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1.0 Introduction 

 

1.1 Provider Welcome 

Welcome to the Vivida Health provider network (referred to as “Vivida” throughout this 

document)! As a participant in Vivida’s network, you have the opportunity to make Vivida 

beneficial for both you and the members you serve. Vivida knows providers are essential 

in delivering high-quality, cost-effective medical services to Medicaid recipients. Through 

enhanced local community and provider relationships Vivida stands alongside you in our 

commitment to our members: 

Vivida Health connects you with the care and community services 

you need. We are local doctors helping you and your family stay 

healthy so you can focus on what’s truly important: 

each other. 

Member Vivida is dedicated to earning your ongoing support and looks forward to working 

with you to provide the best service possible to Vivida members. 

This Provider Handbook explains the policies and administrative procedures of Vivida. 

You may use it as a guide to answer questions about member benefits, claim 

submissions, and many other issues. This Provider Handbook also outlines day-to-day 

operational details for you and your staff. It will describe and clarify the requirements 

identified in the Provider Agreement you hold with Vivida. Updates to this Provider 

Handbook will be posted on Vivida’s website on a periodic basis. As your office receives 

communications from Vivida, it is important that you and/or your office staff read the 

Provider Alerts, Medical Office Notes, Vivida eNews, and other special mailings and retain 

them with this Provider Manual so you can integrate the changes into your practice. All 

Vivida provider materials, including the Provider Handbook and Provider Directory, are 

available online at www.VividaHealth.com. Please note, the term “provider” as used 

throughout this Provider Handbook is inclusive of all practitioners, individual and group 

affiliated, as well as facilities and ancillary service suppliers, as appropriate. 

1.2 Florida Medicaid Program 

Medicaid is the state and federal partnership that provides health coverage for selected 

categories of people with low incomes. Medicaid’s purpose is to improve the health of 

people who might otherwise go without medical care for themselves or their children. 

Medicaid is different in every state. 

As a provider of medical services, please be aware AHCA, Vivida and the provider are 

bound by both federal and state statutes and regulations as well as revisions governing 

the administration of the state plan. The state cannot be reimbursed by the federal 
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government for monies improperly paid to providers for non-covered, unallowable medical 

services. Therefore, Vivida may request a return of any monies improperly paid to 

providers for non-covered services. 

1.2.1 Department for Medicaid Services 

The Florida Medicaid program implemented a new system through which Medicaid 

members (“members”) receive services. This program is called Statewide Medicaid 

Managed Care (SMMC) Managed Medical Assistance (MMA) and is comprised of several 

types of managed care plans (e.g. Health Maintenance Organizations, Provider Service 

Networks or Children’s Medical Services Network). Most Medicaid recipients must enroll 

in an MMA program. 

The Florida Agency for Health Care Administration (AHCA), bears the responsibility for 

developing, maintaining, and administering the policies and procedures, scope of benefits, 

and basis for reimbursement for the medical care aspects of the program. As a provider 

service network (PSN) for AHCA, Vivida makes the actual reimbursement to providers for 

covered services provided to Vivida members. 

1.2.2 Florida Medicaid Member Enrollment and Disenrollment 

Florida Medicaid members may participate in an annual open enrollment period, where 

they may choose to join one of the MCOs contracted by AHCA. New members are given 

one hundred twenty (120) days after the time of enrollment to change MCOs. AHCA is 

responsible for this process and maintains all member eligibility information in their online 

system (see Section 2.4.1). 

Although Vivida has policies in place for instances for requesting disenrollment of a 

member, AHCA is ultimately responsible for dis-enrolling a member from Vivida. 

1.3 Overview of Vivida Health 

Vivida is a provider service organization that serves Medicaid and AHCA.  

Lee Health is a Florida not-for-profit corporation and the sole owner of the PSN. Lee 

Health operates four acute care hospitals: Lee Memorial Hospital, HealthPark Medical 

Center, Gulf Coast Medical Center and Cape Coral Hospital, and two specialty hospitals: 

Golisano Children's Hospital of Southwest Florida and The Rehabilitation Hospital. With 

a total of 1426 beds and over a million patient contacts each year, Lee Health is one of 

the largest public health systems in the state of Florida and receives no direct tax 

support.  

1.4 Important Telephone Numbers 

1.4.1 Case Management 844-243-5175  

The Case Management department is available 8:00 a.m. to 5:00 p.m. EST, Monday 

through Friday. The Case Management department assists members and providers in 

managing and coordinating services to meet the members’ medical and social needs. 
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1.4.2 Compliance Department 

Providers are also required to cooperate with the investigation of suspected fraud and 

abuse. If you suspect fraud or abuse by a Vivida member or provider, it is your 

responsibility to report this immediately by calling one of the telephone numbers listed 

below: 

Vivida Compliance Hotline: 888-695-1476  

Medicaid Fraud Hotline: 888-419-3456 

1.4.3 Health and Disease Management 844-243-5175 

The Health and Disease Management department is available 8:00 a.m. to 5:00 p.m. EST 

Monday through Friday. The Health and Disease Management department offers a 

number of programs to assist providers and members in the management of the 

members’ care, including programs relating to: 

• Chronic Respiratory Disease Management (including asthma and COPD) 

• Congestive Heart Failure (CHF) Disease Management 

• Diabetes Disease Management 

• Early and Periodic, Screening, Diagnosis and Treatment (EPSDT) 

• Mommy Steps Perinatal Program 

• Obesity  

 
1.4.4 Member Services 844-243-5131 TTY: 711 

Member Services representatives are available 8:00 a.m. to 7:00 p.m. EST Monday 

through Friday. Member Services Representatives assist members by answering 

questions regarding changes, benefits, and grievance issues, or by directing members to 

other Vivida departments as needed, and by sending communication materials to 

members as needed. 

1.4.5 Vivida Provider Portal  

The Vivida Provider Portal offers you a secure, real-time online connection between your 

office and Vivida. The Vivida Provider Portal can facilitate your office processes so that 

you spend less time on the phone or processing paperwork. Services offered include 

member eligibility verification, claim status inquiry, and referral submission and inquiry. 

The Vivida Provider Portal is available to all participating network providers. 

1.4.6 Other Services 

Service Provider Telephone Hours 

Behavioral 
Health 

Beacon 
Health 
Options 

800-710-2316 
TTY: 711 
(phone) 

Standard: 8:00 a.m. to 8:00 p.m. EST 
Monday through Friday  
Crisis Line: 24 hours/7 days/week 
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800-370-1116 
(fax)    

www.beaconhealthoptions.com 
(website)     

Nurse Advice 
Line 

Health 
Dialog 

844-865-7920 
(phone) 
800- 499-7033 
(fax) 

24 hours/7 days/week 
referral@healthdialog.com (email)  

Transportation 
(Non- 
emergent) 

OneCall 877-848-5993 
(phone) 
844-418-0531 
(fax) 

RideRequest@onecallcm.com (email) 

Over-the-
Counter-
Supplies 

OTCHS 
(CVS) 

833-331-1571 
(toll free)  
TTY: 877-672-
2688 
866-682-6733 
(fax) 

9:00 a.m. to 8:00 p.m. EST Monday 
through Friday 
 https://vivida.otchs.com   (website) 
  

DME/HH/Infusi
on Pharmacy 

Costal 
Care 
Services, 
Inc. 

855-481-0505 
(For the hearing 
impaired, 
TTD/TTY is 711)            

24 hours/7 days/week 

 

1.4.7 Pharmacy Prior Authorization 844-716-5385 
 

Vivida’s prior authorization department is available 24 hours per day, 7 days a week. Prior 

authorizations for prescriptions should be faxed to 844-716-5385. 

Urgent requests should be reserved for those situations in which applying the standard 

procedure may seriously jeopardize the member’s life, health or ability to regain maximum 

function. The use of urgent fax lines for non-urgent requests is not appropriate. Please 

refer to Section 12 for prior authorization procedural requirements. 

1.4.8 Provider Services 844-243-5175  

Provider Services representatives are available Monday through Friday from 8:00a.m. to 

7:00 p.m. EST. to assist providers with questions about policies, procedures, member 

eligibility and benefits. Representatives are also available if providers need to request 

forms or literature, report member noncompliance, or assist members in obtaining 

ancillary direct access services or other specialty care. 

1.4.9 Utilization Management 844-824-8653 

The Utilization Management (UM) Department is available Monday through Friday from 

8:00 a.m. to 5:00 p.m. EST. You may contact the UM department by calling 844-824-

8653. Please refer to section 5.1 of this provider manual for additional contact information.     

http://www.beaconhealthoptions.com/
mailto:referral@healthdialog.com
mailto:RideRequest@onecallcm.com
https://vivida.otchs.com/
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1.5 Claim Submission 

Providers should submit new and corrected paper claims to the following address: 

Vivida Health Plan 
PO Box 211251 
Eagan, MN 55121 
 

Please refer to Section 15 for additional claims filing instructions. 

Providers should submit appeal or recovery documentation to the following address: 

Vivida Health Plan 
6630 Orion Dr. 
Fort Myers, FL 33912 
 

An active valid Florida Medicaid identification number, assigned by AHCA, is required to 

receive any payment from Vivida for services rendered. 

Other Important Contact Information 

Department of Children and Families (DCF)  

Toll-free: 866-762-2237 
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2.0 Administrative Procedures 
 

2.1 Member Eligibility 

Most individuals meeting the AHCA eligibility criteria for Medicaid are assigned to an 

MCO in the region. DCF determines Medicaid eligibility for: 

• Parents, caretakers, or relatives of children 

• Children 

• Pregnant women 

• Former foster care individuals 

• Non-citizens with medical emergencies 

• Aged or disabled individuals not currently receiving Supplemental Security Income 
(SSI) 
 

Individuals receiving SSI are automatically eligible for Medicaid in Florida. Medicaid 

services are managed by the AHCA. DCF determines eligibility for the following SSI-

Related Medicaid Programs:  

Medicaid programs that have full benefits include:  

• Medicaid for aged and disabled individuals (MEDS-AD)  

• Institutional Care Program (ICP)  

• Hospice  

• Home and Community Based Services (HCBS) Waiver Programs  

Medicaid programs that have limited benefits include:  

• Medically Needy (MN)  

• Medicare cost-sharing programs:  

o Qualified Medicare Beneficiary (QMB) 

o Special Low-income Medicare Beneficiary (SLMB) 

o Qualifying Individuals 1 (QI-1) 

*If you have any questions regarding Medicaid eligibility criteria, contact DCF at 866-762-

2237 

2.1.1 Vivida Health Plan Assignment 

AHCA assigns eligible beneficiaries to Vivida after the beneficiary selects Vivida on their 

enrollment application or as part of an automatic assignment process developed by 

AHCA.   

Once assigned to Vivida, members will receive a welcome kit, which includes a Welcome 

Letter, Member Identification Card, a Health Risk Assessment (HRA), and a Member 

Handbook. 
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2.2 Choosing a Primary Care Provider (PCP) 

Making sure members have a medical home is at the heart of Vivida’s approach to 

managed care. The PCPs, in their role as the medical home, provide members with 

primary and preventive care and arrange other medically necessary services for 

members. Therefore, Vivida acts quickly to make sure members are linked to a medical 

home. Members enrolled in Vivida must choose a PCP or they will be assigned to a PCP 

within Vivida’s network. 

2.2.1 Changing PCPs 

Members may change their PCP selection at any time by calling Member Service at 844-

243-5131 TTY: 711.  

2.3 Identification Cards  

Vivida issues an identification card for each member. Members are advised to keep 
their ID card with them at all times.  
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ID cards contain the following information: 

• Member’s name and date of birth; 

• PCP group name and telephone number; 

• Vivida identification number; 

• Vivida contact information; and  

• Claims filing address. 
 

2.3.1 Member Identification and Eligibility Verification 

 

Vivida member eligibility varies by month. Therefore, each participating provider is 

responsible for verifying member eligibility with Vivida before providing services. Providers 

may verify eligibility using the following methods: 

Online – Log into www.VividaHealth.com 

Telephone – Call Member Services at 844-243-5131 TTY 711.  

 

2.4 Health Education and Special Programs 

Vivida may refer members to health education classes provided by health agencies and 

providers or to Vivida-provided programs. Providers who identify members who could 

benefit from education for a specific condition (e.g. pregnancy, asthma, congestive heart 

failure or diabetes) may call 844-243-5175 for class information and schedules. Members 

also have access to health topics through an audio health library that includes pre-

recorded messages on topics provide information on preventing illness, identifying 

warning signs and administering self-care. A member may call the 24-Hour Nurse Advice 

Line to access the audio health library (see Section 2.6.3). 

2.4.1 Healthy Behaviors Rewards Program 

Healthy Behaviors Rewards Program is a program offered by Vivida, in accordance with § 

409.973(3), Fla. Stat., which encourages, and rewards behaviors designed to improve the 

member’s overall health. Please direct our members to the member portion of our website 

for more information on Health Behavior Rewards Program. This information can be found 

at www.VividaHealth.com. 

Members with chronic conditions may need help addressing behaviors that negatively 

impact their chronic conditions such as being overweight, smoking or having a sedentary 

lifestyle. Health coaches educate members about healthy diets, exercise, and smoking 

cessation and refer members to support lines, community classes and support groups 

such as:  

• Local smoking cessation classes, such as Lee Health’s Quit Smoking Now 

monthly program led by trained cessation specialists  



 

Page 16 of 135 
 

• The state’s Tobacco Free Florida website and Quit Coach support line  

• Chronic Disease Self-Management Programs  

• Local weight management and nutrition classes  

 

If a member needs additional help and encouragement with healthy behaviors, the coach 

may make a referral to the local care management team Community Health Worker who 

contacts the member by phone or in-person to provide this assistance, such as arranging 

participation in classes and access to transportation and helps coordinate care.  

The health coach also helps members access covered benefits that support self-

management such as smoking cessation products, medications and equipment, such as 

nebulizers or inhalers. The coach works with the member’s PCP and, when prior 

authorization is required, UM staff. 

2.4.2 Member Incentives  

Vivida also actively encourages healthy behaviors and adherence to recommended care 

for its members. In addition to Vivida’s member education efforts, members can earn 

incentives to engaging in activities that improve their health and decrease the risk of 

PPEs.  

