone number]
24 hours a day, seven days a week

Department of
Behavioral Health
and Developmental
Services (DBHDS) for
DD Waiver Services

My Life My Community Helpline
1-844-603-9248

TTY: 804-371-8977

Monday through Friday, 9 a.m. to 4:30 p.m.
https://www.mylifemycommunityvirginia.org/

Cardinal Care Dental
Benefits
Administrator

1-888-912-3456

TTY: 1-800-466-7566
https://dentaquest.com/state-plans/regions/virginia/
Monday through Friday, 8:00 a.m. to 6:00 p.m.

[Plan’s] Vision

Services

[Plan’s] [Phone number]
Transportation TTY: [Phone number]
Services [Days/hours of operation]

Cardinal Care
Transportation for
Developmental
Disability Waiver
Services

1-866-386-8331

TTY: 1-866-288-3133

Dial 711 to reach a TRS operator
24 hours a day, seven days a week
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Entity Name | Contact Information

1-800-643-2273
TTY: 1-800-817-6608
Monday through Friday, 8:30 a.m. to 6:00 p.m.

Cardinal Care
Managed Care
Enrollment Helpline

Department of Health | 1-800-368-1019

and Human Services’ | TTY: 1-800-537-7697
Office for Civil Rights | hhs.gov/ocr

Office of the State 1-800-552-5019
Long-Term Care TTY: 1-800-464-9950
Ombudsman elderrightsva.org

Staying Connected

Have you moved, changed phone MAKE SURE TO GET THE LATEST NEWS ABOUT
YOUR MEDICAID HEALTH INSURANCE.

numbers, or gotten a new email address?

It is important to let us know so that you Update your
keep getting high quality health

insurance. The Department and [Plan] contaCt info tOday-

need your current mailing address,
i qeb

phone number, an.d emal_l address so @

that you do not miss any important I

updates and you receive information

about changes to your health insurance.

You can update your contact information today:

v" By calling Cover Virginia at 1-833-5CALLVA.

v" Online at commonhelp.virginia.gov.

v’ By calling [Plan’s] Member Services.

v" By calling your local Department of Social Services (DSS).

CARDINAL CARE MODEL MEMBER HANDBOOK 11
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2. Cardinal Care Managed Care Overview

Health Plan Enroliment

You are successfully enrolled in [Plan]. [Plan], a Cardinal Care Medicaid/FAMIS managed care
plan (a “health plan”), covers your health care and provides care management. A health plan is
an organization that contracts with doctors, hospitals, and other providers to work together to
get you the health care you (the member) need. In Virginia, there are six Cardinal Care health
plans that operate statewide.

If you move out-of-state you will no longer be eligible for Cardinal Care in Virginia, but you
may be eligible for the Medicaid program in the state where you live. If you have questions
about your eligibility for Cardinal Care, contact your local DSS or call Cover Virginia at 1-833-
S5CALLVA (TTY: 1-888-221-1590). This call is free.

[Optional Information for Plan to Include: Additional information about the health plan and a
high-level description of what new members should do now that they are enrolled —e.g., top
three to five steps new members should take, like choosing a PCP].

[Plan’s] Member Services is available to help if you have any questions or concerns. Call
[phone number] (TTY: [phone number]) [date/hours of operation] or visit us at [Plan website].

You can change your health plan:

e For any reason during the first 90 calendar days of enroliment.

e For any reason once a year during your open enrollment period.

e For “good cause” reasons determined by the Department. Examples include poor quality of
care and lack of access to appropriate providers, services, and supports, including specialty
care. This includes OB care. If you are pregnant and your OB provider does not participate
with [Plan] and does participate with Medicaid fee-for-service (FFS), you can ask to get
coverage through Medicaid FFS until after the delivery of your baby.

Call the Cardinal Care Managed Care Enrollment Helpline at 1-800-643-2273 (TTY: 1-800-817-
6608) Monday through Friday, 8:30 a.m. to 6:00 p.m. for information about your open
enrollment period, or “good cause,” or to help you choose or change your health plan.
Cardinal Care Managed Care Enrollment Helpline services are free. FAMIS members can call
Cover Virginia at 1-833-5CALLVA to change health plans.

CARDINAL CARE MODEL MEMBER HANDBOOK 12
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Welcome Packet

You should have received a welcome packet that includes your Member ID Card, information
on [Plan’s] Provider Directory, and the Preferred Drug List. If you did not receive your welcome
packet, call [Plan’s] Member Services. [Information on (1) other ways to access these
resources if the Member did not receive them or wants to access them electronically —e.g.,
through a mobile application; and (2) other resources sent to the Member].

[Plan] Member ID Card

You must show your [Plan] Member ID card to get services or prescription drugs covered by
[Plan] (see sample Member ID card below) when you go to your provider or pharmacy. If you
have not received your card, or if your card is damaged, lost, or stolen, call [Plan’s] Member
Services right away to get a new one.

[Picture of front and back of Member ID Card marked with the word “sample” on the image.
Include information about rollout of new ID cards].

You may have more than one health insurance card. In addition to your [Plan] Member ID
card, you should also have your Commonwealth of Virginia Medicaid/FAMIS ID card. Keep this
card to access services that are covered by the Department under Medicaid. If you have
Medicare and Medicaid, show your Medicare card and [Plan] Member ID Card when you
receive services. If you have coverage with a private (non-Medicaid) insurance company, show
your private insurance ID Card and your [Plan] Member ID Card when you receive services.

[Plan’s] Provider Directory

The provider directory lists providers and pharmacies that participate in [Plan’s] network of
contracted providers. It also includes information on the accommodations each provider has
for members with disabilities or who do not speak English. [More information about where the
Provider Directory is located, how to access it in paper and electronic form, and what is
included. For NCQA, health plans need to describe how members find provider contact info,
qualifications, specialty, medical school/residency/board certification status].

Preferred Drug List

This list tells you which prescription drugs are covered by [Plan] and the Department. It also
tells you if there are any rules or restrictions on the drugs, like a limit on the amount you can
get (see Section 6, Your Prescription Drugs). Call [Plan’s] Member Services to find out if your
drugs are on the list or check online at [website]. [Plan] can also mail you a paper copy at your
request.

CARDINAL CARE MODEL MEMBER HANDBOOK 13



Other Insurance

If you have more than one health insurance plan, then Medicaid pays for services after your
other insurance plans have paid your provider. This means that if you have other insurance,
are in a car accident, or if you are injured at work, then your other insurance or workers
compensation must pay for your services first. Let [Plan’s] Member Services know if you have
other insurance so that [Plan] can coordinate your benefits. The Virginia Insurance Counseling
and Assistance Program (VICAP) can also help. Call 1-800-552-3402 (TTY: 711) for health
insurance counseling available to people with Medicare. This call is free.
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3. Providers and Getting Care

[Plan’s] Provider Network

It is important that the providers you choose accept Cardinal Care members and participate in

[Plan’s] network. [Plan’s] network includes access to care 24 hours a day, seven days a week.

[Plan] provides you with a choice of providers that are located near you. If you live in an urban

area, you should not have to travel more than 30 miles or 45 minutes to receive services. If

you live in a rural area, you should not have to travel more than 60 miles or 75 minutes to

receive services. To find providers, such as primary care providers (PCPs), specialists, and

hospitals, you can:

e Search for providers in the Provider Directory (see Section 2, Cardinal Care Managed Care
Overview).

e (Call [Plan’s] Member Services at [phone number] (TTY: [phone number]) or visit us at [Plan
website].

[Describe how members access network providers, including specialists, and the role of PCPs
in referring members to specialists and other providers; and any restrictions on the member’s
freedom of choice among network providers].

You do not need a referral or service authorization to get:

e Care from your primary care provider (PCP).

e Family planning services and supplies.

e Routine women’s health care services like breast exams, screening mammograms, pap
tests, and pelvic exams, as long as you get them from a network provider.

e Emergency or urgently needed services.

e Routine dental services.

e Services from Indian health providers, if you are eligible.

e Other services for members with special health care needs as determined by [Plan]

See below for more information about when a provider leaves the network and times when
you can get care from out-of-network providers.

Primary Care Providers (PCPs)

Your PCP is a doctor or nurse practitioner who helps you get and stay healthy. Your PCP will
provide and coordinate your health care services. You should see your PCP:

e For physical exams and routine checkups.

e For preventive care services.

CARDINAL CARE MODEL MEMBER HANDBOOK 15



¢ When you have questions or concerns about your health.
e When you are not feeling well and need medical help.

To help your PCP get to know you and your medical history, you should have your past medical
records sent to your PCP’s office. [Plan’s] Member Services or your care manager can help.

Choosing Your PCP

You have the right to choose a PCP that is in [Plan’s] network. Review your Provider Directory
to find a PCP in your community who can best meet your health care needs. You can also call
[Plan’s] Member Services or your care manager for help. If you do not choose a PCP by the 25%
day of the month before your health coverage begins, [Plan] will assign you a PCP. [Plan] will
notify you in writing of your assigned PCP.

You can choose between many types of network providers for your PCP. Some types of PCPs
include:

. Family doctor (also called a general practitioner) — cares for children and adults.
. Gynecologist (GYN) — cares for women

. Internal medicine doctor (also called an internist) — cares for adults

o Nurse Practitioner (NP) — cares for children and adults

. Obstetrician (OB) — cares for pregnant women

Pediatrician — cares for children

If you already have a PCP who is not in [Plan’s] network, you can continue seeing them for up
to 30 days after enrolling in [Plan]. For individuals who are pregnant or have significant health
or social needs, you can continue seeing your PCP for up to 60 days after enrolling. If you do
not choose a PCP in [Plan’s] network after the 30 day or 60 day period, [Plan] will assign you a
PCP. If you have a Medicare assigned PCP, you do not have to choose a PCP in [Plan’s]
network. Call [Plan’s] Member Services or your care manager for help with selecting your PCP
and coordinating your care.