Members may earn $25 per qualifying activity up to a maximum of $50 a year distributed 

on a reloadable debit card. Qualifying activities are:  

• Prenatal and postnatal visit (must attend all prenatal and post-natal visit with a 

provider)  

• Well child visits (must attend all well child visits per Bright Futures/American 

Academy of Pediatrics, AAP, for age)  

• Closing care gaps (must have all necessary care gaps closed based on age, 

gender and race)  

• Comprehensive diabetes care (must be compliant with appropriate care for 

diagnosis: eye exam, foot exam and HbgA1c)  

• Medication compliance for people with asthma (if identified as asthmatic 

through care programming, must be compliant with medication regimen and 

provider visits)  

• Compliance with psychotropic medication regimen (if identified through care 

programming, must be compliant with medication regimen and provider visits)  

• Participation and graduation from specific care management program  

• Dental visit and completed treatment plan  

• Successful participation in a medically-approved smoking cessation  

• Successful participation in a medically directed weight loss program  

• Successful participation in a medically approved alcohol or substance abuse 

recovery program 
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2.5. Translator and Interpreter Services 

2.5.1 Help for Those with Impaired Vision or Hearing or in Need of Interpreter 
Services 

The Member Handbook is available in alternative formats for members with visual 
impairments. Additionally, for members with hearing impairments who use a 
Telecommunications Device for the Deaf, Vivida’s TDD/TTY number for Member Services 
is 844-243-5131 TTY: 711. PCP’s should coordinate interpreter services for Vivida 
Members as needed.   

Providers should assist in the coordination of interpreter services for members by 
contacting Vivida Health’s Member Services to arrange appropriate assistance. Members 
may receive interpreter services at no cost when necessary to access covered services. 
Interpreter services available include verbal translation and sign language for the hearing 
impaired. 
 
2.5.2 24-Hour Nurse Advice Line and Audio Health Library 

Providers can encourage members to talk with a nurse 24 hours’ a day, 7 days a week by 
calling the 24-Hour Nurse Advice Line at 1-844-865-7920. Through the same number, 
Vivida members may access an audio health library of over 35 categories of health care 
topics, including: 

Allergies and Immune System Medicines 

Blood and Cancer Mental and Behavioral Health 

Bones, Muscles, and Joints Men’s Health 

Brain and Nervous System Pain Management 

Cancer Physical and Sports Medicine 

Heart and Blood Vessels Pregnancy 

Children Preventive Health 

Mouth and Teeth Respiratory and Lung Problems 

Diabetes Sexual and Reproductive Health 

Diet and Exercise Skin 

Digestive System Sleep Disorders 

Ear, Nose, and Throat Social and Family 

Eyes Surgery 

General Health Tests and Diagnostic Procedures 

Hormones Urinary Problems 
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Infectious Disease Women’s Health 

Injuries  

 

Additionally, for members with hearing impairments who use a Telecommunications 

Device for the Deaf, the TDD/TTY number for the Nurse Advice Line is 1-844-865-7920. 

2.6 Credentialing/Re-Credentialing  

2.6.1 Initial Application Process 

To join the Vivida network, an application and credentialing process must be take place.  
This can be initiated by calling our Provider Services department at 844-243-5175.  Vivida 
will send you a provider application packet and work with you to become credentialed 
and, if approved, contracted as a Vivida network provider. Providers can also fill out a 
Provider Enrollment Request form online at www.VividaHealth.com. 
 
Vivida participates with CAQH. Providers who are participating with this common 
credentialing application database should include their CAQH provider ID number with 
documents submitted to Vivida.  

Vivida Health’s policies and procedures regarding selection and retention do not 
discriminate against providers who service high-risk populations who specialize in 
conditions that require costly treatment or based upon that Provider’s licensure or 
certification. 

2.6.1.1 Providers 

New providers must include at a minimum the following information: 

• A letter requesting that provider be added to the contract; 

• Completed Provider Application or a CAQH number should be provided; 

• A current and valid license to practice;  

• A Florida Medicaid Provider Number; 

• A National Provider Identification (NPI); 

• Valid DEA and CDS certification(s), if applicable; 

• Education and training; 

• Board certification status, if applicable; 

• Work history, minimum of 5 years; 

• A history of professional liability claims that resulted in settlement or judgment 

paid on behalf of the provider; 

• State sanctions, restrictions on licensure, or limitations on scope of practice; 

• Medicare and Medicaid sanctions;  

• Reasons for inability to perform the essential functions of the position; 

• Documentation identifying a lack of present illegal drug use; 

• History of loss of license and felony convictions; 
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• History of loss or limitation of privileges or disciplinary actions; 

• Current malpractice insurance coverage; and 

• Current and signed attestation confirming the correctness and completeness of 

the application. Information collected on the application must be no more than 

six (6) months old on the date the provider is approved the plan.  If using 

CAQH, the attestation must be no more than ninety (90) days old upon 

submission of the request for credentialing   

Vivida will verify that a level II background check was performed, pursuant to § 409.907, 

Fla.Stat., to validate the eligibility of Vivida Medicaid treating providers not currently 

enrolled in the fee-for-service program. 

Site visits are performed for all primary care providers, OB/GYN’s and un-accredited 
ancillary facilities. The site visit will evaluate appearance, accessibility, record keeping, 
and safety procedures. A satisfactory score of >80% must be obtained prior to finalizing 
the credentialing process.   

Once the application is completed, the Vivida Credentialing Committee will render a final 
decision on the provider’s acceptance/denial. Providers will be notified of the decision 
within 60 days from the date of the committee meeting. Approved Providers are fully 
onboarded within 60 days.  

Providers must be credentialed prior to accepting or treating members. PCPs cannot 
accept member assignments until they are fully credentialed.  

2.6.2 Providing Services Prior to Becoming a Credentialed Vivida Provider 

If a provider determines a member must be seen prior to the assignment of a Provider ID 

number and notification of the receipt of a completed and signed application by Vivida, the 

provider must obtain an authorization from Vivida’s UM department in order to receive 

payment for services. Please note that an authorization for service does not guarantee 

payment.  

2.6.3 Re-credentialing Process 

All providers who required credentialing will be re-credentialed at a least every 36 months.  

Providers may be re-credentialed earlier than 36 months if other quality or service data 

has identified the need for an earlier review.   

2.6.4 Credentialing Committee 

Vivida’s Credentialing Committee is composed of participating providers in the network 

and chaired by the Health Plan's CMO or designated Medical Director (MD).  The 

Committee reviews each applicant and votes for acceptance for participation, denial for 

participation, request additional information, creation of a provider corrective action plan, 

and/or a modifying provider’s participation status, e.g. a re-credentialing date of less than 

three years. The Committee will not vote for acceptance or denial based on a provider’s 

race, ethnic/national identity, gender, age, sexual orientation, types of procedures 

performed, or types of patients. The Committee may request additional information from a 
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provider if there are areas in which further clarification is needed prior to making a 

decision. Providers being reviewed where additional information is needed are considered 

non-participating until a final decision is reached by the Committee. The Health Plan’s 

CMO or designated MD may implement immediate administrative restrictions with regard 

to any Provider where the Health Plan’s CMO or MD believes such restriction is 

necessary to protect the health and safety of members. 

2.6.5 Provider Rights  

Providers have the right to review information obtained from outside sources (e.g. 

malpractice insurance carriers, state licensing boards) and to correct erroneous outside 

source information that was used to support the provider’s credentialing application.   

To request information obtained by outside sources, or to correct erroneous information, 

contact Vivida Credentialing Department at 844-243-5175. When requesting a correction 

of erroneous information, contact Vivida Credentialing Department within 7 business days 

of receipt of the requested outside source information that was used to support your 

credentialing application. 

Should Vivida decide to deny or terminate a provider from participation with Vivida, the 

provider will receive notification of the decision. The notification will include the reasons 

for the denial or termination, the provider’s rights to appeal and request a hearing within 

30 days of the date of the denial notice, and a summary of the provider’s hearing rights. 

2.7 Provider Terminations/Changes in Provider Information 

2.7.1 Provider Terminations 

A provider desiring to terminate his/her participation with Vivida must refer to their Vivida 

contract for specific information about terminating.   

2.7.2 Changes in Provider and Demographic Information 

Providers are required to provide prior written notice to Vivida’s Provider Relations 

department of any changes in information regarding their practice. Such changes include: 

• Physical Address changes, including satellite offices; 

• 1099 mailing address; 

• Group name or affiliation; 

• Billing address; 

• Telephone and fax number; and 

• Tax Identification Number (new W-9 required). 

2.7.3 Panel Closings/Opening 

Vivida recognizes that PCPs may occasionally need to limit the number of patients in their 

practices in order to deliver quality care. To request a panel be closed, PCPs must: 

• Provider a 60-day advance written notice to Provider Relations 
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• Maintain the panel of Vivida members who were assigned to the PCP before 

closing of the panel 

If a PCP wishes to re-open his/her panel, a written notice must be sent to Provider 

Relations with a specific effective date. 

2.7.4 Member Dismissals from PCP Practices 

PCPs have the right to request a member's disenrollment from their practice and request 

the member be reassigned to a new PCP for the following circumstances: 

• Incompatibility of the PCP/patient relationship; 

• Member has not utilized a service within one year of enrollment in the PCPs 

practice and the PCP has documented unsuccessful contact attempts by mail 

and phone on at least six (6) separate occasions during the year; or  

• Inability to meet the medical needs of the member.  

PCPs do not have the right to request a member’s disenrollment from their practice in the 

following situations:   

• A change in the member’s health status or need for treatment; 

• The member’s utilization of medical services; 

• A member’s diminished mental capacity; or 

• A member’s disruptive behavior that results from the member’s special health 

care needs unless the behavior impairs the PCP’s ability to provide services to 

the member or others. 

Disenrollment requests shall not be based on the grounds of race, color, national origin, 

handicap, age, or gender.   

Disenrollment requests must be submitted to Vivida and sent via fax to Provider Services 

at 844-243-5175. Requests must include provider name, provider group ID number, 

member name, member ID number, reason for disenrollment request, and effective date. 

Members are not disenrolled from the PCP’s practice until all required information is 

received. Questions regarding this process may be directed to Provider Services at 844-

243-5175 or your Provider Relations Representative.                 

Disenrollment requests meeting Vivida’s requirements as stated above are reviewed, 

determined to be appropriate, and processed within five (5) business days of receipt by 

Provider Services. The disenrollment effective date must be at least thirty (30) days from 

the request date to allow for the member’s transition to a new PCP unless extenuating 

circumstances necessitate an immediate effective date.  

The initial PCP must continue to serve the member until the new PCP assignment 

becomes effective, barring ethical or legal issues. The member has the right to appeal 

such a transfer via Vivida’s formal appeal process.       
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If a PCP's request does not meet the above stated requirements, the appropriate Provider 

Relations Representative will contact the PCP directly to discuss.  

Please note this process does not apply to "age-out" disenrollment for pediatric practices.        

2.8 Provider Grievances and Appeals  

Providers have the right to file a dispute the Managed Care Plan’s policies, procedures or 

any aspect of a Managed Care Plan’s administrative functions, included proposed 

actions, claims/billing disputes and service authorizations.  

Providers do not have appeal rights through the member plan appeals process.  

2.8.1 How do Providers File a Complaint? 

Vivida Health has dedicated staff for providers to contact via telephone, electronic mail, 

regular mail, or in person, to ask questions, file a provider compliant and resolve 

problems. Provider may contact Provider Services at 844-243-5175 to file a complaint. 

Complaints may also be submitted by mail at the address listed further below.  

1. Non-Claim issues; Vivida shall:  

a) Allow providers forty-five (45) days to file a written Complaint.  

b) Within three (3) business days of receipt of a Complaint, notify the provider 

(verbally or in writing) that the Complaint has been received and the expected 

date of resolution;  

c) Thoroughly investigate each provider Complaint using applicable statutory 

regulatory, contractual and provider agreement provisions, collection all 

pertinent facts from all parties and applying applicable plan written procedures;  

d) Provide written notice of the status to the provider every fifteen (15) days 

thereafter; and  

e) Resolve all Complaints within ninety (90) days of receipt and provide written 

notice of the disposition and the basis of the resolution to the provider within 

three (3) business days of resolution. Vivida shall maintain a complete and 

accurate record of all Complaints and shall make such records available upon 

request of the Agency.  

2. Claim issues, in accordance with § 641.3155 Fla. Stat., Vivida shall:  

a) Allow providers ninety days (90) from the date of the final determination for the 

primary payer to file a written Complaint for claims issues;  

b) Within three (3) business days of receipt of a claim Complaint, notify the 

provider (verbally or in writing) that the Complaint has been received and the 

expected date of resolution;  

c) Within fifteen (15) days of receipt of a claim Complaint, provider written 

notice of the status of the Complaint to the Agency and provider. For claims 

issues that require additional time to research, Vivida must submit a written 



 

Page 23 of 135 
 

request to the Agency within three (3) business days of receipt of the Complaint 

and shall include:  

i. An explanation for the need of an extension; and  

ii. Expected time needed beyond the fifteen (15) days for research and 

response.  

iii. Approval is contingent upon Agency review.  

iv. Vivida must provide written notice of the status to the provider every 

fifteen (15) days thereafter; and  

(d) In accordance with § 641.3155, Fla. Stat., resolve all claims Complaints within sixty 

(60) days of receipt and provide written notice of the disposition and the basis of the 

resolution to the provider within three (3) business days of resolution.  

In accordance with § 408.7057, Fla. Stat., Vivida Health will participate with the Agency’s 

contracted dispute resolution vendor for managing, addressing, and resolving provider 

complaints related to claim issues. The process shall be in compliance with § 641.3155, 

Fla. Stat. 

Providers must return any overpayment to Vivida at the address set forth in this handbook 

within sixty (60) days after the date on which the overpayment was identified, and to notify 

Vivida in writing of the reason for the overpayment.  (42 CFR 438.608 (d)(2)). 

Submit Provider Complaints to: 

Type of Appeal Timing of Appeal Address 

Claims Payment Issues Must be submitted within 
ninety (90) calendar days 
of last process date of 
claim. 

6630 Orion Dr. 
Fort Myers, FL 33912 

Non-Claims Issues Must be submitted within 
forty-five (45) calendar 
days of last process date 
of claim. 

6630 Orion Dr. 
Fort Myers, FL 33912 

Contractual Issues Must be submitted within 
ninety (90) calendar days 
of the occurrence of the 
contractual issue being 
appealed. 

6630 Orion Dr. 
Fort Myers, FL 33912 

Credentialing Denial or 
Credentialing or Quality 
Network Termination 

Must be submitted within 
thirty (30) calendar days of 
the adverse benefit 
determination.  Provider 
may request a hearing. 

6630 Orion Dr. 
Fort Myers, FL 33912 

Overpayment Recovery 
and Recoupment 

Must be submitted within 
60 calendar days from 
postmark date or 
electronic delivery date of 

6630 Orion Dr. 
Fort Myers, FL 33912 
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written notice of 
overpayment recovery 
request. 