Changing Your PCP

You can change your PCP at any time. Call [Plan’s] Member Services to choose another PCP in
[Plan’s] network. [Optional Information for Plan to Include: Additional detail on changing a PCP
and when the change will take effect — e.g., on the first day of the month following the date of
the request].
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Specialists

If you need care that your PCP cannot provide, [Plan] or your PCP may refer you to a specialist.
A specialist is a provider who has additional training on services in a specific area of medicine,
like a surgeon. The care you receive from a specialist is called specialty care. If you need
ongoing specialty care, your PCP may be able to refer you for a specified number of visits or
length of time (a “standing referral”).

Out-Of-State Providers

The care you can get from out-of-state providers is limited to:

e Necessary emergency, crisis, or post-stabilization services.

e Special cases in which it is common practice for those living in your locality to use medical
resources in another state.

e Medically necessary and required services that are not available in-network and within the
state of Virginia.

e Periods of transition (until you can get timely services from a network provider in the
state).

e QOut-of-state ambulances for facility-to-facility transfers.

[Plan] may need to give you authorization to see a provider who is out-of-state. [Plan] does
not cover any health care services outside of the U.S.

When a Provider Leaves the Network

If your PCP leaves [Plan’s] network, [Plan] will let you know and help you find a new PCP. If

one of your other providers is leaving [Plan’s] network, contact [Plan’s] Member Services or

your care manager for help finding a new provider and managing your care. You have the right

to:

e Ask that medically necessary treatment you get is not interrupted and [Plan] will work with
you to ensure that it continues.

e Get help selecting a new qualified provider.

e File a complaint (see Section 8, Appeals and Complaints) or request a new provider if you
feel [Plan] has not replaced your previous provider with a qualified provider or that your
care is not being appropriately managed.

Getting Care Outside of [Plan’s] Network

You can get the care you need from a provider outside of [Plan’s] network in any of the
following circumstances:

e If [Plan] does not have a network provider to give you the care you need.
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e If a specialist you need is not located close enough to you (within 30 miles in urban areas or
60 miles in rural areas).

e |f a provider does not provide the care you need because of moral or religious objections.

e If [Plan] approves an out-of-network provider.

e If you are in a nursing facility when you enroll with [Plan], and the nursing facility is out-of-
network.

e |f you get emergency care or family planning services from a provider or facility that is out-
of-network. You can receive emergency treatment and family planning services from any
provider, even if the provider is not in [Plan’s] network. This care is free.

[Additional information on the circumstances under which members can obtain services from
out-of-network providers].

You also have the right to see your old providers and access prescription drugs or other
needed medical supplies for up to 30 days (or 60 days, if you are pregnant or have significant
health or social needs) if you were previously enrolled in Virginia’s Medicaid program but are
new to [Plan]. After 30 days (or 60 days), you will need to see providers in [Plan’s] network
unless [Plan] extends this timeframe for you. You can call [Plan’s] Member Services or your
care manager, if you have one, for help finding a network provider (see Section 4, Care
Coordination and Care Management for more information about your care manager).

Choices for Nursing Facility Members

If you are in a nursing facility at the time you enroll in [Plan], you may choose to:
e Remain in the facility as long as you remain eligible for nursing facility care.

e Move to a different nursing facility.

e Receive services in your home or other community-based settings.

Making Appointments with Providers

Call your provider’s office to make an appointment. For help with making an appointment, call
[Plan’s] Member Services. If you need a ride to your appointment, call [Plan’s Transportation
Reservation Line phone number] (TTY: [Plan’s Transportation Reservation Line phone
number]). If you call after hours, leave a message explaining how to reach you. Your PCP or
other provider will call you back as quickly as possible. If you have difficulty getting an
appointment with a provider, contact [Plan’s] Member Services. Remember to tell [Plan] when
you plan to be out of town so [Plan] can help you arrange your services.
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Telehealth

Telehealth lets you get care from your provider without an in-person office visit. Telehealth is

usually done online with internet access on your computer, tablet, or smartphone. Sometimes

it can be done over the phone. While telehealth is not appropriate for every condition or

situation, you can often use telehealth to:

e Talk to your provider over the phone or through video chat.

e Send and receive electronic messages with your provider.

e Participate in remote monitoring so that your provider can track how you are doing at
home.

e Get medically necessary medical and behavioral health care.

To make a telehealth appointment, contact your provider to see what services they provide
through telehealth.

Getting Care from the Right Place When You Need it Quickly

It is important to choose the right place to get care based on your health needs, especially
when you need care quickly or unexpectedly. Below is a guide to help you decide whether
your usual care team, like your PCP, can help you or whether you should go to an urgent care
center or the emergency room. If you are not sure of what type of care you need, call your PCP
or [Plan’s] Medical Advice Line at [phone number] (TTY: [phone number]) 24 hours a day,
seven days a week. This call is free.

| Examples of When to ‘

Type of Care How to Get Care | Get This Type of Care | Need a Referral?
PCPs can provide care | Contact your PCP’s | ¢ Minor illness/injury No

for when you get sick | office or [Plan] to e Flu/fever

or injured and schedule an e Vomiting/diarrhea
preventive care that appointment e Sore throat, earache,
keeps you healthy or eye infection

e Sprains/strains
e Possible broken

bones
Urgent care is care Check the Provider | Urgent care can manage | No, but make sure
you get for a sickness | Directory at [Plan | similar things as your to go to an urgent
or an injury that website] to find an | PCP, but is available care clinic that is
needs medical care urgent care clinic when other offices are in [Plan’s]
unavailable network if you
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Type of Care
quickly and could turn
into an emergency

‘ How to Get Care

Examples of When to
Get This Type of Care

‘ Need a Referral?
can. [Any
exceptions to this
requirement]

Emergency care (or
care for an emergency
medical condition) is
care you get when an
illness or injury is so
serious that your (or,
as applicable, your
unborn baby’s)
health, bodily
functions, body
organs or body parts
may be in danger if
you do not get
medical care right
away

Call911 and go to
the nearest
hospital. You have
the right to get
emergency care 24
hours a day, seven
days a week from
any hospital or
other setting, even
if you are in
another city or
state. [Plan] will
provide follow-up
care after the
emergency

e Unconsciousness

e Difficulty breathing

e Serious head, neck,
or back injury

e Chest pain/pressure

e Severe bleeding

e Severe burns

e Convulsions/seizures

e Broken bones

e Fear you might hurt
yourself or someone
else (“behavioral
health emergency”)

e Sexual assault

No. You can get
emergency care
from network
providers or out-
of-network
providers. You do
not need a
referral or service
authorization.

Getting Care After Hours

If you need non-emergency care after normal business hours, call [Plan’s Medical Advice Line].
A nurse or behavioral health professional can:

Answer medical questions and give you advice for free.

Help you decide if you should see a provider right away.
Help with medical conditions.
[Optional Information for Plan to Include: Additional information about what the Medical

Advice Line can help with].

Transportation to Care
Non-Emergency Medical Transportation
If you need transportation to receive covered benefits such as medical, behavioral, dental,
vision and pharmacy services, call [Plan’s] Transportation Reservation line. [Plan] covers non-
emergency transportation for covered services. If you have trouble getting an appointment,
call [Plan’s] Transportation Where’s My Ride/Ride Assist, Member Services or your care
manager. If you have your own ride to your appointment, your driver may be paid back at a
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set rate per mile (limits apply). Members, family, friends and caregivers are eligible for mileage
reimbursement through [health plan]. You must call [Plan transportation phone number]
before your appointment to be eligible for reimbursement. [Include additional instructions
about forms, etc]

FAMIS children are not eligible for Non-Emergency Medical Transportation.

If you need transportation to developmental disability waiver services, contact the Cardinal
Care Transportation for Developmental Disability Waiver Services Contractor at 1-866-386-
8331 (TTY: 1-866-288-3133) or visit transportation.dmas.virginia.gov/. If you have problems
getting transportation to your developmental disability waiver services, call Where’s My Ride
at 1-866-246-9979 or your developmental disability waiver Case Manager.

Emergency Medical Transportation
If you are experiencing an emergency medical condition and need transportation to the
hospital, call 911 for an ambulance. [Plan] will cover an ambulance if you need it.
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4. Care Coordination and Care Management

Care Coordination

All members can get help finding the right health care or community resources by calling
[Plan’s] Member Services. [Information explaining how members can access care coordination
assistance and supports]. You can also call [phone number] (TTY: [phone number]) 24 hours a
day, seven days a week to talk to an on-call nurse or other licensed health professional.

What is Care Management?

If you have significant health care needs, you will receive care management. Care
management helps to improve the coordination between your different providers and the
services you receive. If you get care management, [Plan] will assign you a care manager. Your
care manager is someone from [Plan] with special health care expertise who works closely
with you, your PCP and treating providers, family members, and other people in your life to
understand and support your needs and goals.

How to Get a Care Manager

During the first three months after you enroll, [Plan] will contact you or someone you trust
(your “authorized representative”) to conduct a Health Screening. During the Health
Screening, you will be asked to answer some questions about your health needs (such as
medical care) and social needs (such as housing, food, and transportation). The Health
Screening includes questions about your health conditions, your ability to do everyday things,
and your living conditions. Your answers will help [Plan] understand your needs and decide
whether to assign you to a care manager. If you are not assigned a care manager, you can ask
[Plan] to consider giving you one if you need help getting care now or in the future.

If you have questions or need help with the Health Screening, contact Member Services at
[phone number] (TTY: [phone number]). This call is free.