 

Appeals submitted after the times listed above will be denied for untimely filing. 

At no time will punitive or retaliatory action be taken against a provider for filing a 

Complaint, including one made directly to the Agency, or for supporting a member appeal. 

2.9 Members’ Rights 

Members are informed of their rights and responsibilities through the Member Handbook. 

Vivida providers are also expected to respect and honor members’ rights. 

The rights of our members include, without limitation, the right to: 

• Be treated with courtesy and respect; 

• Have your dignity and privacy respected at all times;  

• Receive a quick and useful response to your questions and requests;  

• Know who is providing medical services and who is responsible for your                      
care; 

• Know what member services are available, including whether an interpreter is 
available if you do not speak English; 

• Know what rules and laws apply to your conduct; 

• Be given information about your diagnosis, the treatment you need, choices of 
treatments, risks, and how these treatments will help you; 

• Say no any treatment, except as otherwise provided by law; 

• Be given full information about other ways to help pay for your health care;  

• Know if the provider or facility accepts the Medicare assignment rate;  

• To be told prior to getting a service how much it may cost you;  

• Get a copy of a bill and have the charges explained to you;  

• Get medical treatment or special help for people with disabilities, regardless of 
race, national origin, religion, handicap, or source of payment;  

• Receive treatment for any health emergency that will get worse if you do not get 
treatment;  

• Know if medical treatment is for experimental research and to say yes or no to 
participating in such research;  

• Make a complaint when your rights are not respected;  

• Ask for another doctor when you do not agree with your doctor (second medical 
opinion); 

• Get a copy of your medical record and ask to have information added or 
corrected in your record, if needed;  

• Have your medical records kept private and shared only when required by law 
or with your approval;  

• Decide how you want medical decisions made if you can’t make them yourself 
(advanced directive); 



 

Page 25 of 135 
 

• To file a grievance about any matter other than a Plan’s decision about your 
services; 

• To appeal a Plan’s decision about your services; and 

• Receive services from a provider that is not part of our Plan (out-of-network) if 
we cannot find a provider for you that is part of our Plan. 

  
The responsibilities of Vivida members include: 

 

• Give accurate information about your health to your Plan and providers; 

• Tell your provider about unexpected changes in your health condition;  

• Talk to your provider to make sure you understand a course of action and what 
is expected of you;  

• Listen to your provider, follow instructions and ask questions;  

• Keep your appointments or notify your provider if you will not be able to keep an 
appointment; 

• Be responsible for your actions if treatment is refused or if you do not follow the 
health care provider's instructions; 

• Make sure payment is made for non-covered services you receive;  

• Follow health care facility conduct rules and regulations;  

• Treat health care staff with respect;  

• Tell us if you have problems with any health care staff;  

• Use the emergency room only for real emergencies;  

• Notify your case manager if you have a change in information (address, phone 
number, etc.); 

• Have a plan for emergencies and access this plan if necessary for your safety;  

• Report fraud, abuse and overpayment. 

2.10 Member Grievances and Appeals 

2.10.1 What is Appealable? 

All Vivida Health members shall have sixty (60) calendar days from the date on the notice 

of the adverse benefit determination from Vivida Health to file an appeal either orally or in 

writing in accordance with 42 CFR § 438(F). 

2.10.1.1 Member Adverse Benefit Determination  

The denial or limited authorization of a requested service, including the type or level of 

service, pursuant to 42 CFR § 438.400(b); the reduction, suspension or termination of a 

previously authorized service. The denial, in whole or in part, of payment for a service; 

the failure to provide services in a timely manner, as defined by the state; the failure of 

the Managed Care Plan to act within ninety (90) days from the date the Managed Care 

Plan receives a grievance, or thirty (30) days from the date the Managed Care Plan 

receives an appeal; for a resident of a rural area with only one (1) managed care entity, 

the denial of a member’s request to exercise the right to obtain services outside the 

network; and the denial of a member’s request to dispute a financial liability. 
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2.10.1.2 No Retaliation for Filing an Appeal  

At no time will punitive or retaliatory action be taken against a member for filing an appeal 

or a provider for supporting a member appeal. 

2.10.2 How Does a member File an Appeal? 

All requests must be submitted within sixty (60) calendar days from the date on the Notice 

of Adverse Benefit Determinations (NABD). 

If the member request for appeal is submitted after sixty (60) calendar days from the date 

on the Notice of Adverse Benefit Determination (NABD), then good cause must be shown 

in order for Vivida to accept the late request. Examples of good cause may include: 

• The member was seriously ill and was prevented from receiving a timely 

appeal; 

• There was a death or serious illness in the member’s immediate family; or 

• Pertinent records were destroyed or damaged by fire or other accidental cause. 

2.10.2.1 Method of Appeal 

Member appeals can be either oral or in writing.  An oral appeal must be followed by a 

written appeal, signed by the member and received by us within ten (10) calendar days of 

the member’s oral appeal.   

For verbal filings, the time frames for resolution begin on the date the verbal filing was 

received by Vivida.  

2.10.2.2 Authorized Representative  

An individual who has the legal authority and written consent to make decisions on behalf 

of a member or potential member in matters related to the Managed Care Plan. 

A provider shall not be an authorized representative without the member’s written consent 

for the specific adverse benefit determination that is being appealed or that is the subject 

of a state fair hearing. The written consent shall be signed and dated by the member no 

earlier than the date of the adverse benefit determination taken by Vivida. 

2.10.2.3 Help for Member’s with Filing an Appeal  

Members may request assistance with the appeal process including, but not limited to, 

auxiliary aids and services upon request, such as providing interpreter services and toll-

free numbers that have adequate TTY-TTD and interpreter capability; by contacting the 

Appeal Department at 844-243-5131. 
 

2.10.2.4 Acknowledgement of Receipt of the Appeal 

Within five (5) working days of receiving an appeal, Vivida will send the member a written 

notice that the appeal has been received and the expected date of resolution.  
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2.10.2.5 Continuance of Services during an Appeal 

A member may request continuation of medical services during the appeals process. To 

do this: 

• The member must file their appeal with us within ten (10) calendar days of the 

Notice of Adverse Benefit Determinations (NABD) or within ten (10) days after 

the date the service will be reduced, suspended or stopped, whichever is later; 

• The appeal involves an action taken to reduce, suspend, or stop a service 

already approved; 

• The service must have been ordered by an authorized Provider; and 

• The original time period covered by the approval has not yet ended. 

2.10.2.6 Expedited Appeals 

An expedited review process is available for a member when the standard resolution time 

frame could place the Member at risk or seriously compromise the Member’s health or 

well-being seriously jeopardize the Member’s life, physical or mental health, or ability to 

attain, maintain or regain maximum function. Expedited appeals are resolved within 

seventy-two (72) hours of receipt of the request. If Vivida denies a request for a member 

request for an expedited appeal, the appeal will be resolved within thirty (30) calendar 

days of receipt of the original request for appeal. Vivida will give the Member prompt oral 

notice of the decision to deny expedition of the appeal. Vivida will follow up with a written 

notice within two (2) calendar days of the denial.   

2.10.2.7 Conduct of the Review  

The review will be conducted by an individual who was not involved in the initial decision.  

Appeals involving denials for lack of medical necessity, the denial of expedited resolution 

of the appeal or clinical issues will be conducted by health care professionals who have 

the appropriate clinical expertise concerning the condition or disease under appeal. 

Members shall be given an opportunity to present evidence, testimony and allegations of 

fact or law, in person as well as in writing and will take into account all comment, 

documents, records, and other information submitted by the Member or their 

representative without regard to whether such information was submitted or considered in 

the initial adverse benefit determination.  

2.10.2.8 Resolution of the Standard Appeal  

All member appeals are resolved within thirty (30) calendar days of receipt of the appeal, 

unless the time period is extended by fourteen (14) calendar days upon request of the 

member or a request made by Vivida.  If Vivida requests the extension, Vivida will provide 

the member with oral notice of the reason for the delay by end of business on the day of 

the determination and with written notice of the reason for the delay within two (2) 

calendar days. Member’s will receive a written notice of the resolution of the appeal.  The 

notice will include the right to request a State Fair Hearing.  
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2.10.2.9 Member Requests for a State Fair Hearing  

If a member is not satisfied with the appeal resolution, the member has the right to 

request a State Fair Hearing. The member must exhaust the Vivida internal appeal 

process prior to requesting a State Fair Hearing.  Requests for a State Fair Hearing must 

be made in writing postmarked or filed with AHCA, within one hundred twenty (120) days 

of the notice of the appeal decision.  Requests for a State Hearing should be forwarded 

to:  

Agency for Health Care Administration  

Medicaid Hearing Unit  

P.O Box 60127  

Ft. Myers, FL 33906  

(877) 254-1055 (toll-free)  

239-338-2642 (fax)  

MedicaidHearingUnit@ahca.myflorida.com  

 

2.10.2.10 What is a Complaint or Grievance? 

Complaint — Any oral or written expression of dissatisfaction by a member submitted to 

the Managed Care Plan or to AHCA and resolved by the close of business the following 

business day. Possible subjects for complaints include, but are not limited to, the quality 

of care, the quality of services provided, aspects of interpersonal relationships such as 

rudeness of a provider or Managed Care Plan employee, failure to respect the member’s 

rights, Managed Care Plan administration, claims practices, or provision of services that 

relates to the quality of care rendered by a provider pursuant to the Managed Care Plan’s 

Contract. A complaint is a subcomponent of the grievance and appeal system. 

Member Grievance — An expression of dissatisfaction about any matter other than an 

adverse benefit determination. Possible subjects for grievances include, but are not 

limited to, the quality of care, the quality of services provided and aspects of interpersonal 

relationships such as rudeness of a provider or Managed Care Plan employee, failure to 

respect a member’s rights, or a member dispute of an extension of time proposed by the 

Managed Care Plan to make an authorization decision.   

2.10.2.11 No Retaliation for Filing a Complaint or Grievance  

At no time will punitive or retaliatory action be taken against a member for filing a 

grievance or a provider for supporting a member grievance.  

2.10.2.12 How do Member’s file a Complaint or Grievance? 

Vivida shall resolve complaints by close of business on the business day following receipt. 

If a complaint is not resolved within one business day following receipt, Vivida shall enter 

the complaint as a grievance.  
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Grievances are investigated, resolved and closed within ninety (90) calendar days of 

receipt. 

2.10.2.13 Method of Filing of Grievance 

Grievances can be submitted either orally or in writing.  

2.10.2.14 Submit Member Grievances to 

 Vivida Health 
 6630 Orion Dr. 
 Fort Myers, FL 33912 

Grievance staff are available Monday through Friday 8am – 7pm. 

2.10.2.15 Acknowledgement of Receipt of the Grievance 

Within five (5) working days of receipt of a grievance, Vivida will provide the Member with 

a written notice that the grievance has been received and the expected date of resolution.  

2.10.2.16 Investigation 

The full investigation shall be completed by the Appeals and Grievance Coordinator by an 

individual who was not involved in the initial decision.   

2.10.2.17 Resolution of the Grievance   

All Member grievances are resolved within ninety (90) calendar days of the date the 

grievance was received. Members will receive a resolution letter that includes the 

information considered in investigation the grievance, findings and conclusions based on 

the investigation and the disposition of the grievance. 

Resolution may be extended by up to fourteen (14) calendar days if the member requests 

the extension, or if we determine there is a need for additional information and the 

extension is in the member’s interest.  For any extension not requested by the member, 

Vivida will provide oral notification for the reason for the extension and mail the written 

notice within two (2) calendar days of the decision to extend the timeframe.  

2.10.2.18 Member Co-Payment Provision 

If co-payments are waived as an expanded benefit, the Provider must not charge 

Members co-payments for Covered Services; and if co-payments are not waived as an 

expanded benefit, the amount paid to Providers will be the contracted amount, less any 

applicable co-payments.  Late fees for Medicaid Intuitional Care Programs (ICPs), 

Hospice and Assisted Living Facilities (ALFs) shall be charged to Vivida Members. 
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3.0 Provider Roles and Responsibilities 

3.1 Confidentiality 

In accordance with federal and state laws, Vivida has established confidentiality policies 

and practices for its own operation and to outline expectations to our provider network. To 

obtain a copy of Vivida’s Notice of Privacy Practices (NPP), please visit 

www.VividaHealth.com. 

All providers must comply with state and federal laws and regulations and Vivida’s policies 

on the confidential treatment of member information in all settings. 

All providers are to treat members’ protected health information (PHI), including medical 

records, confidentially and in compliance with all federal and state laws and regulations, 

including laws regarding mental health, substance abuse, HIV and AIDS, as well as the 

Health Insurance Portability and Accountability Act (HIPAA). It is the provider’s 

responsibility to obtain the member’s written consent for the purpose of sharing member 

health information. 

Providers are authorized to share members’ protected health information with Vivida for 

the purposes of treatment, payment, and health care operations, including requesting 

Vivida to process claims and administer reimbursement for the same. 

Providers rendering services to Vivida members are required to obtain special consent 

(authorization) from members for any uses or disclosures of protected health information 

beyond the uses of payment, treatment, and health care operations, unless otherwise 

permitted or required by law. Members have the right to specifically approve or deny the 

release of personal health information for uses other than payment, treatment, and health 

care operations. Examples of uses and disclosures that require special consent or 

authorization include data requested for workers’ compensation claims, release of 

information that could result in the member being contacted by another organization for 

marketing purposes, and data used in research studies. 

In cases where consent is required from members who are unable to give it or who lack 

the capacity to give it, Vivida and its providers will accept special consent or authorization 

from persons designated by the member. Designated persons, such as parents or 

guardians, may authorize the release of personal health information and may obtain 

access to information about the member. 

Member information transferred from Vivida to another organization as permitted by 

routine or special consent will be protected and secured according to Vivida’s privacy 

policies and procedures and in compliance with state and federal privacy laws and 

regulations. 

Provider agrees to cooperate with Vivida’s Quality Management Program and all other 

quality management activities, including the use of performance data. Provider 

http://passporthealthplan.com/wp-content/uploads/2015/08/PASSPORT-NOTICE-OF-PRIVACY-PRACTICES-AUGUST-2015.pdf
http://passporthealthplan.com/wp-content/uploads/2015/08/PASSPORT-NOTICE-OF-PRIVACY-PRACTICES-AUGUST-2015.pdf


 

Page 32 of 135 
 

performance data may include, but is not limited to, medical records, provider experience, 

patient experience, and claims. The data received will be used in the development or 

improvement of activities and initiatives, credentialing activities, and public reporting to 

consumers. Vivida will use member information for quality studies, health outcomes 

measurements, and other aspects of health operations and will de-identify the information 

as required by law.  

Vivida members are permitted to access, copy, and inspect their medical records upon 

request. Florida records custodians may charge a patient the reasonable cost of copying a 

record, § 456.057, Fla. Stat. Members can get a copy of the relevant medical records 

during a benefit fair hearing for free.  

3.2 The Role of the Primary Care Provider (PCP) 

A participating provider practicing as a general or family provider, internist, pediatrician, 

obstetrician, gynecologist, advanced registered nurse provider, physician assistant, or 

other specialty approved by AHCA, who furnishes primary care and patient management 

services to a member. The PCP must have admitting privileges at a hospital or a formal 

referral agreement with a provider possessing admitting privileges and agrees to provide 

primary health care services to individuals twenty-four (24) hours per day, seven (7) days 

per week. 

Vivida will monitor the PCP's actions to ensure he/she complies with Vivida and AHCA 

policies including but not limited to the following: 

• Maintaining continuity of the member's health care; 

• Exercising primary responsibility for arranging and coordinating the delivery of 

medically- necessary health care services to members; 

• Making referrals for specialty care and other medically necessary services, both 

in and out of network, if such services are not available within Vivida's network; 

• Maintaining a current medical record for the Member, including documentation 

of all PCP and specialty care services, including periodic preventive and well-

care services, and providing appropriate and timely reminders to members 

when services are due; 

• Discussing Advance Medical Directives with all members as appropriate. See 

Section 3.4.4. Advanced Directives; 

• Providing primary and preventative care, recommending or arranging for all 

necessary preventive health care, and adhering to the EPSDT periodicity 

schedule and the Vaccines For Children (VFC) immunization schedule for each 

Vivida member younger than twenty-one (21) years of age. Documenting all care 

rendered in a complete and accurate medical record that meets AHCA 

specifications; 

• Screening and evaluation procedures for the detection and treatment of, or 

referral for, any known or suspected behavioral health problems; 

• Arranging and referring members when clinically appropriate, to behavioral 

health providers; 
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• Providing periodic physical examinations as outlined in the Preventive Health 

Guidelines; 

• Providing routine injections and immunizations; 

• Providing or arranging 24-hours a day, seven days a week access to medical 

care. For additional information, see Section 4.0 – Office Standards; 

• Arranging and/or providing necessary inpatient medical care at participating 

hospitals; and 

• Providing health education and information. 

It is the responsibility of all PCPs to manage the care of their Vivida panel members and 

direct the members to specialty care services when necessary. 

Each PCP receives a monthly member panel list of those members who have selected or 

been assigned to him or her. It is advisable to verify eligibility at, or before, the time of 

service using the online eligibility tools at www.VividaHealth.com or by calling Provider 

Services at 844-243-5175. Even with this verification, there are times when AHCA 

retroactively terminates eligibility for certain members. In these circumstances, Vivida may 

recoup any amounts paid to providers for these patients. 

3.3 The Role of Specialists and Consulting Providers 

Specialty care providers provide care to members referred by their PCP. The specialty 

care provider must coordinate care through the PCP and must obtain necessary prior 

authorization for hospital admissions or specified diagnostic testing procedures. Refer to 

Section 5.3, “Authorization Requirements,” for a complete listing of procedures requiring 

prior authorization from Vivida’s UM department. 

Except for Direct Access Services and a few other services (see Section 6.1, “Member 

Self-Referral Direct Access”), all members must obtain a valid referral from the PCP prior 

to receiving services from most specialty care providers/providers. 

Specialty providers must review the referral section of the PCP referral form to determine 

which services have been referred. The specialist must contact the PCP if he or she 

intends to provide services in excess of those initially requested. In these cases, the PCP 

must generate a second referral to cover the additional services. 

It is important that the specialty care provider communicates regularly with the PCP 

regarding any specialty treatment. Specialists are to report the results of their services to 

the member’s PCP just as they would for any of their patients. The specialist should copy 

all test results in a written report to the PCP. The PCP is to maintain referrals and 

specialist reports in the member’s central medical record and take steps to ensure that 

any required follow-up care or referrals are provided. 

For electronic referral submission guidelines via Vivida Provider Manual, please refer to 

Section 6.3. 



 

Page 34 of 135 
 

3.4 Responsibilities of All Providers 

3.4.1 Provider and Member Communications 

It is the provider’s responsibility to provide appropriate and adequate medical care to 

Vivida members, and no action of Vivida or any entity on the Plan’s behalf, in any way, 

absolves, relieves, or lessens the provider’s responsibility and duty to provide appropriate 

and adequate medical care to all patients under the provider’s care. Vivida agrees that 

regardless of the coverage limitations of the plan, the provider may freely communicate 

with members regarding available treatment options and that nothing in this Provider 

Manual shall be construed to limit or prohibit open clinical dialogue between the provider 

and the member. 

3.4.2 Medical Records 

Documentation in the medical record shall be timely, legible, current, detailed, and 

organized to permit effective and confidential patient care and quality review. Complete 

medical records include, but are not limited to, medical charts, prescription files, hospital 

records, provider specialist reports, consultant and other health care professionals’ 

findings, appointment records, and other documentation sufficient to disclose the quantity, 

quality, appropriateness, and timeliness of services provided to the member. The member 

record shall be signed by the provider of service. 

Medical record confidentiality policies and procedures shall comply with state and federal 

guidelines, HIPAA and Vivida policy. HIPAA privacy and security audits will be performed 

to assure compliance as required by Vivida’s contract with the AHCA. 

If a member changes PCPs, medical records should be forwarded to the new PCP within 

ten (10) days of receipt of a signed request. 

See Section 4.4 for additional detail regarding Medical Record Keeping 

3.4.3 Treatment Consent Forms 

Treatment consent forms for specific procedures must be completed and signed by the 

member as required by the State of Florida. A copy of the appropriate treatment consent 

form must be maintained in the member’s record. The following original treatment consent 

forms must be sent to the Plan, along with a copy of the claim, as required by state and 

federal laws. In accordance with Title VI, all vital documents (i.e. treatment and consent 

forms) must be translated into patient’s preferred language. These treatment consent 

forms are available Section 19 of this Provider Manual: 

MAP-250 Consent for Sterilization 
Hysterectomy Consent Form 
Certification Form for Induced Abortion or Induced Miscarriage 

 
For additional information on completion of the above forms, please contact Vivida UM at 

844-243-5175. Additional information on family planning services is located in Section 13.  
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3.4.4 Advance Directives 

Living will, living will directive, advance directive, and directive are all terms used to 

describe a document that provides directions regarding health care to be provided to the 

person executing the document. State and federal laws also provide guidance to these 

policies as Advance Directive rights may differ between states. 

A member who is 18 years of age or older and who is of sound mind may make a written 

advance directive that does any or all of the following: 

• Directs the withholding or withdrawal of life-prolonging treatment; 

• Directs the withholding or withdrawal of artificially provided nutrition or 

hydration; 

• Designates one or more adults as a surrogate or successor surrogate to make 

health care decisions on his or her behalf; or 

• Directs the giving of all or any part of his or her body upon death for any of the 

following reasons: medical or dental education, research, advancement of 

medical or dental science, therapy, or transplantation. 

3.4.4.1 Health Care Surrogates. If a health care surrogate is appointed in the advance 

directive, the surrogate is required to consider the recommendations of the attending 

physician and to honor the requests made by the grantor in the advance directive. 

3.4.4.2 No Directive. If an adult member does not have decisional capacity and has not 

executed an advance directive, Florida statutes authorize the following persons, in the 

order given, to make such decisions: 

• A judicially-appointed guardian of the member; 

• Spouse of the member; 

• Adult child of the member (or the majority of the children); 

• Parents of the member; 

• An adult sibling (or the majority of the adult siblings); 

• An adult relative; 

• A close friend of the patient; or 

• A clinical social worker licensed pursuant to chapter 491. 

3.4.4.3 Conscientious Objections. If the provider or health care facility does not want to 

comply with a member’s advance directive because of matters of conscience, the provider 

should notify the member and cooperate with the member in transferring the member, with 

all his or her medical records, to another provider. The provider must also clarify any 

differences between institutional conscientious objections and those raised by individual 

providers. Also, the provider must describe the range of medical conditions or procedures 

affected by the conscientious objection. 

3.4.4.4 Provider’s Responsibilities. Provider’s responsibilities include the following: 
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• Discussing the member’s wishes regarding advance directives for care and 

treatment at the first visit, as well as during routine office visits when 

appropriate; 

• Documenting in the member’s medical record the discussion and whether the 

member has executed an advance directive; 

• Providing the member with information about advance directives, if asked; 

• Filing the advance directive in the member’s record upon receipt from the 

member; 

• Not discriminating against a member because he or she has or has not 

executed an advance directive; and, 

• Communicating to the member if the provider has any conscientious objections 

to the advance directive as indicated above. 

3.4.5 Suspected Child or Adult Abuse or Neglect 

Cases of suspected child or adult abuse or neglect might be uncovered during 

examinations. Child abuse is the infliction of injury, sexual abuse, unreasonable 

confinement, intimidation, or punishment that results in physical pain or injury, including 

mental injury. Abuse is an act of commission or neglect. 

Suspected cases of abuse or neglect must be reported to the Adult Protective Services 

Unit. Adult Protective Services (APS) are services designed to protect elders and 

vulnerable adults from abuse, neglect or exploitation. The Department of Elder Affairs 

(DOEA) and DCF have defined processes for ensuring elderly victims of abuse, neglect or 

exploitation in need of home- and community-based services are referred to the aging 

network, tracked and served in a timely manner. Requirements for serving elderly victims 

of abuse, neglect and exploitation can be found in § 430.205 (5)(a), Fla.Stat. 

To report suspected abuse, neglect or exploitation of children or vulnerable adults, twenty-

four (24) hours a day, seven (7) days a week, Providers should call the Florida Abuse 

Hotline at 1-800-96-ABUSE (1-800-962-2873) (TDD 1-800-453-5145). If a provider sees a 

child or vulnerable adult in immediate danger, he/she should call 911. 

Human Trafficking, under both Federal and Florida law, it is defined as the transporting, 

soliciting, recruiting, harboring, providing, or obtaining of another person for transport for 

the purposes of forced labor, domestic servitude or sexual exploitation using force, fraud 

and/or coercion.   

If you believe you have identified a victim of Human Trafficking or suspect an adult is a 

victim of human trafficking, please visit the National Human Trafficking Resource Center, 

or call 1-888-3737-888.  

3.4.6 Fraud, Waste and Abuse 

The Federal False Claims Act and the Federal Administrative Remedies for False Claims 

and Statements Act are specifically incorporated into § 6032 of the Deficit Reduction Act. 

These Acts outline the civil penalties and damages against anyone who knowingly 

https://polarisproject.org/national-human-trafficking-resource-center
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submits, causes the submission, or presents a false claim to any U.S. employee or agency 

for payment or approval. U.S. agency in this regard means any reimbursement made 

under Medicare or Medicaid, including Vivida. The Acts prohibit anyone from knowingly 

making or using a false record or statement to obtain approval of a claim. 

Knowingly is defined in the statute as meaning not only actual awareness that the claim is 

false or fraudulent, but situations in which the person acts in deliberate ignorance of, or in 

reckless disregard of, the truth or falsity of the claim. 

The following are some examples of billing and coding issues that can constitute false 

claims and high-risk areas under this Act: 

• Billing for services not rendered; 

• Billing for services that are not medically necessary; 

• Billing for services that are not documented; 

• Upcoding; and 

• Participation in kickbacks. 

Penalties (in addition to amount of damages) may range from $11,181 to $22,363 per 

false claim, plus three times the amount of money the government is defrauded. In 

addition to monetary penalties, the provider may be excluded from participation in the 

Medicaid and/or Medicare programs. 

Vivida has developed a Program Integrity plan of internal controls and policies and 

procedures for preventing, identifying and investigating member and provider fraud, waste 

and abuse. Our plan includes: 

• Enforcement of standards through disciplinary guidelines; 

• Provisions for internal monitoring and auditing of the member and provider; 

• Provisions for internal monitoring and auditing of subcontractors ( Should 

issues be identified; the subcontractor shall be placed on a corrective action 

plan (CAP). AHCA will be notified of the CAP.); 

• Processes to collect outstanding debt from providers; 

• Procedures for appeals; and 

• Programs that run algorithms and edits on Claims data to identify outliers and 

patterns and trends. 

Vivida’s Program Integrity Unit (PIU) conducts fraud, waste and abuse investigations for 

Vivida. The PIU is comprised of staff from a broad range of Vivida departments. All Vivida 

fraud, waste and abuse activity is reported to AHCA. 

Providers are required to cooperate with the investigation of suspected fraud, waste, and 

abuse. If you suspect fraud, waste or abuse by a Vivida member or provider, it is your 

responsibility to report this information immediately. Please contact: 

Vivida Compliance Hotline:  888-695-1476 Code: VHP 
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To report suspected fraud and/or abuse in Florida Medicaid, call the Consumer Complaint 

Hotline toll-free at 1-888-419-3456 or complete a Medicaid Fraud and Abuse Complaint 

Form which is available online at:  

apps.ahca.myflorida.com/InspectorGeneral/fraud_complaintform.aspx. 

To meet federal regulation standards specific to fraud, waste and abuse (42 CFR § 

423.504), providers and their employees must complete an annual fraud, waste and 

abuse training. 
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4.0 Office Standards 

PCPs are required to provide coverage for Vivida members 24 hours a day, seven 

days a week. When a PCP is unavailable to provide services, the PCP must ensure 

that he or she has coverage from another participating provider. Hospital emergency 

rooms or urgent care centers are not substitutes for coverage from another 

participating provider. Participating providers can consult their Vivida Provider 

Directory or contact Provider Services at 844-243-5175 with questions regarding which 

providers participate in the Vivida network. 

4.1 Appointment Scheduling Standards 

Providers must adhere to the following appointment scheduling standards to assure 

timely access to medical care as required AHCA. Compliance with these standards will 

be audited by periodic on-site review of provider offices and chart sampling. 