How Your Care Manager Can Help You

Your care manager is someone from [Plan] with special health care expertise who can help you

manage your health and social needs. Your care manager can:

e Assess your health and social needs.

e Answer questions about your benefits, like physical health services, behavioral health
services, and long-term services and supports (LTSS) (see Section 5, Your Benefits).

e Help connect you to community resources (for example, programs that can support your
housing and food needs).

e Support you in making informed decisions about your care and what you prefer.
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e Assist you with scheduling appointments when needed and find available providers in
[Plan’s] network, and make referrals to other providers, as needed.

e Help you get transportation to your appointments (see Section 3, Providers and Getting
Care).

e Make sure you get your prescription drugs and help if you feel side effects.

e Share your test results and other health care information with your providers so your care
team knows your health status.

e Help with moving between health care settings (like from a hospital or nursing facility to
home or another facility).

e Make sure your needs are met once you leave a hospital or nursing facility and on an
ongoing basis.

How to Contact Your Care Manager

[Information on how members can contact their care manager and how they can change their
care manager if they want to.] Free interpreter services are available in all languages for
people who do not speak English.

Contact .
Method ‘ Contact Information
Call [Phone number]
TTY: [phone number]
[Information on the use of alternative technologies]
[Days/hours of operation]
Fax [Fax number]
Write [Mailing address]
Email [Email address]
Website [Website]

Your care manager will regularly check in with you and can help with any questions or
concerns you may have. You have the right at any time to ask your care manager to contact
you more or less often. You decide how you want your care manager to contact you (by
phone, videoconference, or visit you in-person). If you meet your care manager in-person, you
can suggest the time and place. You are encouraged to work with your care manager and to
have open communication with them.
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Health Risk Assessment

After [Plan] assigns you a care manager and conducts the Health Screening, [Plan] will contact
you to conduct a more in-depth Health Risk Assessment. During the Health Risk Assessment,
your care manager or another health care professional will ask you more questions about your
physical health, behavioral health, social needs, and your goals and preferences. The Health
Risk Assessment helps your care manager to understand your needs and get you the right
care. You can choose to do the Health Risk Assessment in-person, over the phone, or by
videoconference. Over time, your care manager will check-in with you to repeat the Health
Risk Assessment questions to find out if your needs are changing.

Your Care Plan

Based on your Health Risk Assessment, your care manager will work with you to develop your
personalized Care Plan. Your Care Plan will include the health care, social services, and other
supports that you will get and explains how you will get them, how often and by what
provider. Your care manager will update your Care Plan once a year. Your care manager may
make changes more often than once a year if your needs change. It is important to keep your
Care Plan updated.

Your Care Team

Your care team includes your providers, nurses, counselors, or other health professionals. You
and your family members or caregivers are important members of your care team. Your care
manager may organize a meeting with your care team depending on your needs, or you can
ask to meet with your care team. You have the choice of whether to participate in care team
meetings. Communication among your care team members helps ensure your needs are met.

Coordination with Medicare or Other Health Plans

If you have Medicaid and Medicare, [Plan] is responsible for coordinating your Cardinal Care
benefits with your Medicare health plan and any other health plan(s) you have. Call [Plan’s]
Member Services or your care manager if you have questions about how your different health
plans work together and make sure your services are paid for correctly.

Additional Care Management Services

You may be able to get additional care management services if you:

e Are in foster care or were in foster care.

e Are pregnant and are at higher risk for complications during and after pregnancy.

e Receive services in your home or the community, such as a home health, personal care, or
respite services.
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e Have a substance use disorder.
e Use a ventilator.
e Are homeless.

If you need a care manager, call your [Plan’s Member Services] for assistance.
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5. Your Benefits

Overview of Covered Benefits

Covered benefits are services provided by [Plan], the Department, or its contractor. In order to
get covered benefits, the service must be medically necessary. A medically necessary service is
a service you need to prevent, diagnose, or treat a medical condition or its symptoms.

You can also access the full list of covered benefits at: [Plan website]. Call [Plan’s] Member
Services at [phone number] (TTY: [phone number]) or your care manager, if you have one,
for more information about your services and how to get them.

Generally, you must get services from a provider that participates in [Plan’s] network. In some
cases, you may need to get approval (a “service authorization”) from [Plan] or your PCP before
getting a service. The services marked in this section with an asterisk (*) require service
authorization. See Section 3, Providers and Getting Care, for more information on what to do if
you need services from an out-of-network provider. See Section 7, Getting Approval for Your
Services, Treatments, and Drugs, for more information if a service you need requires approval.

[Information on benefits, including counseling or referral services that are not covered by
[Plan] due to moral or religious objections, if applicable; and information on how members can
get information from the Department about how to access such services].

Benefits for All Members

Physical Health Services

[Plan] and the Department cover physical health services (including dental and vision) for
Cardinal Care members:

e Adult Day Health Care e Clinical trials (routine patient costs

e Cancer screenings and services related to participation in a qualifying
(colorectal cancer screening, trial)
mammograms, pap smears, prostate e Court-ordered services, emergency
specific antigen and digital rectal exams, custody orders (ECO), and temporary
reconstructive breast surgery) detention orders (TDO)

e Care management and care coordination e Dental services (more on this below)
services (see Section 4, Care e Durable Medical Equipment (DME)
Coordination and Care Management) (respiratory, oxygen, and ventilator

e Clinic services equipment and supplies; wheelchairs
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and accessories; hospital beds; diabetic
equipment and supplies; incontinence
products; assistive technology;
communication devices; rehabilitative
equipment and devices)

Early and Periodic Screening Diagnostic
and Treatment (EPSDT) (more on this
below)

Early Intervention (El) services (more on
this below)

Emergency and post-stabilization
services

Gender dysphoria treatment services
Glucose test strips

Hearing services

Home and community-based waiver
services (more on this below)

Home health

Hospice

Hospital care (inpatient and outpatient)
Human Immunodeficiency Virus (HIV)
services (testing and treatment
counseling)

Immunizations (adult and child)
Laboratory, radiology, and anesthesia
services

Lead Investigations

Oral services (hospitalizations, surgeries,
services billed by a medical provider)
Organ transplants (for all children and
for adults who are in intensive
rehabilitation)

Orthotics (children under age 21)
Nutritional counseling for chronic
disease

Podiatry services (foot care)

Prenatal and maternal services
(pregnancy/postpartum care) (more on
this below)

Prescription drugs (see Section 6, Your
Prescription Drugs)

Preventive care (regular check-ups,
screenings, well-baby/child visits)
Prosthetics (arms/legs and supportive
attachments, breasts, and eye
prostheses)

Regular medical care (PCP office visits,
referrals to specialists, exams)
Radiology services

Rehabilitation services (inpatient and
outpatient, including physical/
occupational therapy and speech
pathology/audiology services)

Renal services (dialysis, End Stage Renal
Disease services)

School health services (more on this
below)

Surgery services

Telehealth services (more on this below)
Tobacco cessation services
Transportation services (see Section 3,
Providers and Getting Care)

Tribal clinical provider type services
Vision services (eye exams/treatment/
glasses to replace those lost, damaged,
or stolen for children under age 21
(under EPSDT))

Well visits ([Plan to describe specific
services])
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Remember, services marked with an asterisk (*) may require service authorization. [Additional
information on service authorization requirements for physical health services, as needed.
Describe hospital services and concurrent review process, as applicable].

The Department contracts with a Dental Benefits Administrator, DentaQuest, to provide
dental services to all Medicaid/FAMIS members. See the table below for dental services
available to you. You are not responsible for the cost of dental services received from a
participating dental provider. Some dental services will require prior approval. [Plan] will work
with the Department’s Dental Administrator to authorize some services, including anesthesia
when medically necessary. For questions about your dental benefits or to find a participating
dentist near you, call DentaQuest Member Services at 1-888-912-3456 (TTY: 1-800-466-7566)
or visit dmas.virginia.gov/dental.

Children/Youth Pregnant/ Adults Age 21 and
Dental Service Under Age 21 Postpartum People Older
Braces Covered Not Covered Not Covered
. Covered (including Covered Covered
Cleanings .
fluoride)
Crowns Covered Covered Limited Coverage
Dentures Covgred (including Cove;red (including Covered
partials) partials)
Covered (including Covered Covered
Exams
regular check-ups)
Extractions and Covered Covered Covered
Oral Surgeries
Fillings Covered Covered Covered
Gum Treatment Covered Covered Covered
Root Canals Covered (including Covered Covered
treatment)
Sealants Covered Not Covered Not Covered
Space Maintainers | Covered Not Covered Not Covered
X-Rays Covered Covered Covered

Behavioral Health Services

[Plan], the Department or its contractor covers the behavioral health treatment services in the
table below for [Plan] members. Behavioral health refers to mental health and addiction
services. In Virginia, treatment for addiction is called “Addiction and Recovery Treatment
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Services” (ARTS). [Plan’s] Member Services, your PCP, and your care manager can help you get
the behavioral health services you need.

Mental Health Services

e 23-hour observation

e Applied behavior analysis

e Assertive community treatment

e Community stabilization

e Functional family therapy

e Intensive in-home

e Mental health case management

e Mental health intensive outpatient

Mental health partial hospitalization program

Mental health peer recovery supports services

Mental health skill-building services

Mobile crisis

Multisystemic therapy

Psychiatric residential treatment facility *

Psychosocial rehabilitation

Residential crisis stabilization

e Therapeutic day treatment

e Therapeutic group home *

e Inpatient psychiatric services

e Qutpatient psychiatric services

*Services that are managed by the Department’s behavioral health administrator contractor.
Your care manager will work with the Department’s behavioral health administrator
contractor to help you get these services if you need them.

Addiction and Recovery Treatment Services (ARTS)

e Screening, Brief Intervention and Referral to Treatment
e Substance Use Case Management Services
e (Qutpatient Services
e |Intensive Outpatient Services
e Partial Hospitalization
e Substance Use Residential Treatment
o ASAM 3.1
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Addiction and Recovery Treatment Services (ARTS)

o ASAM 3.3
o ASAM 3.5
o ASAM 4.0
e Medication Assisted Treatment
e Peer Recovery Support Services
e QOpioid Treatment Services
e Office Based Addiction Treatment

[Additional information on service authorization requirements for behavioral health services —
including reference to Mental Health Parity and Addiction Equity Act (MHPAEA)
requirements].

For questions about addiction and recovery services, call the ARTS Medical Advice Line at
[phone number] (TTY: [phone number]) 24 hours a day, seven days a week. This call is free.
[Optional Information for Plan to Include: More information on the ARTS Medical Advice Line].

If you are thinking of harming yourself or someone else, call the Behavioral Health Crisis Line
[phone number] (TTY: [phone number]) 24 hours a day, seven days a week. This call is free.
[Optional Information for Plan to Include: More information on the Behavioral Health Crisis
Line]. Remember, if you need help right away, call 911.

Long-Term Services and Supports (LTSS)

[Plan] and the Department cover LTSS such as private duty nursing, personal care, and adult-
day health care services to help people meet their daily needs and maintain independence
living in the community or a facility. Before receiving LTSS, a community-based or hospital
team will conduct a screening to see if you meet “level of care” criteria —in other words,
whether you qualify for and need LTSS. Contact your care manager to learn about the
screening process to receive LTSS.

You can get LTSS in the setting that is right for you: your home, the community, or a nursing
facility. Members who are interested in moving from the nursing facility into their home or the
community should talk with their care manager. However, it is important to know that
receiving certain types of care will end your enrollment with managed care and [Plan], but you
will still have Medicaid. These types of care include:

e Intermediate care facility for individuals with intellectual disabilities (ICF/IID).
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e (Care from one of the following nursing facilities:
o Bedford County Nursing Home
Birmingham Green
Dogwood Village of Orange County Health
Lake Taylor Transitional Care Hospital
Lucy Corr Nursing Home
The Virginia Home Nursing Facility
Virginia Veterans Care Center
Sitter and Barfoot Veterans Care Center
o Braintree Manor Nursing Facility and Rehabilitation Center

0O O 0O O 0O O O

e Care from Piedmont, Hiram Davis, or Hancock state operated long term care facility.
e Program of All Inclusive Care for the Elderly (PACE) care.

If you get LTSS, you may need to pay for part of your care (see Section 9, Cost Sharing). If you
have Medicare, [Plan] will cover nursing facility care after you have used all of the skilled
nursing care that was available to you. [Additional information on service authorization
requirements for LTSS, as needed].

Benefits for Home and Community Based Services (HCBS) Waiver Enrollees

Some members may qualify for HCBS waiver services (see table below). To learn more or to
find out if you are eligible, contact [Plan] or your care manager. Developmental Disability
waiver services are managed through the Department of Behavioral Health and
Developmental Services (DBHDS). You can also find more information about Developmental
Disability waiver services on the DBHDS website mylifemycommunityvirginia.org or by calling
1-844-603-9248.

Waiver Description Examples of Covered Benefits
Commonwealth | Provides care in your home e Adult Day Health Care
Coordinated and community instead of a e Assistive technology
Care (CCC) Plus nursing facility. You can e Environmental modifications
Waiver choose to receive agency- e Personal care

directed or consumer-directed | ¢ personal Emergency Response
services, or both. System

e Private duty nursing

e Respite

e Transition services
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Waiver Description Examples of Covered Benefits

Developmental | Provides supports and e Assistive technology

Disability services to members with e Benefits planning services

Waivers: developmental disabilitiesto | e Electronic home-based services
Building help with successful living, e Employment and day supports
Independence learning, physical and e Environmental modifications

(BI) behavioral health, e Personal emergency response system
Community employment, recreation, and | 4 (risis supports

Living (CL) community inclusion. Waivers | o p.ciqential options

Family and may have a waiting list. You

Individual should put your name on the

Supports (FIS) waiting list if you need to so
that when space opens up you
can start receiving these
services.

[Additional information on service authorization requirements for waiver members, as
needed].

Benefits for Children/Youth Under Age 21

Early and Periodic Screening, Diagnostic, and Treatment Services (EPSDT)

Benefits are not the same for all Cardinal Care members. Medicaid children and youth under

age 21 are entitled to EPSDT, a federally-required benefit. EPSDT provides comprehensive

services to identify a child’s condition, treat it, and make it better or prevent it from getting

worse. Covered services include any medically necessary health care, even if the service is not

normally available to adults or other Medicaid members. EPSDT services are available at no

cost. Examples of EPSDT services include:

e Screenings/well-child visits and immunizations

e Periodic screening services (vision, hearing and dental)

e COVID-19 counseling visits

e Developmental services

e Eyeglasses (including a replacement for glasses that are lost, broken, or stolen) and other
vision services

e Orthotics (braces, splits, supports)

e Personal care or personal assistance services (for example, help with bathing, dressing and
feeding)

e Private duty nursing
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e Treatment foster care case management

Clinical trials may be considered on a case-by-case basis

FAMIS children are eligible for well-child visits and immunizations, but not all EPSDT services.
For more information on accessing EPSDT services, contact [Plan’s] Member Services or your
care manager. [Additional information on service authorization requirements for EPSDT].

Early Intervention (El) Services

If you have a baby under the age of three that is not learning or developing like other babies,
your child may qualify for El services. El services include, for example:

e Speech therapy.

e Physical therapy.

e Occupational therapy.

e Service coordination.

e Developmental services to support the child’s learning and development.

El services do not require service authorization from [Plan]. There is no cost to you for El
services. Contact [Plan’s] Member Services for a list of El providers, specialists, and case
managers. Your care manager can connect you to your local Infant and Toddler Connection
program to help you access these services. You can also call the Infant and Toddler Connection
program directly at 1-800-234-1448. (TTY: 711) or visit itcva.online.

School Health Services

The Department covers the cost of some health care or health-related services provided to
Cardinal Care-enrolled children at their school. School health services can include certain
medical, behavioral health, hearing, personal care, or rehabilitation therapy services, such as
occupational therapy, speech therapy, and physical therapy services and are based on your
child’s individualized education plan (IEP), as determined by the school. Your child’s school will
arrange for these services and your child can get them for free. Children may also receive
covered EPSDT services while they are at school (see Section 5, Your Benefits). Contact your
child’s school administrator if you have questions about school health services.

Benefits for Family Planning and Pregnant/Postpartum People

You can get free health care services to help you have a healthy pregnancy and a healthy baby.
This includes health care services for up to 12 months after you give birth. [Plan] and the
Department cover the following services:
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e Labor and delivery services

e Doula services

e Family planning (services, devices, drugs — including long-acting reversible contraception —
and supplies for the delay or prevention of pregnancy)

e Llactation consultation and breast pumps

e Nurse midwife/provider services

e Pregnancy-related services

e Prenatal/infant services and programs ([include Plan-specific information on pregnancy
programs])

e Postpartum services (including postpartum depression screening)

e Services to treat any medical condition that could complicate pregnancy

e Smoking cessation services

e Substance Use Treatment Services

e Abortion services (only if a doctor certifies in writing that there is a substantial danger to
the mother’s life)

Remember, you do not need a service authorization or a referral for family planning services.
You can get family planning services from any provider, even if they are not in [Plan’s]
network. [Additional information on service authorization requirements for benefits for
pregnant people and mothers, as needed].

Newborn Coverage

If you have a baby, report the birth to the Department as quickly as possible so that your child
can get health insurance. Do this by calling Cover Virginia at 1-833-5CALLVA or by contacting
your local DSS.

Added Benefits for [Plan] Members

[Plan] provides some added benefits for members. These include: [detailed information on
Plan’s enhanced benefits (e.g., social determinants of health interventions, educational or job
training referrals, chiropractic care) and any in lieu of services].
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6. Your Prescription Drugs

Understanding Your Prescription Drug Coverage

Prescription drugs are medicine your provider orders (“prescribes”) for you. Usually, [Plan] will
cover (“pay for”) your drugs if your PCP or another provider writes you a prescription and your
prescription is on the Preferred Drug List. If you are new to [Plan], you can keep getting the
drugs you are already taking for a minimum of 30 days. If a prescription you need is not on the
Preferred Drug List, you can still get it if it is medically necessary.

To know which prescriptions are covered by [Plan] and the Department, see the Preferred
Drug List at [website]. The Preferred Drug List can change during the year, but [Plan] will
always have the most up-to-date information. [Information on how to contact Plan for the
current Preferred Drug Lists. Description of how members are notified of changes to the
Preferred Drug List, including if a drug a member is taking is removed from the list].

By law there are some drugs that cannot be covered. Drugs that cannot be covered include
experimental drugs, drugs for weight loss or weight gain, drugs used to promote fertility or for
the treatment of sexual or erectile dysfunction, and drugs used for cosmetic purposes.

Prescription Drugs for FAMIS Members

Generic outpatient prescription drugs are covered. If you choose a brand drug you are
responsible for 100% of the difference between the allowable charge of the generic drug and
the brand drug.

Drugs that Require You or Your Provider to Take Extra Steps

Some drugs have rules or restrictions on them that limit how and when you can get them. For
example, a drug may have a quantity limit, which means you can only get a certain amount of
the drug each time you fill your prescription. For drugs with special rules, you may need a
service authorization from [Plan] before you can get your prescription filled (see Section 7,
Getting Approval for Your Services, Treatments, and Drugs). If you do not get approval, [Plan]
may not cover the drug. To find out if the drug you need has a special rule, check the Preferred
Drug List. If [Plan] denies or limits your coverage for a drug and you disagree with the decision,
you have the right to appeal (see Section 8, Appeals and Complaints).