Appointment Type Access Standard 

PCPs – Adult and Pediatric Well Care 

Visit 

Within thirty (30) calendar days  

PCPs – Urgent  Within forty-eight (48) hours  

PCPs –Sick Visit  

Specialist – non-urgent 

Ancillary Service – diagnosis/treatment 

of injury, illness, or other health 

condition 

Within one (1) week  

Within sixty (60) calendar days 

Within fourteen (14) calendar days 

Behavioral Health – Routine visits  

Behavioral Health – post discharge 

from Inpatient setting 

Behavioral Health – Initial outpatient 

behavioral health treatment 

Within thirty (30) calendar days  

Within seven (7) calendar days post 

discharge 

Within fourteen (14) calendar days 

Behavioral Health-Urgent  

Behavioral Health – Sick Visit 

Within ninety-six (96) hours 

Within one (1) week 

Emergency Providers  Immediately; twenty-four (24) hours a 

day, seven (7) days a week and without 

prior authorization  

Behavioral Health Non-Life-Threatening 

Emergency  

Within six (6) hours  
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4.2 Member to Provider Ratio Maximum 

Vivida member to PCP ratios are not to exceed 3,000 to 1. If any PCP is concerned 

about his or her panel size or prefers a ratio smaller than 3,000 to 1, he or she should 

notify Provider Network Management in writing at the following address: 

 
Vivida Health  

Attention: Provider Network Management 
  6630 Orion Dr. 
Fort Myers, FL 33912 
 

By default, Vivida sets the maximum panel size at 3,000 members per provider. 

However, the ratio may be adjusted for practices that employ physician extenders, 

such as physician assistants. Vivida will consider exceptions to the 3,000 to 1 ratio 

upon PCP request. Exceptions will be allowed based on an analysis of the practice 

capacity and geographic availability of other PCP practices contracted with Vivida. 

For additional information regarding requests for panel closings and limitations, please 

see Section 2.8.4. 

4.3 Provider Office Standards 

Providers must not differentiate or discriminate in the treatment of any member 

because of the member’s race, color, national origin, ancestry, religion, health status, 

sex, marital status, age, political beliefs, or source of payment. 

The office waiting times should not exceed forty-five (45) minutes. 

Members should be scheduled at the rate of six (6) or less per hour. 

Health assessments/general physicals should be scheduled within thirty (30) days. 

EPSDT screens for any new member younger than twenty-one (21) years of age 

should be scheduled within thirty (30) days of enrollment, unless the child is already 

under the care of a PCP and the child is current with screens and immunizations. 

EPSDT screens for any new member younger than two (2) years of age should be 

scheduled within an appropriate time frame so that the child is not out of compliance 

with any required screenings. 

PCPs should have a “no show” follow-up policy. For example, the PCP or specialist 

might send two notices of missed appointments to the member, followed up by a 

telephone call to the member. Any actions for missed appointments should be 

documented in the member’s medical record. 

Member medical records must be maintained in an area that is not accessible to 

persons not employed by the practice. When releasing a member’s medical record to 
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another practice or provider, providers are required to first obtain written consent from 

the member. 

Any provider’s office administering care that may have an adverse effect on the 

member must obtain the member’s signature on a form that describes the treatment 

and includes the medical indication and the possible adverse effects. 

Providers must complete specific treatment consent forms, such as hospice, 

sterilization, hysterectomy, or abortion as required by state and federal regulations and 

laws. 

4.4 Medical-Record-Keeping, Continuity and Coordination of Care     

Standards 

Vivida has adopted the following medical-record-keeping standards, which cover 

confidentiality, organization, documentation, access, and availability of records. These 

standards are determined by the National Committee for Quality Assurance (NCQA) 

and AHCA and may be revised as needed to conform to new NCQA or AHCA 

recommendations. Compliance with these standards may be audited by periodic on-

site review of providers' offices and chart samplings. Providers must achieve an 

average score of eighty percent (80%) or higher on the medical records review. Vivida 

will monitor providers’ scoring less than eighty percent (80%) through corrective action 

plans and re-evaluation. 

4.4.1 Confidentiality of Records 

Providers are also required to have policies addressing privacy and confidentiality of 

member information. Those policies shall be compliant with all state and federal laws 

and, but not limited to: 

• Are compliant to ensure the confidentiality of medical/case records in 

accordance with 42 CFR § 431(F); 

• Are compliant with Health Insurance Portability and Accountability Act 

(HIPPA) policies and procedures (Policies and procedures shall be easily 

accessible for all staff members.); 

• Ensure that medical records are NOT accessible to those not employed by 

the practice; 

• Post notice of privacy practices (NPP) in a prominent area of the office; 

• Ensure that HIPAA policies and procedures are easily accessible for all staff 

members; 

• Provide disclosures of PHI, patient’s right to request restriction of the use of 

PHI, and include a contact person within the practice;  

• Locate copier and fax machines in an area that restricts unauthorized 

access or viewing; 

• Password protect all computer screen savers;  

• Protect all staff members’ computer access by requiring unique log-ins and 

time-limited passwords; 
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• Ensure that office staff shall send all emails containing PHI marked secured 

or encrypted; and 

• The Vivida member or authorized representative shall sign and date a 

release form before any clinical/case records can be released to another 

party. Clinical/case record release shall occur consistent with state and 

federal law. 

 

4.4.2 Organization of Record 
 

• There is only one medical record per patient; 

• The medical record is bound or pages fastened to prevent loss of medical 

information; 

• Every page in the record contains the member’s name or ID number; 

• The medical record is organized in chronological order with the most up-to-

date information appearing first. The record includes separate sections for 

progress notes, lab results, x-ray and other imaging studies, hospital records 

(ER report and discharge summaries), home health nursing reports, physical 

therapy reports, etc.; and 

• All charts contain flow sheets for health maintenance. 

 

4.4.3 Documentation 
 

• The record is legible; 

• Personal data includes date of birth, age, height, gender, home and work 

addresses, employer, home and work telephone numbers, marital status, 

emergency contact information, school name and telephone numbers (if no 

phone contact name and number), race, ethnicity, guardianship/custodial 

arrangements, and preferred language; 

• Entries are done in smudge-proof non-erasable ink; 

• Medication allergies, adverse reactions, and no known allergies are 

prominently noted in the record; 

• There is a completed immunization record in all pediatric records and/or 

appropriate history in all adult records; 

• All charts contain a problem list, a medication list, and a treatment plan. 

Significant illnesses and medical conditions are indicated on the problem list, 

including working diagnoses; 

• Medical history (for members seen three or more times) is easily identified 

and includes medical, surgical, obstetric histories, and serious accidents. For 

children and adolescents (18 years of age and younger), medical history 

includes prenatal care, birth, operations, and childhood illnesses; 

• Documentation includes weight recorded at each regular visit; 
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• All entries in the medical record are signed or initialed and dated and all 

providers are identified by name; 

• Encounter forms or notes have a notation, when indicated, regarding follow-

up care, calls, or visits. The specific time of return is noted in weeks, months, 

or as needed; 

• Documentation will reflect assessment of and counseling for tobacco, 

alcohol, substance abuse, and risk of sexually transmitted diseases; 

• If a consultation is requested, there is a note from the consultant in the 

record; 

• Consultation, lab, and x-ray reports filed in the chart are initialed by the 

provider to indicate review. Consultation and abnormal lab and imaging 

study results have a specific notation in the record of follow-up plans; 

• Emergency care provided is documented in the medical record, as well as 

follow-up visits provided secondary to reports of emergency room care; 

• Evidence of reportable diseases and conditions are documented and 

reported appropriately to local or state health departments; 

• There is evidence that preventive screenings and services are offered in 

accordance with Vivida’s Clinical Practice Guidelines. Use of risk 

assessments, disease maintenance, and preventive health sheets are 

encouraged (see Section 16, “Forms and Documents” for samples); 

• Copies of consent forms, when applicable, are maintained in the record; 

• The medical record also contains an indication of whether an adult (over 

eighteen (18) years old) member has executed an advance directive and a 

copy of the member’s advance directive, as applicable; 

• Written denials for service and the reason for the denial are documented in 

the medical record; and 

• Hospital discharge summaries are included in the medical record. 

4.4.4 Advance Directive 

All medical/case records shall contain documentation that the member was provided 

with written information concerning the member’s rights regarding advance directives 

(written instructions for living will or power of attorney) and whether or not the member 

has executed an advance directive. Neither Vivida, nor any of its providers shall, as a 

condition of treatment, require the member to execute or waive an advance directive. 

4.4.5 Access and Availability of Records  

Vivida shall follow the medical/case record standards set forth below for each 

member’s medical/case records, as appropriate:  

• Include the member’s identifying information, including name, member 

identification number, date of birth, sex and legal guardianship (if any);  
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• Include a summary of significant surgical procedures, past and current 

diagnoses or problems, allergies, untoward reactions to drugs and current 

medications;  

• Include all services provided. Such services must include, but not 

necessarily be limited to, family planning services, preventive services and 

services for the treatment of sexually transmitted diseases;  

• Document referral services in members’ medical/case records;  

• Each record shall be legible and maintained in detail;  

• An immunization history;  

• The member’s use of tobacco, alcohol, and drugs/substances;  

• Summaries of all emergency services and care and hospital discharges with 

appropriate, medically indicated follow up;  

• The primary language spoken by the member and any translation needs of 

the member;  

• The member’s need for communication assistance in the delivery of health 

care services; All entries shall be dated and signed by the appropriate party;  

• All entries shall indicate the chief complaint or purpose of the visit, the 

objective, diagnoses, medical findings or impression of the provider;  

• All entries shall indicate studies ordered (e.g., laboratory, x-ray, EKG) and 

referral reports;  

• All entries shall indicate therapies administered and prescribed;  

• All entries shall include the name and profession of the provider rendering 

services (e.g., MD, DO, OD), including the signature or initials of the 

provider;  

• All entries shall include the disposition, recommendations, instructions to the 

member, evidence of whether there was follow-up and outcome of services; 

and 

• Copies of any consent or attestation form used or the court order for 

prescribed psychotherapeutic medication for a child under the age of 

thirteen (13) years. 

4.4.6 Continuity and Coordination of Care 

While there are some indicators of continuity and coordination of care included within 

the documentation standards, Vivida will also assess medical records for evidence of 

continuity and coordination of care using the following criteria: 

• The record is legible to someone other than the writer (Any record 

determined illegible by one reviewer shall be evaluated by a second 

reviewer); 

• At each office visit, the history and the physical performed are documented 

and reflect appropriate subjective and objective information for presenting 

complaints, including any relevant psychological and social conditions 

affecting the patient’s medical/behavioral health; 
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• The working diagnosis is consistent with the clinical findings; 

• The plan of action and treatment is consistent with the diagnosis and 

includes medication history, medications prescribed; including the strength, 

amount, and directions for use, as well as any therapies or other prescribed 

regimen; 

• Lab and other studies are ordered as appropriate; 

• Unresolved problems, referrals, and results from diagnostic tests, including 

results and/or status of preventive screening services (EPSDT) from 

previous office visits are addressed in subsequent visits; 

• There is a review for the under-and over-utilization of consultations; 

• Age or disease-appropriate direct access services or referrals, for example: 

immunizations, diabetic retinal eye exams, family planning, and cancer 

screening services; 

• There is no evidence that the patient is placed at inappropriate risk by a 

diagnostic or therapeutic problem; and 

• Follow-up plans including consultations, referrals, directions, and time to 

return. 

4.5 Hospital Care 

Providers must have admitting privileges to a Vivida network hospital or facility for all 

patient groups for whom they are providing care. A provider may arrange for another 

participating provider to provide inpatient coverage. 

4.6 Florida Health Information Exchange (FHIE) 

Vivida is dedicated to improving the health and quality of life of our members and 

actively supports the statewide implementation of the Florida Health Information 

Exchange (FHIE). The FHIE is the secure electronic information infrastructure created 

by AHCA for sharing health information among health care organizations and offers 

health care providers the functionality to support meaningful use and a high level of 

patient-centered care. 

Vivida encourages participating PCPs to connect to the FHIE through various 

communication channels such as annual workshops, routine onsite visits, and general 

provider relations interaction. 

FHIE is a secure, interoperable network which participating providers with certified 

electronic health record (EHR) technology can use to locate and share needed patient 

information with each other which results in improved coordination of care among 

physician practices, hospitals, labs, and across the various health systems. Some of 

the benefits include: 

• Real time access to patient health information including: 

• Detailed patient summary 

• Rx/medication history 
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• Laboratory results 

• Radiology and other transcribed reports 

• Clinical reminders/alerts 

• Improved patient care quality and safety; 

• Reduced health care costs by reducing duplication of care; 

• Improved efforts to reduce health disparities; and 

• Informed medical decisions at the time/place of care. 

The Office of Health Information Exchange and Policy Analysis produces statutorily 

mandated reports, administers the Medicaid Electronic Health Record (EHR) 

Incentive Program, provides governance of the Florida Health Information Exchange 

(Florida HIE), and provides research as well as analytic support to AHCA. 

The Florida Health Information Network website provides information and resources 

relating to the AHCA's initiatives for Health Information Technology (HIT) and Health 

Information Exchange (HIE), www.fhin.net 

Details about services as well as the latest news and events relating to the Florida 

HIE initiative, and information on becoming a participant can be found at: www.florida-

hie.net 

Information about the Medicaid Electronic Health Record Incentive Program can be 

found at http://ahca.myflorida.com/Medicaid/EHR/index.shtml.  

Reports produced by this Office can be found on the Research studies and reports 

page on FloridaHealthFinder.gov, 

http://www.floridahealthfinder.gov/researchers/studies-reports.aspx. 

4.7 Communication Guidelines 

AHCA has developed guidance related to member materials and other communication 

for providers participating in Medicaid managed care organizations in the state.  The 

guidance includes the following: 

• Providers are considered agents of all managed care organizations (MCOs); 

• MCO’s must have a system of control over the content, form, and method of 

marketing and information materials published on its behalf or through its 

agents; and 

• Any listing of MCO’s in a provider office must include all Medicaid plans with 

which the provider does business. 

4.7.1 Approval Process: 

All communication materials referring to Vivida must be approved in writing by Vivida 

and AHCA.  Vivida is responsible for submitting provider communication and 

information materials to AHCA for approval. AHCA has the same approval authority 

over provider materials as it has over MCO materials. Vivida must correct any 

problems or errors on provider materials identified by AHCA. 

http://www.fhin.net/
http://www.florida-hie.net/
http://www.florida-hie.net/
http://ahca.myflorida.com/Medicaid/EHR/index.shtml
http://www.floridahealthfinder.gov/researchers/studies-reports.aspx
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4.7.2 Distribution of Materials: 

Vivida may not distribute marketing materials through its provider network. Branded 

health education materials may be distributed to providers by MCOs including Vivida, 

but distribution must be limited to members of that specific plan. Branded materials 

cannot be left in common areas, such as waiting rooms and lobbies. Branded health 

education materials can not include enrollment or disenrollment information. 
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5.0 Utilization Management 

5.1 Utilization Management 

Utilization Management is the evaluation of the medical necessity, quality, 

appropriateness and efficiency of the use of health care services, procedures and 

facilities under the provisions of the applicable health plan benefits. “Medically necessary” 

or “medical necessity” means that the medical or allied care, goods, or services furnished 

or ordered must (source: § 409.9131(2)(b), Fla. Stat.): 

A. Meet the following conditions: 

i. Be necessary to protect life, to prevent significant illness or significant disability, 

or to alleviate severe pain; 

ii. Be individualized, specific, and consistent with symptoms or confirmed 

diagnosis of the illness or injury under treatment, and not in excess of the 

patient’s needs; 

iii. Be consistent with generally accepted professional medical standards as 

determined by the Medicaid program, and not experimental or investigational; 

iv. Be reflective of the level of service that can be safely furnished, and for which 

no equally effective and more conservative or less costly treatment is available; 

statewide; and 

v. Be furnished in a manner not primarily intended for the convenience of the 

member, the member's caretaker, or the provider. 

B. “Medically necessary” or “medical necessity” for inpatient hospital services requires 

that those services furnished in a hospital on an inpatient basis could not, 

consistent with the provisions of appropriate medical care, be effectively furnished 

more economically on an outpatient basis or in an inpatient facility of a different 

type. 

C. The fact that a provider has prescribed, recommended, or approved medical or 

allied care, goods, or services does not, in itself, make such care, goods or 

services medically necessary or a medical necessity or a covered service  

Service-specific coverage requirements and medical necessity criteria can be found on 

the Provider Portal. 

Participating providers are required to obtain authorization for any medically necessary 

service to member’s under the age of twenty-one (21) years when the service is not listed 

in the service-specific Florida Medicaid Coverage and Limitations Handbook, Florida 

Medicaid Coverage Policy, or the associated Florida Medicaid fee schedule, or is not a 

covered service of the plan; or the amount, frequency, or duration of the service exceeds 

the limitations specified in the service-specific handbook or the corresponding fee 

schedule. 

UM decision making is based only on appropriateness of care and service, existence of 

coverage and available criteria. Vivida does not reward providers or other individuals 
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conducting utilization review for issuing denials of coverage or services and Vivida does 

not encourage decisions that result in under-utilization. 

Services Require Prior Authorization 

Inpatient Acute Hospital Admissions: 

Medical 
Surgical 

Notification required within twenty-four (24) hours 
of admission or next business day. 
Clinical updates required with continued stay 

Admissions:  

Elective Procedures/Surgery  
LTAC, Rehabilitation, SNF  
Radiology Procedures Requiring Inpatient 
or Observation  
All Bariatric Procedures 
All Transplants, excluding cornea 

All elective admissions  
Admission to any long-term acute care, 
rehabilitation or skilled nursing facility  
Observation Stays Extending Beyond 48 hours  

OB Services  Induction of labor- if prior to thirty-nine (39) weeks 
gestation  
OB ultrasound over two (2) per pregnancy 
Stays over two (2) days for Vaginal delivery  
Stays over four (4) days for Cesarean delivery 
Termination of pregnancy 

Outpatient Bariatric Procedures   

Home Health Services  For Nurse (RN or LPN), Aid, or SW requests 
require PA after twenty-one (21) visits (including 
initial eval) 

Private Duty Nursing  Private duty nursing for children age twenty (20) 
or younger 
Personal care services for children age twenty 
(20) or younger 
Clinical updates required with continued review, 
incorporate review requirements during review 
process  

Prescribed Pediatric Extended Care  Pediatric Day Care (Medically Fragile Children) 

Intensive Cardiac and Pulmonary 

Rehabilitation Services   

Inpatient 
Outpatient 

Home Infusion / IVT    

Outpatient Therapy  Physical / Occupational / Speech Therapies  

Prior authorization after initial evaluation up to 
twelve (12) visits.  
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Advanced Imaging  
 

CT/CTA  
MRI/MRA  
PET/SPECT  
Nuclear Medicine Studies 
Exclusions:  
Imaging rendered in the following settings DOES 
NOT require prior authorization:  
Emergency department  
Inpatient setting  
Observation unit  

Durable Medical Equipment 
(DME)/External Prosthetic Appliances 
(EPA) and Supplies  

Determined by Coastal Care Services, Inc. 

High Dollar Medications and 

Pharmaceuticals (>$1,000) 

Medications administered in office setting, 

otherwise through Pharmacy benefit 

Outpatient Chemotherapy Treatment No Prior authorization if in a clinic or office setting; 

prior authorization is required if done in an 

outpatient hospital setting 

All Potentially Cosmetic Surgery 
 

Any Experimental / Investigational    

Pain Management; Outpatient  
 

All non-participating providers (All OON 

services) 

Inpatient 
Outpatient 

Sleep studies Facility based only 

Molecular Diagnostics Testing/Genetic 

Testing 

  

Behavioral Health  Determined by Beacon Health Options 

Pharmacy   

Transportation/Transfers 
 

Non-emergent Ground Medical Transport Air 

Medical Transport 

Dental Procedures Those services that fall under the medical benefit 

(e.g. Orthognathic surgery) 

 

All Vivida participating providers are required to obtain prior authorization from the Plan’s 

UM department for inpatient services and specified outpatient services. Failure to submit 

a request for authorization may result in a denial.   
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Because of frequent changes in member’s eligibility for Medicaid coverage, providers 

should verify continued eligibility via the Plan’s web site, www.VividaHealth.com or by 

calling Provider Services at 844-243-5175. 

5.1.1 Hours of Operation 

The UM department is available Monday through Friday from 8:00 a.m. to 7:00 p.m., 

except holidays, Eastern Standard Time (EST). All requests for authorization of services 

may be received during these hours of operation. After business hours or on holidays, a 

provider can fax the request or can leave a message and a representative will return the 

call the next business day.   

Department Phone Number Fax Number 

General Number 

Initial Inpatient  

Outpatient  

844-824-8653 888-522-6740 

Concurrent Review  844-824-8653 888-522-6740 

Retrospective Review  844-824-8653 888-522-6740 

Home Health    855-481-0505  

Home Infusion 855-481-0505  

DME  855-481-0505  

 

Vivida provides the opportunity for the provider to discuss a decision with the Medical 

Director, to ask questions about a UM issue, or to seek information about the UM process 

and the authorization of care by calling the UM Department at 844-824-8653. 

5.2 Review Criteria 

The UM Department utilizes InterQual® Criteria during the review process. In the event 

InterQual® Criteria is not available for a specific request, the reviewer may use internal 

medical policies which are reviewed and approved by actively practicing providers in the 

community. The Quality Improvement Committee (QIC) approves both the use of 

InterQual Criteria® and Medical Polices.  

Criteria for which a decision was based may be requested by a provider. Criteria are 

made available as allowed under copyright limitations and trademark considerations. To 

request the criteria for which a decision was based, you may contact the UM Department 

at 844-243-5131.  
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5.3 Authorization Requirements 

All requests are subject to coverage, benefits and eligibility.  

5.3.1 Provider Notification Requirements 

Providers must notify the UM department within the required times frames; failure to notify 

the UM department may result in an administrative denial of the request.  An 

administrative denial may be appealed.     

• Non-emergency: Prior to the elective / scheduled procedure / service; 

• Emergency;  

• Urgent - Emergent Admission: Within one (1) business day of the admission  

The UM Department will accept the hospital’s or the attending physician’s request for prior 

authorization; however, neither party should assume that the other has obtained prior 

authorization. 

Providers may contact the UM Department by phone or fax.  Fax forms are available on 

the Vivida Website at www.VividaHealth.com; requests may be submitted using the Vivida 

fax forms or the Universal Fax form. 

5.3.2 Information required for review 

 When requesting a review, at a minimum, documentation must include: 

• The member’s name and Vivida ID number; 

• The diagnosis for which the treatment or testing procedure is being sought; 

• Other treatment or testing methods that have been tried, their duration, and any 

outcomes; 

• Additional clinical information as applicable to the requested service; and 

• Applicable sections of the medical record. 

Requests not meeting the established medical necessity criteria will be referred to 

Vivida’s Medical Director for further review and evaluation. 

5.3.3 Inpatient Authorization Exclusions: Maternity and Newborns  

Normal Vaginal Delivery: If the inpatient stay is less than or equal to two (2) days, no 

authorization is required. 

Authorization is required for:   

• All Cesarean Sections;  

• All Scheduled inductions; and  

• All Non-par providers, regardless of delivery type. 

An infant born by Normal Vaginal Delivery (NVD) does not require authorization until day 

three (3). If an infant born via NVD stays <= 2 days, authorization is not required. 
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An infant born by C-Section does not require authorization until day five (5). If an infant 

born via C-Section stays <= 4 days, authorization is not required. 

5.3.4 Observation Stays 

Observation at a participating facility does not require authorization, but observation stays 

extending beyond forty-eight (48) hours require authorization.  If a member is admitted 

following an observation stay, the date of the inpatient authorization begins on the date 

the inpatient order is written. 

5.3.5 Durable Medical Equipment (DME) 

For all DME prior authorizations or questions please call Coastal Care Services, Inc. at 

855-481-0505. 

5.4 Retrospective Authorization 

Retrospective review of inpatient services is performed when the patient was not a 

member’s of Vivida prior to or at the time of the service. Outpatient services do not require 

retrospective review by UM for member’s whose eligibility is determined retrospectively. 

Providers have sixty (60) days from the notification of eligibility on retrospectively enrolled 

member to submit medical records for review and UM authorization request.  A decision 

and written notification is provided within thirty (30) days of receipt of the medical 

information for the retrospective review request. An administrative denial is issued for 

retrospective requests when the provider fails to request a UM review of the medical 

record within the timeframe specified. 

The provider is notified of all decisions regarding retrospective reviews. In cases of denial, 

a written notification is provided. 

Requests received beyond sixty (60) days from the card issue date or from the provider’s 

documentation of the date when they were aware of the member’s eligibility will be 

administratively denied. 

Send requests for retrospective review to:  

Vivida Health 

6630 Orion Dr. 

Fort Myers, FL 33912 

The phone number for retrospective review is: 844-824-8653 or fax to: 888-522-6740 (for 

large chart review, please send records via mail). 

5.5 Denials 

An authorization request for a service may be denied for failure to meet guidelines, 

protocols, medical policies, or failure to follow administrative procedures outlined in the 

Provider Contract or this Provider Manual. If pre-authorization criteria are not met 

resulting in a denied claim, members must be held harmless for denied services. 
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A Vivida Medical Director renders all medical necessity denial decisions. Whenever a 

denial is issued, UM provides the name, telephone number, title, and office hours of the 

Medical Director who rendered the decision. The Vivida Medical Director is available to 

discuss any decision rendered with the attending provider. 

An administrative denial is issued for those services for which the provider has not 

followed the requirements set forth in the Provider Contract or this Provider Manual. For 

example, an administrative denial may be issued for failure to prior authorize a non-

emergent elective service, procedure, or admission. It may also be issued for failure to 

notify UM within one (1) business day of an emergency service, procedure, or admission. 

A provider may appeal an administrative denial by submitting the appeal request in writing 

to:  

Vivida Health 

6630 Orion Dr 

Fort Myers, FL 33912 

 

To speak with the Medical Director or to the nurse reviewer regarding a denial, please 

contact Vivida’s UM Department at 844-824-8653. 

5.6 Prior Authorizations for Members with Other Carrier 

Vivida members have the right to a second opinion, at no cost to the member, regarding 

diagnosis and treatment of complex and/or chronic conditions and surgical procedures. 

The second if the member requests a second opinion, the PCP should complete a referral 

to a participating specialist. If there is not a specialist within the network, the PCP must 

call Vivida’s UM department at 844-824-8653 to request an authorization to a non-

participating specialist.  

In accordance with § 641.51, Fla.Stat., if the Member may elect to have a second opinion 

by a non-contracted Provider, Vivida will pay the amount of all charges which are usual, 

reasonable and customary in the community, but may require the Member to be 

responsible for up to forty percent (40%) of such amount.  Vivida may require that any 

tests deemed necessary for a non-contracted provider will be conducted by a Vivida 

participating provider. 

5.7 Inpatient Skilled Nursing Facility  

Prior authorization is not required for services listed on the prior authorization list when 

the member has another carrier (e.g. Medicare or Tricare) as the primary payer and 

benefits under the primary payer have not been exhausted. This applies to both inpatient 

and outpatient services. When benefits are exhausted, or if the service is not a benefit 

covered under the primary payer, and Vivida becomes the primary payer, prior 

authorization requirements apply for both inpatient and outpatient services. 

For those members who have exhausted their Medicare Part A inpatient lifetime reserve 

days, prior authorization of inpatient services must be obtained. If a member’s lifetime 



 

Page 57 of 135 
 

reserve days are exhausted during an inpatient hospitalization, notification to Vivida UM 

Department must be made within one (1) business day of the exhaustion of benefits by 

Medicare. 

Authorization is required for members with other carrier as primary except for 

Medicare/Tricare.  
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6.0 Referrals 

6.1 Member Self-Referral (Direct Access) 

There are a number of services covered by Vivida for which members can make 

appointments with participating Vivida providers without referrals from their PCP. These 

include: 

• Routine vision care services, including diabetic retinal exams and the fitting of 

eyeglasses provided by ophthalmologists, optometrist, and opticians; 

• Routine dental services and oral surgery services and evaluations by 

orthodontists and prosthodontists (orthodontic and prosthodontic services 

require prior authorization); 

• Maternity care;  

• Immunizations for all members; 

• Screening, evaluation, and treatment for sexually transmitted diseases; 

• Screening, evaluation, and treatment for tuberculosis; 

• Chiropractic – Authorization is required; 

• Testing for HIV, HIV-related conditions, and other communicable diseases; 

• GYN services, including pap smears and mammograms; 

• Voluntary Family Planning in accordance with federal and state laws and 

judicial opinion 

• Routine outpatient behavioral health services do not require a PCP referral. 

(See section 15 (Authorization Procedures and Requirements) for those 

requiring prior authorization); 

• Substance abuse treatment; 

• Members with special health care needs are defined as members who face 

physical, behavioral or environmental challenges daily that place at risk their 

health and ability to fully function in society. This includes individuals with 

intellectual disabilities or related conditions; individuals with serious chronic 

illnesses, such as human immunodeficiency virus (HIV), schizophrenia or 

degenerative neurological disorders; individuals with disabilities resulting from 

many years of chronic illness such as arthritis, emphysema or diabetes; 

children/adolescents and adults with certain environmental risk factors such as 

homelessness or family problems that lead to the need for placement in foster 

care; and all members in LTC Managed Care Plans. 

NOTE: For family planning services, members may self-refer to any participating Medicaid 

provider. For more information, please refer to Section 13, “Family Planning.” 