In some cases, [Plan] may require “step therapy”. This is when you try a drug (usually one that

is less expensive) before [Plan] will cover another drug (usually one that is more expensive) for
your medical condition. If the first drug does not work, then you can try the second drug.
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Emergency Supply of Drugs

If you ever need a drug and you cannot get a service authorization quickly enough (like over
the weekend or a holiday), you can get a short-term supply of your drug by getting [Plan]
approval. You can get [Plan] approval if a pharmacist believes that your health would be at-risk
without the benefit of the drug. When this happens, [Plan] may authorize a 72-hour
emergency supply. [Information on how members can get an emergency supply of drugs].

Long-Term Supply of Drugs
[Information on whether and how members can get a long-term supply of drugs, as
applicable].

Getting Your Drugs from a Network Pharmacy

Once your provider orders a prescription for you, you will need to get your prescription drugs
filled at a network pharmacy (except during an emergency). A network pharmacy is a drug
store that agrees to fill drugs for [Plan’s] members. To find a network pharmacy, use your
Provider Directory available at [website]. You can use any of [Plan’s] network pharmacies.

If you need to change pharmacies, you can ask your pharmacy to transfer your prescription to
another network pharmacy. If your pharmacy leaves [Plan’s] network, you can find a new
pharmacy in the Provider Directory or by calling [Plan’s] Member Services at [phone number]
(TTY: [phone number]).

When you go to the network pharmacy to drop off a prescription or pick up your drugs, show

your [Plan] Member ID Card. If you have Medicare, show both your Medicare Card and [Plan]

Member ID Card. Call [Plan’s] Member Services or your care manager if you have questions or
need help getting a prescription filled or finding a network pharmacy.

Getting Your Drugs Mailed to Your Home

Sometimes you may need a drug that is not available at a pharmacy near you, such as a drug
used to treat a complex condition or one that requires special handling and care. If this
happens, a specialized pharmacy will ship these drugs to your home or your provider’s office.

[Information on mail order services for members to get drugs, as applicable].

Patient Utilization Management and Safety Program

Some members who need additional support with their medication management may be
enrolled in the Patient Utilization Management and Safety Program. The program helps
coordinate your drugs and services so that they work together in a way that will not harm your
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health. Members in the Patient Utilization Management and Safety Program may be restricted
(or locked in) to only using one pharmacy to get their drugs.

[Plan] will send you a letter with more information if you are in the Patient Utilization
Management and Safety Program. If you are placed in the program but do not think you
should have been, you can appeal within 60 days of receiving the letter (see Section 8, Appeals

and Complaints).
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7. Getting Approval for Your Services, Treatments, and Drugs

Second Opinions

If you disagree with your provider’s opinion about the services you need, you have the right to
a second opinion. You can get a free second opinion from a network provider without a
referral. When network providers are not accessible or when they cannot meet your needs,
[Plan] can refer you to an out-of-network provider for a second opinion at no cost.

Service Authorization

There are some services, treatments, and drugs that require service authorization before you
receive them or to continue receiving them. A service authorization helps to figure out if
certain services are medically necessary and if [Plan] can cover them for you. After assessing
your needs and making a care recommendation, your provider must submit a request for a
service authorization to [Plan] with information that explains why you need the service. This
helps make sure that they can be paid for the services they provide to you. [Plan describes
how it evaluates new technology as a covered benefit per NCQA ME 2A).

If you are new to [Plan], [Plan] will honor any service authorizations made by the Department
or another health plan for up to 30 days (or until the authorization ends if that is sooner) or up
to 60 days if you are pregnant or have significant health or social needs.

Decisions are based on what is right for each member and on the type of care and services
that are needed. We look at standards of care based on:

Medical policies

National clinical guidelines

Medicaid guidelines and health benefits

[Plan] does not reward employees, consultants, or other providers to:
Deny care or services that you need
Support decisions that approve less than what you need
Say you do not have coverage

You can request your doctor’s incentive plans. See Section 5, Your Benefits for the specific
services that require service authorization.

Service authorization is never required for primary care services, emergency care, preventive
services, El services, family planning services, basic prenatal care, or Medicare-covered
services.
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How to Get a Service Authorization

[Instructions on how to obtain a service authorization]. [Plan’s] Member Services or your care
manager can answer your questions and share more about how to request a service
authorization. If you want to request a specific service that requires a service authorization,
your care manager can help you find the right provider who can help figure out if you need the
service.

Timeframe for Service Authorization Review

After receiving your service authorization request, [Plan] will make a decision whether to
approve or deny a request. Normally, [Plan] will give written notice as quickly as needed, and
within 14 calendar days (for physical and behavioral health services). If waiting that long could
seriously harm your health or ability to function, [Plan] will decide more quickly. [Plan] will
instead give written notice within three calendar days. Post service authorization requests are
reviewed in 30 calendar days with a possible 14 calendar day extension.

[Plan] will make any decisions about pharmacy services within 24 hours. On weekends or a
holiday, [Plan] may authorize a 72-hour emergency supply of your prescribed drugs. This gives
your provider time to submit a service authorization request and for you to potentially receive
an additional supply of your prescribed drug after the 72-hour emergency supply is done.

[Plan] will contact your provider if [Plan] needs more information or time to make a decision
about your service authorization. You will be informed of the communication to your
requesting provider. If you disagree with [Plan] taking more time to review your request or if
you do not like the way [Plan] handled your request, see Section 8, Appeals and Complaints, on
how to file a complaint. You can talk to your care manager about your concerns, or you may
call the Cardinal Care Managed Care Enrollment Helpline at 1-800-643-2273 (TTY: 1-800-817-
6608). If you have more information to share with [Plan] to help decide your case, then you, or
your provider can ask [Plan] to take more time to make a decision in order to include the
additional information.

Adverse Benefit Determinations

If [Plan] denies a service authorization request, this is called an adverse benefit determination.

An adverse benefit determination can also occur when [Plan] approves only part of the care

request or a service amount that is less than what your provider requested. Examples of

adverse benefit determinations include when [Plan]:

e Denies or limits a request for health care or services your provider or you think you should
be able to get, including services outside of your provider’s network.
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e Reduces, pauses, or stops health care or services you were already receiving.
e Fails to provide services in a timely manner.

e Fails to actin a timely manner to address grievances and appeals.

e Denies your request to reconsider a financial liability.

e Does not pay for all or part of your health care or services.

If [Plan] makes an adverse benefit determination, [Plan] will usually notify your provider and
you in writing at least 10 days before making changes to your service. But, if you do not hear
from [Plan], contact [Plan] Member Services or the provider who would be providing you the
service to follow up. When [Plan] tells you the decision in writing, [Plan] will tell you what the
decision was, why the decision was made, and how to appeal if you disagree. You should share
a copy of the decision with your provider. If you disagree with the decision, you can request an
appeal. See Section 8, Appeals and Complaints, for more information on the appeal process.
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8. Appeals and Complaints

Appeals

When to File an Appeal with [Plan]

You have the right to file an appeal if you disagree with an adverse benefit determination (see
Section 7 Getting Approval for Your Services, Treatments, and Drugs) that [Plan] makes about
your health coverage or covered services. You must appeal within 60 calendar days after
hearing [Plan’s] decision about your service authorization request. You can allow an
authorized representative (provider, family member, etc.) or your attorney act on your behalf.
If you choose to let someone file the appeal on your behalf, you must call [Plan’s] Member
Services at [phone number] (TTY: [phone number]) to let [Plan] know. See Section 7, Getting
Approval for Your Services, Treatments, and Drugs, for more information on service
authorizations and adverse benefit determinations. If you need assistance with an appeal, you
may talk to your care manager.

You will not lose coverage if you file an appeal. In some cases, you may be able to keep getting
services that were denied while you wait for a decision on your appeal. Contact [Plan’s]
Member Services if your appeal is about a service you get that is scheduled to end or be
reduced. If you do not win your appeal, you may have to pay for the services that you received
while the appeal was being reviewed.

How to Submit Your Appeal to [Plan]

You can file your appeal by phone or in writing. You can submit either a standard (regular) or
an expedited (fast) appeal request. You might decide to submit an expedited appeal if you or
your provider believe your health condition or need for the services requires urgent review.

Phone Requests [Plan phone number]
TTY: [phone number]

Written Requests Mail: [Plan address]
Fax: [Plan fax number]

Timeframe for Appeal to [Plan]

When you file an appeal, be sure to let [Plan] know of any new or additional information that
you want to be used in making the appeal decision. [Instructions for how members can
provide this information]. You can also call [Plan’s] Member Services if you need help. Within
[timeframe], [Plan] will send you a letter to let you know that [Plan] received your appeal.
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If [Plan] needs more information to help make an appeal decision, [Plan] will send you a
written notice within two calendar days of receiving your appeal to tell you what information
is needed. For expedited appeals (meaning appeals that need to happen on a faster than
normal timeline), [Plan] will also call you right away. If [Plan] needs more information, the
decision about your standard or expedited appeal could be delayed by up to 14 days from the
respective timeframes.

If [Plan] has all the information needed from you:

e Within 72 hours of receiving your expedited appeal request, [Plan] will send you a written
notice and try to provide verbal notice to tell you the decision.

e Within 30 days of receiving your standard appeal request, [Plan] will send you a written
notice to tell you the decision.

If You Are Unhappy with [Plan’s] Appeal Decision

You can file an appeal to the Department through what is called the State Fair Hearing process
after filing an appeal with [Plan] if:

e You disagree with the final appeal decision you receive from [Plan].

OR

e [Plan] does not respond to your appeal in a timely manner.

Like [Plan’s] appeals process, you may be able to keep getting services that were denied while
you wait for a decision on your State Fair Hearing appeal (but may ultimately have to pay for
these services if your State Fair Hearing appeal is denied).

How to Submit Your State Fair Hearing Appeal

You (or your authorized representative) must appeal to the state within 120 calendar days
from when [Plan] issues its final appeal decision. You can appeal by phone, in writing, or
electronically. If you appeal in writing, you can write your own letter or use the Department’s
appeal request form. Be sure to include a full copy of the final written notice showing [Plan’s]
appeal decision and any documents you want the Department to review. If you have chosen
an authorized representative, you must provide documents that show that individual can act
on your behalf.

If you want your State Fair Hearing to be handled quickly, you must clearly state “EXPEDITED
REQUEST” on your State Fair Hearing request. You must also ask your provider to send a letter
to the Department that explains why you need an expedited State Fair Hearing request.
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Phone Requests 1-804-371-8488

TTY: 1-800-828-1120

Written Requests Mail: Appeals Division, DMAS, 600 E. Broad Street, Richmond, VA
23219

Fax: 804-452-5454

Electronic Requests | Website: dmas.virginia.gov/appeals

Email: appeals@dmas.virginia.gov

Timeframe for State Fair Hearing Appeal

After you file your State Fair Hearing appeal, the Department will tell you the date, time, and
location of the scheduled hearing. Most hearings can be done by phone. You may also request
an in-person hearing.

If you qualify for an expedited State Fair Hearing appeal, the hearing will usually take place
within one to two days of the Department receiving the expedited request letter from your
provider. The Department will issue a written appeal decision within 72 hours of receiving the
expedited request letter from your provider.

For standard State Fair Hearing appeals, the Department will usually issue a written appeal
decision within 90 days of you filing your appeal with [Plan]. The 90-day timeframe does not
include the number of days between [Plan’s] decision on your appeal and the date you sent
your State Fair Hearing request to the Department. You will have the chance to participate in a
hearing and present your position.

State Fair Hearing Outcome

If the State Fair Hearing reverses [Plan’s] appeal decision, [Plan] must authorize or provide the
services as quickly as your condition requires and no later than 72 hours from the date the
Department gives notice to [Plan]. If you continued to get services while you waited for a
decision on your State Fair Hearing appeal, [Plan] must pay for those services. If you do not
win your appeal, you may have to pay for the services that you received while the appeal was
being reviewed. The State Fair Hearing decision is the Department’s final decision. If you
disagree, you may appeal to your local circuit court.

How FAMIS members ask for an External Review

FAMIS members can request an external review instead of a State Fair Hearing. You or your
authorized representative must submit a written request for external review within 30
calendar days of receipt of the [Plan’s] final appeal decision. Please mail external review
requests to:
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FAMIS External Review

c/o Kepro

2810 N. Parham Road Suite 305

Henrico, VA 23294

Or submit online at www.DMAS.KEPRO.COM

Please include: your name, your child’s name and ID number, your phone number with area
code, and copies of any relevant notices or information.

Complaints

When to File a Complaint

You have the right to file a complaint (a “grievance”) at any time. You will not lose your
coverage for filing a complaint.

You can complain about anything except a decision about your health coverage or covered

services. (For those types of issues, you will need to submit an appeal — see above). You can

file a complaint to either [Plan] or an outside organization if you are unhappy. You can make

complaints about:

e Accessibility: For example, if you cannot physically access your provider’s office/facilities or
you need language assistance and did not get it.

e Quality: For example, if you are unhappy with the quality of care you got in the hospital.

e Customer Services: For example, if your provider or health care staff was rude to you.

e Wait Times: For example, if you have trouble getting an appointment or have to wait a long
time to see your provider.

e Privacy: For example, if someone did not respect your right to privacy or shared your
confidential information.

How to File a Complaint with [Plan]

To file a complaint with [Plan], call [Plan’s] Member Services at [phone number] ([TTY: phone
number]) or file a complaint in writing by mailing it to [Plan address] or faxing it to [Plan fax
number]. Be sure to include details on what the complaint is about so that [Plan] can help.

[Plan] will tell you our decision within 90 calendar days after getting your complaint. If your

complaint is about your request for an expedited appeal (see above), [Plan] will respond
within 24 hours of getting your complaint.
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How to File a Complaint with an Outside Organization
To file a complaint with an outside organization that is not affiliated with [Plan], you can:

Call the Cardinal Care Managed Care Enrollment Helpline at 1-800-643-2273 (TTY: 1-800-
817-6608).
Contact the U.S. Department of Health and Human Services’ Office for Civil Rights:

o Phone Requests: 1-800-368-1019 (TTY: 800-537-7697).

o Written Requests: Office of Civil Rights — Region Ill, Department of Health and
Human Services, 150 S Independence Mall West Suite 372, Public Ledger Building,
Philadelphia, PA 19106; or fax to 215-861-4431.

Contact the Virginia Long-Term Care Ombudsman (for complaints, concerns or assistance
with nursing facility care or long-term services and supports in the community:

o Phone Requests: 1-800-552-5019 (TTY: 1-800-464-9950).

o Written Requests: Virginia Office of the State Long-Term Care Ombudsman, Virginia
Department for Aging and Rehabilitative Services, 8004 Franklin Farms Drive Henrico,
Virginia 23229.

Contact the Office of Licensure and Certification at the Virginia Department of Health (for
complaints specific to nursing facilities, inpatient and outpatient hospitals, abortion
facilities, home care organizations, hospice programs, dialysis facilities, clinical laboratories,
and health plans):

o Phone Requests: 1-800-955-1819 (TTY: 711).

o Written Requests: Virginia Department of Health, Office of Licensure and
Certification, 9960 Maryland Drive, Suite 401, Richmond, Virginia 23233-1463; or
email: mchip@vdh.virginia.gov.
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9. Cost Sharing

Copayments

Copayments are when you pay a fixed amount for certain services covered by [Plan] or the
Department. Most [Plan] members will not owe copayments for covered services. However,
there are some exceptions (see below). If you receive a bill for a covered service, contact
[Plan’s] Member Services for help at [phone number] (TTY: [phone number]). Remember, if
you get services that are not covered through [Plan] or the Department, you must pay the full
cost yourself.

If you have Medicare, you may have copayments for prescription drugs covered under
Medicare Part D. [Optional Information for Plan to Include: Revisions to this bullet if plan
covers Part D copayments as an enhanced benefit].

Patient Pay

If you get LTSS, you may need to pay for part of your care. This is called your patient pay
amount. If you have Medicare, you may also have a patient pay responsibility towards skilled
nursing facility care. Your local DSS will notify you if you have a patient pay responsibility and
can answer questions about your patient pay amount.

Premiums

You do not need to pay a premium for your coverage. However, the Department pays [Plan] a
monthly premium for your coverage. If you are enrolled in [Plan] but do not actually qualify for
coverage because information you provided to the Department or to [Plan] was false or
because you did not report a change (like an increase in your income, which may impact
whether you qualify for Medicaid/FAMIS), you may have to pay the Department back the cost
of the monthly premiums. You will have to pay the Department even if you did not get services
during those months.
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10. Your Rights

General Rights

As a Cardinal Care member, you have the right to:

e Be free from discrimination based on race, color, ethnic or national origin, age, sex, sexual
orientation, gender identity and expression, religion, political beliefs, marital status,
pregnancy or childbirth, health status, or disability.

e Be treated with respect and consideration for your privacy and dignity.

e Get information (including through this handbook) about your health plan, provider,
coverage, and benefits.

e Get information in a way you can easily understand. Remember: interpretation, written
translation, and auxiliary aids are available free of charge.

e Access health care and services in a timely, coordinated, and culturally competent way.

e Get information from your provider and health plan about treatment choices.

e Participate in all decisions about your health care, including the right to say “no” to any
treatment offered.

e Ask your health plan for help if your provider does not offer a service because of moral or
religious reasons.

e Get a copy of your medical records and ask that they be changed or corrected in
accordance with State and Federal Law.

e Have your medical records and treatment be confidential and private. [Plan] will only
release your information if it is allowed under federal or state law, or if it is required to
monitor quality of care or protect against fraud, waste, and abuse. [Plan can choose to
include PHI Use and Disclosure statement]

e Live safely in the setting of your choice. If you or someone you know is being abused,
neglected, or financially taken advantage of, call your local DSS or Virginia DSS at 1-888-
832-3858. This call is free.)

e Receive information on your rights and responsibilities and exercise your rights without
being treated poorly by your providers, [Plan], or the Department.

e Be free from any restraint or seclusion used as a means of coercion, discipline,
convenience, or retaliation.

e File appeals and complaints and ask for a State Fair Hearing (see Section 8, Appeals and
Complaints).

e Exercise any other rights guaranteed by federal or state laws (the Americans with
Disabilities Act, for example).
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Advance Directives

Advance directives are written instructions to those caring for you that tell them what to do if
you are unable to make health care decisions for yourself. Your advance directive lists the type
of care you do or do not want if you become so ill or injured that you cannot speak for
yourself. It is your right and choice about whether to fill out an advance directive. [Plan] is
responsible for providing you with written information about advance directives and your right
to create an advance directive under Virginia law. [Plan] must also help you understand why
[Plan] may not be able to follow your advance directive.

If you want an advance directive, you can fill out an advance directive form. You can get an
advance directive form from:

e Virginiaadvancedirectives.org.

e Your care manager, if you have one.

e Your provider, a lawyer, a legal services agency, a social worker, the hospital.

e [[Plan’s] Member Services, if applicable].