6.1.1 Additional Referral Exceptions 

In addition to the direct access services outlined above, members do not need referrals 

for the following: 
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• Diabetic retinal exams;  

• OB/GYN services; and 

• Perinatologists/geneticists. 

The following referral exceptions also apply: 

• One lifetime referral is required for each transplant; 

• Referrals to specialists are not required for children in foster care or living in 

out-of-home placements; 

• Referrals are not required for participating orthopedists; and 

• Referrals are not required for members with Medicare or Tricare as the primary 

payer. 

6.2 Referral Requirements 

Vivida’s referral requirements are based on the premise that our members are best 

served with a primary home for care and oversight, thus the PCP is responsible for 

coordinating the member’s health care. Except as outlined in Sections 6.1 and 6.1.1, if the 

member needs to see a specialist, the PCP will complete and issue a referral to the 

specialist.* 

• PCP referrals can only be made to participating specialists, unless the 

necessary service is not available from participating Vivida practitioners; 

• Prior approval by UM is not required for referrals to participating providers, but 

a referral must be noted in the member’s medical record; 

• If a PCP wants to refer a member to a non-participating provider, the PCP must 

request a prior authorization from Vivida’s UM department. The PCP should 

also verify that the specialist accepts Florida Medicaid; 

• Requests for retrospective review of inpatient services provided by 

nonparticipating providers require review and authorization by UM; 

• Cases requiring follow-up visits or treatment by nonparticipating providers that 

were not prior authorized must be reviewed by UM; 

• Referrals for consultation, diagnostic studies and treatment are valid for six (6) 

months unless otherwise specified by the member’s PCP;  

• The PCP may also designate a visit limit if preferred with a specialty referral; 

and 

• Vivida members have the right to a second opinion.  

*An exception occurs for newly-enrolled members (in the first thirty (30) days after 

enrollment) and has not yet selected or been assigned to a PCP. Under these 

circumstances, if a member requires specialist care, a participating specialist provider 

may contact the UM department to request authorization of a one-time visit without a 

referral. 

NOTE: Please refer to the Vivida Provider Directory on www.VividaHealth.com  to verify 

participating providers. 
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Occasionally, a referral will be made following a telephone conversation between the 

member and the PCP who determines the need for specialty care. When a verbal referral 

is made, it is the PCP’s responsibility to follow up with either an electronic or paper 

referral. Members may not obtain a referral to a specialist when the PCP can perform the 

services. 
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7.0 Benefit Summary  

7.1 Member Benefit Summary 

Basic Covered Services under Vivida Health Plan include, but are not limited to: 

• Alternative birthing center services;  

• Ambulatory surgical center services; 

• Durable medical equipment (DME), including prosthetic and orthotic 

devices and disposal medical supplies; 

• EPSDT screening and special services; 

• End stage renal dialysis services; 

• Family planning clinic services in accordance with federal, state, and 

case law; 

• Home health services;  

• Hospice services; 

• Independent laboratory services; 

• Inpatient hospital services; 

• Intensive case management; 

• Medical detoxification; 

• Medical services, including those provided by physicians, advanced 

practice registered nurses, physicians assistants and FQHCs/ primary 

care centers and rural health clinics; 

• Organ transplant services not considered investigational by the FDA; 

• Other laboratory and x-ray services; 

• Outpatient hospital services; 

• Pharmacy; 

• Podiatry services; 

• Preventive health services, including those currently provided in public 

health departments, FQHCs/primary care centers, and rural health 

clinics; 

• Specialized Case Management Services for Members with Complex, 

Chronic Illnesses (includes adult and child targeted case management); 

• Targeted Case Management; 

• Transportation to covered services, including emergency and 

nonemergency ambulance and other stretcher services; and 

• Urgent and emergency care services.  

Expanded Covered Services under Vivida Health Plan include:  

• Acupuncture services; 

• Behavioral Health Services; 

• Chiropractic services; 
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• Expanded prenatal and perinatal services; 

• Hearing services, including hearing aids for members; 

• Newborn circumcision; 

• Over-the-counter (OTC) medications;  

• Therapeutic evaluation and treatment, including:  

o Physical therapy 

o Speech therapy 

o Occupational therapy 

o Respiratory therapy 

• Vaccines including: 

• Flu 

• Shingles 

• Pneumonia 

• Vision services. 

For additional details on expanded benefits, refer to the Member Handbook. 

NOTE: Some Services require an authorization; refer to Section 5 of the Provider 

Manual for a full list of covered services that require an authorization.     

For the most up-to-date information on Covered Services, refer to AHCA’s website 

at ahca.myflorida.com. 
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8.0 Early and Periodic Screening, Diagnosis and 
Treatment (EPSDT) 

8.1 Overview of EPSDT 

EPSDT is a federally mandated Medicaid program developed to ensure that the Medicaid 

population younger than the age of 21 is monitored for preventable and treatable 

conditions which, if undetected, could result in serious medical conditions and/or costly 

medical care. Vivida must track the progress of all members younger than the age of 21 

and perform outreach as needed to encourage members to obtain EPSDT health screens 

according to the AAP Guidelines for screening intervals. Once a condition is detected, 

treatment may be considered under EPSDT Special/Expanded Services if it is not a current 

covered benefit under Medicaid, if medical necessity is proven. EPSDT preventive health 

screens that result in any treatment recommendations must be monitored to ensure 

follow-up has occurred.   

8.2 EPSDT Eligibility 

8.2.1 Member Eligibility 

Vivida members from birth to age twenty-one (21) are entitled to receive EPSDT services. 

8.2.2 Provider Eligibility 

All Vivida PCPs who see children younger than the age of twenty-one (21) are required to 

conduct EPSDT screenings and complete all EPSDT billing requirements. 

8.3 Covered Services 

The following services are covered under the EPSDT preventive care program: 

• Comprehensive screening exams according to the AAP periodicity schedule 

(see https://www.aap.org/en-us/professional-resources/practice-

support/Periodicity/Periodicity%20Schedule_FINAL.pdf) 

• All Vivida eligible members under the age of twenty-one (21) are entitled to 

EPSDT services  

8.4 EPSDT Audits for Screening Elements 

As part of Vivida’s Quality Improvement Program, the EPSDT/Quality Improvement (QI) 

department will conduct annual audits of submitted EPSDT claims by providers to review 

for completion of the age appropriate elements based on the approved Periodicity 

schedule. A benchmark has been established that each provider score at least ninety 

 percent (90%) on the completion of all critical elements of an age appropriate screen. If a 

provider scores less than ninety percent (90%), the EPSDT/QI staff will provide a detailed 

report of missing elements and education regarding the age appropriate standards. The 

https://www.aap.org/en-us/professional-resources/practice-support/Periodicity/Periodicity%20Schedule_FINAL.pdf
https://www.aap.org/en-us/professional-resources/practice-support/Periodicity/Periodicity%20Schedule_FINAL.pdf
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provider will be reviewed again within six (6) months after the education has been 

completed. If a provider does not meet the ninety percent (90%) score at that time, the 

provider must submit a corrective action plan that is to be reviewed and approved by the 

Chief Medical Officer (CMO) and Child and Adolescent/Quality Medical Management 

Committees (C&A/QMMC). Sanctions are to be determined and approved by the CMO 

and C&A/QMMC. Audit results and any audit material may be used to identify providers 

who require further examination and referral to the Program Integrity Unit and/or 

Reimbursement to determine recovery of overpayment to providers. 

8.5 EPSDT Tracking/Member Outreach 

Tracking begins at enrollment for both newborns and other members and continues 

periodically thereafter: 

• The EPSDT program and the importance of preventive care are outlined in the 

Member Handbook. EPSDT articles are included in all member newsletters, on 

Vivida’s web site, and in Vivida’s telephone on-hold messages. 

• Reports are generated to check for members who are due/overdue for 

preventive screens. If no documentation from the PCP has been processed, 

follow-up calls are made or notices are mailed to members. 

• Reports are generated for members who cannot be reached through written 

notification or by telephone. These members are referred for home visit 

outreach. 

8.6 EPSDT Reporting/Billing (Preventative Health 
Screens/Immunizations) 

To complete an EPSDT preventive health screen: 

• Verify member’s eligibility via www.VividaHealth.com, referencing the PCP 

monthly panel list, utilizing the EPSDT Eligibility Confirmation Form, or 

contacting the EPSDT team at 844-243-5175; 

• Once eligibility is verified, inform the parent/guardian that the visit will be an 

EPSDT screening; and 

• Have the parent or legal guardian sign a consent form authorizing the provider 

to perform screening tests or other assessment procedures pertaining to 

EPSDT preventive health screens. 

To receive reimbursement, all EPSDT services must be submitted as part of the standard 

electronic (837) or paper (CMS-1500) claims submission process. 

To submit EPSDT services via claims: 

• Continue to bill using the codes for comprehensive history and physical exam 

as used today. These codes must correspond with the member's age. 

CPT Code Modifier Code Description Billing Format 
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99381- 

99385 

EP New Patient 837/CMS-1500 

99391- 

99395 

EP Established Patient 837/CMS-1500 

 

• Add an “EP” modifier to the physical exam code only when all components of 

the appropriate EPSDT screening interval have been completed and 

documented in the member’s medical record. Do not add the EP modifier to 

other services being billed (i.e. immunizations).   

• Acknowledge the following health evaluation services have been completed by 

submitting the appropriate CPT Category II codes, according to the member's 

age, as outlined below. CPT II codes must include a nominal charge (i.e. $.01 

or $1.00 not blank or zero) in order to adjudicate correctly. 

• Two (2) years of age and above: 3008F to confirm the BMI has been performed 

and documented in the member's medical record. 

• Nine (9) years of age and above: 2014F to confirm the member's mental status 

has been assessed and documented in the member's medical record. 

• Note in the appropriate box on the Referral Form that a referral has been made 

for additional services, related to an EPSDT screening. 

Mail Paper Claims to: 

Vivida Health 

6630 Orion Dr. 

Fort Myers, FL 33912 

8.7 EPSDT Reporting/Billing (Preventive Health Screens/ 
Immunizations) 

Providers who perform complete EPSDT health screens according to the 

recommendations in the Preventive Health Guidelines will be reimbursed a fee-for-service 

rate. EPSDT health screens must be billed on the standard electronic (837) or paper 

(CMS-1500) claim form. 

Providers will be reimbursed an administration fee for recommended childhood and 

adolescent immunizations. Providers participating in the VFC program must submit claims 

with an SL modifier. Providers billing for immunizations outside of the VFC program, will 

be reimbursed for administration as well as the vaccine serum. 
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9.0 Quality Improvement 

9.1 Quality Improvement Program Description 

The purpose of the Quality Improvement (QI) Program is to provide the infrastructure for 

the continuous monitoring, evaluation and improvement in care, safety, and service.  

Providers may obtain a copy of Vivida’s complete “Quality Improvement Program 

Description,” “Quality Improvement Program Evaluation,” or “Quality Program Committee 

Structure” and/or a copy of a summary of its annual evaluation by visiting the Vivida 

website at www.VividaHealth.com or by contacting their Provider Relations Specialist. 

9.1.1 Performance Improvement Process 

The Physician Advisory Council “PAC” reviews and adopts an annual QI program and QI 

work plan, based on Medicaid managed-care-appropriate industry standards. The QI 

adapts traditional quality/risk/utilization-management approaches to problem identification 

with the objective of identifying improvement opportunities. Most often, initiatives are 

selected based on data that indicates the need for improvement in a particular clinical or 

non-clinical area and includes targeted interventions that have the greatest potential for 

improving health outcomes or service. Performance-improvement projects, focused 

studies and other quality-improvement initiatives are designed and implemented in 

accordance with principles of sound research design and appropriate statistical analysis. 

Results of these studies are used to evaluate the appropriateness and quality of care and 

services delivered against established standards and guidelines for the provision of that 

care or service. Each initiative is also designed to allow monitoring of improvement over 

time. The QI work plan serves as a continuous working guide for quality-improvement 

efforts. It integrates quality-improvement activities, reporting, studies from all areas of the 

organization (clinical and service) and dictates timelines for completion and internal 

reporting, as well as requirements for external reporting. Studies and other performance 

measurement activities and issues to be tracked over time are scheduled in the QI work 

plan. Vivida communicates activities and outcomes of its quality-improvement program to 

both members and providers through avenues such as the member newsletter, provider 

newsletter and the Vivida web portal. At any time, providers may request additional 

information on programs including a description of the QI program and a report on plan 

progress in meeting the QI program goals by contacting the Quality Improvement 

department. 

9.1.2 Healthcare Effectiveness Data Information Set 

The Healthcare Effectiveness Data Information Set (HEDIS) is a group of standardized 

performance measures developed by the National Committee for Quality Assurance 

(NCQA), which allows comparison across health plans, based on comparative quality 

instead of simply cost differences. HEDIS reporting is a required part of NCQA health plan 

accreditation, as well as Vivida’s contract with the AHCA for the provision of coordinated 

care services to Vivida members populations. HEDIS measures are becoming 
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increasingly important, as purchasers of healthcare use the aggregated HEDIS rates to 

evaluate a health insurer’s ability to demonstrate improvement in preventive health and 

outreach to its members. 

9.1.3 Calculation of HEDIS Rates 

HEDIS rates may be calculated using two methodologies: administrative data 

methodology or hybrid methodology. Administrative data methodology is calculated from 

claims or encounter data submitted to the health plan by providers. Measures typically 

calculated using administrative data methodology include: annual mammogram, annual 

chlamydia screening, annual pap test, asthma treatment, cholesterol management, 

antidepressant medication management, access to PCP services, and utilization of acute 

and mental health services. Accurate and timely claims and encounter data submission 

and use of appropriate CPT and diagnosis codes are of paramount importance for the 

accuracy of these measures. The hybrid methodology consists of both administrative data 

and a sample of medical records. It requires review of a random sample of members’ 

medical records to abstract data for services rendered that are not reported through 

claims or encounter data. Measures typically requiring medical record review include: 

diabetic HbA1c, eye exam and nephropathy, controlling high-blood pressure, and prenatal 

care and postpartum care. 

9.2 Quality of Care Concerns 

Quality of Care Concerns may be reported by both internal and external customers such 

as members, providers, and advocates. All reported concerns are investigated and 

monitored for trends. 

In the event a quality of care concern is reported, Vivida requires full cooperation with the 

investigation of the concern. This includes the timely submission of requested written 

repose, medical records and the implementation of corrective action plans, as applicable.  

Providers have the right to respond to reported concerns. 

For more information regarding quality of care concerns, please contact the Quality 

Improvement department at 844-243-5175. 