You can cancel or change your advance directive or power of attorney if your decisions or

preferences about your health care decisions or authorized representative change. If your

provider is not following your advance directive, complaints can be filed with the Enforcement

Division at the Virginia Department of Health Professions:

e 1-800-533-1560 (TTY: 711).

e Email enfcomplaints@dhp.virginia.gov.

e Write Virginia Department of Health Professions, Enforcement Division, 9960 Maryland
Drive, Suite 300, Henrico, Virginia 23233-146.

If you believe [Plan] has not provided you with the information you need about advance
directives, or you are concerned that [Plan] is not following your advance directive, you can
contact the Department to file a complaint:

e 1-800-643-2273 (TTY: 711)

e Email DMAS-Info@dmas.virginia.gov, or

e Write to the Department at Department of Medical Assistance Services, 600 East Broad
Street, Richmond, Virginia 232109.

Member Advisory Committee

You have the right to let us know how the Department and [Plan] can better serve you. [Plan]
invites you to join the Member Advisory Committee. As a member of the committee, you can
participate in educational meetings that happen once every three months. You can attend in-
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person or virtually. Attending committee meetings will give you and your caregiver or family
member the chance to provide input on Cardinal Care and meet other members. If you would
like more information or want to attend, contact [Plan’s] Member Services.
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11. Your Responsibilities

General Responsibilities
As a Cardinal Care member, you have some responsibilities. This includes the responsibility to:

Follow this handbook, understand your rights, and ask questions when you do not
understand or want to learn more.

Treat your providers, [Plan] staff, and other members with respect and dignity.

Choose your PCP and, if needed, change your PCP (see Section 3, Providers and Getting
Care).

Be on time for appointments and call your provider’s office as soon as possible if you need
to cancel or if you are going to be late.

Show your Member ID Card whenever you get care and services (see Section 2, Cardinal
Care Managed Care Overview).

Provide (to the best of your ability) complete and accurate information about your medical
history and your symptoms.

Understand your health problems and talk to your providers about treatment goals, when
possible.

Work with your care manager and care team to create and follow a care plan that is best
for you (see Section 4, Care Coordination and Care Management).

Invite people to your care team who will be helpful and supportive to be included in your
treatment.

Tell [Plan] when you need to change your care plan.

Get covered services from [Plan’s] network when possible (see Section 3, Providers and
Getting Care).

Get approval from [Plan] for services that require a service authorization (see Section 7,
Getting Approval for Your Services, Treatments, and Drugs).

Use the emergency room for emergencies only.

Pay for services you get that are not covered by [Plan] or the Department.

Report suspected fraud, waste, and abuse (see below).

Call [Plan’s] Member Services at [phone number] [(TTY: phone number)] to let them know if:

Your name, address, phone number, or email have changed (see Section 1, Let’s Get
Started).

Your health insurance changes in any way (from your employer or workers’ compensation,
for example) or you have liability claims, like from a car accident.

Your Member ID Card is damaged, lost, or stolen.
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e You have problems with health care providers or staff.
e You are admitted to a nursing facility or the hospital.

e Your caregiver or anyone responsible for you changes.
e You join a clinical trial or research study.

Reporting Fraud, Waste, and Abuse

As a Cardinal Care member, you are responsible for reporting suspected fraud, waste, and
abuse concerns and making sure you do not participate in or create fraud, waste, and abuse.
Fraud is an intentional deception or misrepresentation by a person who knows the action
could result in an unauthorized benefit to themselves or someone else. Waste is overusing,
underusing, or misusing Medicaid resources. Abuse is the practice of causing unnecessary cost
to the Medicaid program or payment for services that are not medically necessary or that do
not meet certain health care standards.

Examples of member fraud, waste, and abuse include:

e Falsely reporting income and/or assets to qualify for Medicaid.

e Permanently living in a state other than Virginia while receiving Cardinal Care benefits.
e Using another person’s Member ID Card to get services.

Examples of provider fraud, waste, and abuse include:
e Providing services that are not medically necessary.
e Billing for services that were not provided.

e Changing medical records to cover up illegal activity.

Information on how to report suspected fraud, waste, or abuse is included in the table
below:

The Department’s Fraud and Abuse Hotline

Phone 1-804-786-1066
Toll free: 1-866-486-1971

TTY: 711

Email RecipientFraud@DMAS.virginia.gov

Mail Department of Medical Assistance Services, Recipient Audit Unit
600 East Broad St Suite 1300
Richmond, VA 23219

Virginia Medicaid Fraud Control Unit (Office of the Attorney General)
Phone 1-804-371-0779

Toll free: 1-800-371-0824

TTY: 711
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Fax 804-786-3509

Email MFCU_mail@oag.state.va.us

Mail Office of the Attorney General, Medicaid Fraud Control Unit
202 North Ninth Street
Richmond, VA 23219

Virginia Office of the State Inspector General Fraud, Waste, and Abuse Hotline

Phone 1-800-723-1615
TTY: 711

Email covhotline@osig.virginia.gov

Mail State Fraud, Waste, and Abuse Hotline

101 N. 14" Street
The James Monroe Building 7th Floor
Richmond, VA 23219
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12. Key Words and Definitions in This Handbook

Addiction and Recovery Treatment Services (ARTS): A substance use disorder treatment
benefit for members with addiction. Members can access a comprehensive continuum of
addiction treatment services, such as inpatient services, residential treatment services,
partial hospitalization, intensive outpatient treatment, Medication Assisted Treatment
(MAT), substance and opioid use services, and peer recovery support services.

Adverse Benefit Determination: Any decision by the health plan to deny a service or a
service authorization request for a member. This includes an approval for a service amount
that is less than requested.

Appeal: A request by an individual (or someone they trust acting on their behalf) for the
health plan to review a service request again and consider changing an adverse benefit
determination made by the health plan about health coverage or covered services.

Authorized Representative: A person who can make decisions and act on a member’s
behalf. Members can select a trusted family member, guardian, or friend to be their
authorized representative.

Brand Name Drug: A medication that is made and sold by a single company. Generic
versions of these drugs are sometimes available with the same ingredients but made by a
different company.

Cardinal Care Managed Care Enrollment Helpline: Assistance provided by an organization
that contracts with the Department to help individuals with enrollment activities and
choosing a health plan. Cardinal Care Managed Care Enrollment Helpline services are free
and may be provided by phone or online.

Cardinal Care: Virginia’s Medicaid/FAMIS program, which includes the state’s two prior
Medicaid managed care programs, Medallion 4.0 and Commonwealth Coordinated Care
Plus (CCC Plus), fee-for-service (FFS) Medicaid members, FAMIS Children, FAMIS MOMS
and FAMIS Prenatal Coverage.

Care Coordination: Help that the health plan provides to members so that members
understand what services are available and how to get the health care or social services
that they need. Care coordination is available to all members, including those who are not
assigned a care manager and do not need or want care management.
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Care Management: Ongoing support provided to members with significant health, social,
and other needs by a health plan’s care manager. Care management services include a
careful review a member’s needs, development of a Care Plan, regular communication with
a care manager and the member’s care team and help with getting health care and social
services transitions between different health care settings.

Care Manager: A health professional that works for the health plan with special health care
expertise that is assigned to and works closely with certain members with more significant
needs. The Care Manager works with the member, the member’s providers, and their
family members/caregivers to understand what health care and social services the member
needs, help them get the services that they need and to support them making decisions
about their care.

Care Plan: A plan that is developed and updated regularly by a member and their care
manager that describes a member’s health care and social needs, the services the member
will get to meet their needs, how they will get these services, by whom, and in some cases,
how frequently.

Care Team: A group of health care providers, including a member’s doctors, nurses, and
counselors, as selected by the member, who help the member get the care they need. The
member and their caregivers are part of the Care Team.

CCC Plus Waiver: A home and community-based services (HCBS) waiver program in Virginia
that provides care in the home and community instead of a nursing facility to members
who qualify.

Centers for Medicare & Medicaid Services (CMS): The federal agency in charge of the
Medicaid and Medicare programs.

Copayment: A fixed dollar amount that a member may be required to pay for certain
services. Most Cardinal Care members will not have to pay copayments for covered
services.

Cover Virginia: Virginia’s statewide support center. Individuals can call 1-833-5CALLVA
(TTY: 1-888-221-1590) for free or visit coverva.org/en to learn about and apply for health
insurance, renew their coverage, update information, and ask questions.
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Covered Benefits: Health care services and prescription drugs covered by the health plan or
the Department, including medically necessary physical health services, behavioral health
services, and LTSS.

Doulas: A trained individual in the community who provides support to members and their
families throughout pregnancy, during labor and birth, and up to one year after giving birth.

Dual Eligible Member: A person who has Medicare and full Medicaid coverage.

Durable Medical Equipment (DME): Medical equipment and appliances, such as walkers,
wheelchairs, or hospital beds, that members can get and use at home when medically
necessary.

Early and Periodic Screening, Diagnostic, and Treatment Services (EPSDT): A federally-
required benefit that Medicaid members under age 21 are entitled to get. EPSDT provides
comprehensive services to identify a child’s condition, treat it, and make it better or
prevent it from getting worse. EPSDT makes sure children and youth get needed
preventive, dental, mental health, developmental, and specialty services.

Early Intervention (El): Services for babies under the age of three who are not learning or
developing like other babies. Services may include speech therapy, physical therapy,
occupational therapy, service coordination, and developmental services to support learning
and development.

Eligible: Meeting conditions or requirements for a program.

Emergency Care (or Emergency Services): Treatment or services an individual gets for an
emergency medical condition.

Emergency Medical Condition: When an illness or injury is so serious that an individual (or,
as applicable, their unborn baby’s) health, bodily functions, body organs, or body parts may
be in danger if they do not get medical care right away.

Emergency Medical Transportation: Transportation in an ambulance or emergency vehicle

to an emergency room to receive medical care. Members can get emergency medical
transportation by calling 911.
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Emergency Room Care: A hospital room staffed and equipped for the treatment of
individuals that require immediate medical care and/or services.

Excluded Services: Services that are not covered under Cardinal Care by the health plan or
the Department.

Family Access to Medical Insurance Security (FAMIS) Plan or FAMIS Children: A
comprehensive health insurance program run by the federal and state government for
uninsured children from birth through age 18 not eligible for Medicaid with income less
than 200% of the federal poverty level.

FAMIS MOMS: A health insurance program run by the federal and state government for
uninsured pregnant individuals with income eligibility the same as FAMIS children.

FAMIS Prenatal Care (FAMIS PC): A health insurance program run by the federal and state
government for pregnant individuals who do not meet eligibility for Medicaid or FAMIS
MOMS because of their citizenship or immigration status. Coverage begins during
pregnancy and lasts through two months after the baby is born.

Fraud, Waste, and Abuse: Fraud is an intentional deception or misrepresentation by a
person who knows the action could result in an unauthorized benefit to themselves or
someone else. Waste is overusing, underusing, or misusing Medicaid resources. Abuse is
member or provider practice of causing unnecessary cost to the Medicaid program or
payment for services that are not medically necessary or that do not meet certain health
care standards.

Generic Drug: A medication that is approved by the federal government to use in place of a
brand name medication because they have the same ingredients and work equally.

Good Cause Reasons: Acceptable reasons to change health coverage. Examples of good
cause reasons are: (1) an individual moves out of the state, or (2) the health plan is not able
to provide the required medical services.

Grievance (or Complaint): A written or verbal complaint that an individual makes to their

health plan or an outside organization. Complaints can be concerns about accessibility, the
quality of care, customer service, wait times, and privacy.
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Habilitation Services and Devices: Services and devices that help individuals keep, learn, or
improve skills and functioning for daily living.

Health Assessment: An in-depth assessment completed by the care manager to help
identify a member’s health, social, and other needs, goals, and preferences. The Health
Assessment helps guide the development of the Care Plan for members receiving care
management.

Health Insurance: A type of insurance coverage that pays for some or all of the member’s
health care costs. A company or government agency makes the rules for when and how
much to pay.

Health Plan (or Plan): A Cardinal Care Medicaid/FAMIS managed care organization that
contracts with a group of doctors, hospitals, pharmacies, other providers, and care
managers. They all work together to get members the care and care coordination they
need.

Health Screening: A screening administered to all members by the health plan to help
understand if the member would benefit from Care Management. The screening asks
members about their health needs, social needs, medical conditions, ability to do everyday
things, and living conditions.

Home Health Aide: Short term services provided to Medicaid members to support them
with personal care. Home health aides do not have a nursing license or provide therapy.

Home Health Care: Health care services a member receives at home, including nursing
care, home health aide services, physical/occupational therapy and other services.

Hospice Services: Care to provide comfort and support for members (and their families)
with a terminal prognosis — meaning the individual is expected to have six months or less to
live. A member with a terminal prognosis has the right to choose to stay in hospice. In
hospice, a specially trained team of professionals and caregivers provide care for the whole
person, including physical, emotional, social, and spiritual needs.

Hospital Outpatient Care: Care or treatment in a hospital that usually does not require an
overnight stay.
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Hospitalization: When an individual is admitted to a hospital as a patient to receive care.
This is also known as inpatient hospital care.

Long-Term Services and Supports (LTSS): Services and supports that help elderly
individuals and children or adults with disabilities meet their daily needs and maintain
independence. Examples include assistance with bathing, dressing, eating, and other basic
activities of daily life and self-care, as well as support for everyday activities such as
laundry, shopping, and transportation. Members can get LTSS in the setting that is right for
them: the home, the community, or a nursing facility.

Medicaid or FAMIS Fee-for-Service (FFS): The way in which the Department pays providers
for Medicaid or FAMIS services. Cardinal Care members who are not enrolled in managed
care are enrolled in FFS.

Medicaid/FAMIS Managed Care: When the Department contracts with a health plan to
provide Medicaid/FAMIS benefits to members.

Medicaid: A health insurance program run by the federal and state government that
provides free or low-cost health coverage and care to low-income individuals. In Virginia,
Medicaid is called Cardinal Care.

Medically Necessary: Services, supplies, or drugs needed to prevent, diagnose, or treat a
medical condition or its symptoms. Medically necessary also means that services, supplies,
or drugs meet accepted standards of medical practice or as necessary under current
Virginia Medicaid coverage rules.

Medicare: The federal health insurance program for individuals 65 years of age or older,
some individuals under age 65 with certain disabilities, and individuals with end-stage renal
disease (generally meaning those with permanent kidney failure who need dialysis or a
kidney transplant) or Amyotrophic Lateral Sclerosis (ALS).

Medicare Part A: The Medicare program that covers most medically necessary hospital,
skilled nursing facility, home health, and hospice care.

Medicare Part B: The Medicare program that covers services (such as lab tests, surgeries,
and provider visits) and supplies (like wheelchairs and walkers) that are medically necessary
to treat a disease or condition. Medicare Part B also covers many preventive and screening
services.
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Medicare Part C: The Medicare program that lets private health insurance companies
provide Medicare benefits through a Medicare Advantage Plan.

Medicare Part D: The Medicare prescription drug benefit program. Medicare Part D covers
outpatient prescription drugs, vaccines, and some supplies not covered by Medicare Part A,
Medicare Part B, or Medicaid.

Medicare-Covered Services: Services covered by Medicare Part A and Part B. All Medicare
health plans must cover all of the services that are covered by Medicare Part A and Part B.

Member Services: A department at the health plan responsible for answering questions
about membership, benefits, appeals, and complaints.

Network: A group of doctors, clinics, hospitals, pharmacies, and other providers contracted
with the health plan to provide care to members.

Network Provider (or Participating Provider): A provider or facility that contracts with the
health plan to provide covered health care services to members.

Network Pharmacy: A drugstore that has agreed to fill prescription drugs for the health
plan’s members. In most cases, prescription drugs are covered only if they are filled at one
of the health plan’s network pharmacies.

Nursing Facility: A medical care facility that provides care for individuals who cannot get
their care at home but who do not need to be in the hospital. Members must meet specific
criteria to live in a nursing facility.

Out-of-Network Provider (or Non-Participating Provider): A provider or facility that is not
employed, owned, or operated by the health plan and is not under contract to provide
covered health care services to members.

Patient Pay: The amount a member may have to pay for LTSS based on their income. The

local DSS calculates the member’s patient pay amount if they live in a nursing facility or
receive CCC Plus waiver services and have an obligation to pay a portion of care.
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Personal Care Aide Services: Services provided by a Personal Care Aide that help members
with personal care (bathing, using the toilet, dressing, or carrying out exercises) on an
ongoing or long-term basis.

Premium: The monthly amount a member may be required to pay for their health
insurance every month. Cardinal Care Medicaid managed care members do not need to pay
any premiums for coverage. If a member is enrolled in a health plan but does not qualify for
coverage because information they reported to the Department or the health plan was
false or because they did not report a change, the member may have to pay the
Department back the cost of the monthly premiums. The member will have to repay the
Department even if they did not get services during those months.

Prescription Drug Coverage (or Covered Drugs): Prescription medications covered (paid
for) by the health plan. The health plan also covers some over-the-counter medications.

Prescription Drugs: Medications that by law, members can only obtain through a provider
prescription.

Primary Care Provider (PCP) (or Primary Care Physician): A doctor or nurse practitioner
who helps members get and stay healthy by taking care of their needs. PCPs provide and
coordinate health care services.

Private Duty Nursing Services: Skilled in-home nursing services provided by a licensed
registered nurse (RN), or by licensed practical nurse under the supervision of an RN, to CCC
Plus waiver members who have serious medical conditions or complex health care needs.
Medicaid children and youth under age 21 can also get private duty nursing services under
the EPSDT benefit.

Prosthetics and Orthotics: Medical devices ordered by a member’s provider. Covered items
include, but are not limited to arm, back, and neck braces; artificial limbs; artificial eyes;
and devices needed to replace an internal body part or function.

Provider: Doctors, nurse practitioners, specialists, and other individuals who are authorized
to provide health care or services to members. Many kinds of providers participate in each
health plan’s network.

Provider Services (or Physician Services): Care provided by an individual licensed under
Virginia state law to practice medicine, surgery, or behavioral health.
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Referral: Approval from a PCP to use other providers in the health plan’s network. A PCP’s
referral is required before a member can see other network providers.

Rehabilitation Services and Devices: Treatment to help individuals recover from an illness,
accident, injury, or major operation.

Service Authorization (or Preauthorization): Approval that may be needed before a
member can get certain services, treatments, or prescription drugs. Service authorizations
are requested by providers to the health plan to help make sure that the provider can be
paid for the services they provide to the member.

Skilled Nursing Care: Skilled care or treatment that can only be provided by licensed
nurses. Examples of skilled nursing needs include complex wound dressings, rehabilitation,
tube feedings, or rapidly changing health status.

Skilled Nursing Facility (SNF): A facility with staff and equipment to provide skilled nursing
care, in most cases, skilled rehabilitative services and other related health services.

Specialist: A provider who has additional training on services in a specific area of medicine,
like a surgeon. The care members receive from a specialist is called specialty care.

State Fair Hearing: The process where a member appeals to the state about a decision
made by the health plan. Individuals can file a State Fair Hearing appeal if the health plan
does not respond to or provide a decision on an individual’s appeal on time, or if the
individual does not agree with the plan’s appeal decision.

Urgent Care: Care an individual gets for a sickness or an injury that needs medical care
quickly and could turn into an emergency.
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