9.3 Patient Safety 

The Quality Improvement (QI) Department, monitors patient safety and risk mitigation 

practices.  The QI Staff is trained to identify, investigate, analyze, evaluate and prevent 

incidents that pose health and safety risk. All potential quality of care events and adverse 

incidents shall be reported by the Provider and/or Provider staff in all service delivery 

settings within forty-eight (48) hours of the incident by submitting the Provider Adverse 

Incident Form to the Quality Improvement (QI) Department at (Need email and fax).  This 

form can be found on the Vivida website at www.VividaHealth.com.   

 

http://www.vividahealth.com/
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9.4 Provider Sanctioning Policy 

In the event Vivida identifies health care services rendered to a Vivida member by a 

participating provider that are outside the recognized treatment patterns of the organized 

medical community and quality management and/or credentialing standards, the provider 

may be subject to sanctions. The National Provider Data Bank (NPDB) may be notified of 

all negative outcomes if formal sanctioning proceedings are implemented and if the 

outcome is to last thirty (30) days or more. 

In addition to the above, Vivida will exclude and/or penalize a provider under any of the 

following conditions: 

• The Plan has received recommendations to take such actions because of an 

investigation conducted by the Office of the Inspector General or other 

appropriate state and/or federal agency; 

• The provider fails to cooperate with an investigation of alleged fraud and abuse; 

and 

• The provider has been listed on the Medicare/Medicaid Sanctions Report. 

Possible sanctions for deviation from accepted quality management and/or credentialing 

standards and program integrity violations include: 

• Limiting a PCP’s panel, not necessarily limited to freezing new member 

assignment; 

• Termination of participating provider status; 

• Withholds from future claims payments of amounts that are improperly paid or 

reasonable estimates of such amounts; and 

• Suspension of claims activity. 

9.5 Clinical Practice Guidelines 

The intent of the guidelines is to support the provider’s efforts in the care and education of 

members and to reduce variation in diagnosis and treatment. The Plan makes every effort 

to ensure that current scientific data and expert opinion is the basis for each guideline. 

Each guideline is evaluated as new data becomes available or at a minimum of every two 

years. For Quality Improvement initiatives, Vivida and AHCA will monitor provider 

compliance and member outcomes related to these clinical guidelines by performing an 

annual medical record audit according to AHCA Contract Attachment II Section VII Quality 

and UM. These guidelines are intended to assist the provider in clinical decision-

making and attempt to define clinical practices that apply to most patients in 

most circumstances. The treating provider should make the ultimate decision regarding 

the care of a particular patient.  

9.5.1 Guidelines 

These guidelines include: 

• Preventative guidelines for children and adults;  
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• EPSDT Periodicity Schedule; 

• Immunization schedules for Adults and Children; 

• Guidelines addressing appropriate antibiotic use in adult and children; 

• Behavioral Health guidelines; and  

• Guidelines for Acute/Medical conditions   

Providers may access the guidelines through Vivida’s website at www.VividaHealth.com 

or request a hard copy of the guidelines by contacting the Quality Improvement Nurse at 

844-243-5175. 

9.5.2 Improvement Program (QI) Scope and Goals 

Vivida’s QI Program addresses the quality of both clinical care and services provided to 

members and providers. QA activities encompass all demographic groups, benefits and 

care settings. 

It also addresses all healthcare services, including medical and behavioral, preventive, 

emergency, primary and specialty care; as well, as acute care, short-term care, long-term 

care, home care, pharmacy and ancillary services. Areas subject to quality oversight 

include: 

• Acute and chronic care management and disease management 

• Adoption and compliance with preventive health and clinical practice guidelines 

• Behavioral healthcare management and coordination with medical practitioners 

• Continuity and coordination of care 

• Department performance and service 

• Network provider profiling 

• Employee and provider cultural competency, including monitoring to ensure 

member linguistic and physical accessibility 

• Disparities in care 

• Member grievance and appeals 

• Member satisfaction 

• Health education and promotion 

• Network accessibility and appointment availability, including specialty 

practitioners 

• Patient safety, including appropriateness and quality of healthcare services 

• Provider satisfaction 

• Selection and retention of skilled, quality oriented practitioners and facilities 

(credentialing and re-credentialing) 

• Utilization management, including under and over utilization 

• Compliance with preventive health and practice guidelines 
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10.0 Emergency Care/Urgent Care Services 

10.1 Emergency Care 

10.1.1 Definitions 

Emergency Behavioral Health Services – Those services required to meet the needs of 

an individual who is experiencing an acute crisis, resulting from a mental illness, which is 

a level of severity that would meet the requirements for an involuntary examination (see § 

394.463, Fla.Stat.), and in the absence of a suitable alternative or psychiatric medication, 

would require hospitalization.  

Emergency Medical Condition – (a) A medical condition manifesting itself by acute 

symptoms of sufficient severity, which may include severe pain or other acute symptoms, 

such that a prudent layperson who possesses an average knowledge of health and 

medicine, could reasonably expect that the absence of immediate medical attention could 

result in any of the following: (1) serious jeopardy to the health of a patient, including a 

pregnant woman or fetus; (2) serious impairment to bodily functions; (3) serious 

dysfunction of any bodily organ or part. (b) With respect to a pregnant woman: (1) that 

there is inadequate time to effect safe transfer to another hospital prior to delivery; (2) that 

a transfer may pose a threat to the health and safety of the patient or fetus; (3) that there 

is evidence of the onset and persistence of uterine contractions or rupture of the 

membranes. (See § 395.002, Fla.Stat.)  

Emergency Services — See Emergency Services and Care.  

Emergency Services and Care — Medical screening, examination and evaluation by a 

physician or, to the extent permitted by applicable laws, by other appropriate personnel 

under the supervision of a physician, to determine whether an emergency medical 

condition exists. If such a condition exists, emergency services and care include the care 

or treatment necessary to relieve or eliminate the emergency medical condition within the 

service capability of the facility. 

10.1.2 PCP Responsibilities 

If the member calls the primary care provider’s (PCP) office prior to going to a hospital 

emergency room (ER) and if the situation can be handled in the PCP’s office, it is the 

PCP’s responsibility to comply with Vivida’s access standards. A referral or authorization 

is not required for a member to be seen in the emergency room (ER). It is also the 

responsibility of the PCP, per his or her contract with Vivida, to have after-hours call 

service seven (7) days a week, twenty-four (24) hours per day. Use of Vivida’s 24-Hour 

Nurse Advice Line is not an acceptable alternative to after-hours call service. 

Giving members easily understood instructions during regular office visits may help avoid 

after- office-hours calls or ER visits. Reviewing home treatment for common conditions, 

such as fever, vomiting, diarrhea, and earaches may give members or their caregivers 
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more confidence in handling these conditions when they arise. Providing written 

instructions to be used as a reference may also be helpful. 

10.2 Out-of-Service-Area Care 

10.2.1 Definition 

Emergency care as described in Section 10.1.1 is also a covered benefit for Vivida 

members when they are out of the service area. A referral or prior authorization is not 

required for out-of-service-area emergency care in the ER. For an out-of-network provider 

to receive reimbursement, a Florida Medicaid ID number and Vivida Provider ID number is 

needed. 

10.3 Urgent Care Services 

10.3.1 Definitions 

Urgent Behavioral Health Care – Those situations that require immediate attention and 

assessment within twenty-three (23) hours even though the member is not in immediate 

danger to self or others and is able to cooperate in treatment.  

Urgent Care – Services for conditions, which, though not life-threatening, could result in 

serious injury or disability unless medical attention is received (e.g., high fever, animal 

bites, fractures, or severe pain) or substantially restrict a member’s activity (e.g., 

infectious illnesses, influenza, or respiratory ailments). 

10.3.2 PCP Responsibilities 

If the member calls prior to going to a licensed, credentialed urgent care center and the 

situation can be handled in the PCP’s office, it is the PCP’s responsibility to see the 

member within Vivida’s access guidelines. 

For the current listing of urgent care centers, please visit the Provider Directories section 

of Vivida’s web site at www.VividaHealth.com. 

To request a hard copy of this listing, please contact your Provider Relations Specialist or 

Provider Services at 844-243-5175. 

  

http://www.passporthealthplan.com/provider/resources/directories
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11.0 Special Programs 

11.1 Case Management 

11.1.1 Definition 

Case Management - is a collaborative process of assessment, planning, facilitation, care 

coordination, evaluation, and advocacy for options and services to meet an individual’s and 

family’s comprehensive health needs through communication and available resources to 

promote quality cost-effective outcomes.   

11.1.2 Target Populations 

Members who may benefit from case management are those with ongoing complex 

medical needs or those at risk for an avoidable adverse outcome/event. The following 

individuals may warrant case management; however, this listing is not meant to be all-

inclusive: 

• Individuals at risk for an avoidable outcome/event; 

• Children in/or receiving foster care or adoption assistance; 

• Blind/disabled children under the age of 19 and related populations eligible for 

SSI; 

• Adults over the age of 65; 

• Homeless; 

• Individual with chronic physical health illnesses; and 

• Individuals with chronic behavioral health illnesses. 

11.1.2.1 How are Referrals Generated? 

Referrals to Case Management are received through many sources: 

• Stratification; 

• Member Services line; 

• Vivida member and provider inquiries; 

• Completed Health Risk Assessments (HRAs); 

• Recently discharged members from hospitals or who have required Emergency 

Room care; 

• Outreach calls by Rapid Response Outreach (RROT) case managers to 

members who have called the 24-hour Nurse 

• Line and require further assistance from our Case Management staff; 

• Internal department referrals; and 

• Providers seeking case management referrals for their patients. 

11.1.3 How to Request Case Management Services 

Providers, as well as members and other interested parties, may request case 

management services. Providers may contact the Rapid Response department at 844-
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243-5131 from 8:00 a.m. to 7:00 p.m. EST to make a case management referral or by 

completing the Care Coordination Request Form available online at 

www.VividaHealth.com. If you would like to speak with the case manager once he or she 

is assigned, notify the Rapid Response coordinator when you make a case management 

request. Participation in Case Management is voluntary, and the member has the right to 

decline any or all parts of the program. 

11.1.4 Rapid Response Outreach Team 

The RROT team was developed at Vivida to address members’ health questions, to 

identify members in need of care coordination services, and to address the urgent needs 

of our members. Vivida’s goal is to reduce both avoidable emergency room visits and in-

patient stays, as well as assist in removing barriers to needed healthcare services.  

The team consists of registered nurses, and case management technicians (under the 

direction of the clinical staff), with social workers, pharmacists, pharmacy technicians and 

durable medical equipment support staff. 

11.1.4.1 What we do 

The members of the Vivida RROT are trained to assist in the rapid triage of members' 

needs. The team assists members in investigating and overcoming the barriers to 

achieving their health care goals. The RROT can assist with: 

• Questions concerning how to obtain supplies or services from Durable Medical 

providers; 

• Transportation scheduling; 

• Assisting with pharmacy and barriers to receiving medications; 

• Collaborating with specialists; 

• Coordination of physician appointments; 

• Scheduling preventive health screens; 

• Facilitating medication access; 

• Informing members of the available community resources, assist them in 

completing the application process and follow through of services; 

• Outreaching to members for HEDIS® measures; and 

• Resources for resolution of legal questions such as the creation of advanced 

directives, living trusts, or other types of legal assistance. 

11.1.4.2 Contact the Rapid Response Outreach Team 

The RROT can be reached at 844-243-5131 from 8:00 a.m. until 5:00 p.m. EST, Monday 

through Friday. After hours, there is a 24-hour Nurse Call Line available to all members at 

1-844-865-7920. 

11.2 Health and Disease Management Programs 

11.2.1 Introduction 
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Vivida is committed to working with providers to help keep members healthy by supporting 

preventative care. One way to do this is through Health and Disease Management 

programs that ideally prevent or decrease exacerbation of an illness by a comprehensive, 

integrated approach to care. Vivida’s Health and Disease Management programs include 

Catastrophic Care, Complex Care, Condition Care, Transition Care, Care Coordination, 

Maternity, and many others. Providers are informed about the programs through various 

methods, including Vivida’s Provider Manual, web site, provider communications, New 

Provider Orientation Kit, office site visits by the Provider Relations Specialists, and face-to-

face education visits by the disease specific provider. 

11.2.2 Purpose of Programs 

Each program emphasizes education for targeted members and providers to improve the 

overall health, wellness, and quality of the member’s life. The goal of the programs is to 

provide tools to educate the member on promoting improved health through better 

prevention, detection, treatment, and education. These programs aim to facilitate member 

understanding and self-management of the disease process as well as coordination of 

care between the member and/or caregiver and the provider. Programs focus on 

increasing both member and provider adherence with well-established and professionally 

recognized guidelines. 

11.2.3 Evaluation of Programs 

The objectives, activities, and outcomes of each Health and Disease Management 

Program are continually evaluated and measured against national standards. Updates and 

revisions are made as needed, with the programs being reviewed at least annually. 

Reviews consist of: 

• Measuring participation rates; 

• Determining whether the programs have demonstrated improvement in 

outcomes and quality of care provided to members; 

• Evaluating the overall effectiveness of the programs; 

• Exploring the barriers and limitations of the programs; and 

• Revising areas as needed to improve effectiveness of the programs. 

11.2.4 Type of Disease Management Program 

Vivida offers the following Disease Management Programs:   

• Diabetes;  

• Chronic respiratory;  

• Congestive heart failure (CHF);  

• Asthma; and 

• Coronary Artery Disease. 

Please reference Vivida’s website at www.VividaHealth.com for additional program 

information. 

http://www.passporthealthplan.com/
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11.3 Telemedicine 

Vivida is pleased to provide Telemedicine to our members.  Please see the telemedicine 

section of our Provider Portal for more information and how to become a telemedicine 

provider. 

Include the following items for services provided through telemedicine: 

• A brief explanation of the use of telemedicine in each progress note; 

• Documentation of telemedicine equipment used for the particular Covered 

Services provided; 

• A signed statement from the Member or the Member’s representative indicating 

their choice to receive services through telemedicine. This statement may be for 

a set period of treatment or onetime visit, as applicable to the service(s) 

provided; and 

• A review of telemedicine should be included in Vivida’s fraud and abuse 

detection activities. 
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12.0 Outpatient Pharmacy Services 

12.1 Prescribing Outpatient Medications for Vivida Health Plan Members 

Vivida’s pharmaceutical management procedures are a vital part of the pharmacy 

program. Together they ensure and promote the utilization of clinically appropriate 

drug(s) which leads to the improvement of the health and well-being of our Members. The 

most commonly utilized management tools in the pharmacy program include: 

• Preferred Drug List (PDL); 

• Mandatory Generic; 

• Therapeutic Interchange; 

• Step Therapy (ST); 

• Quantity Limit (QL); 

• Age Limit (AL); 

• Over-The-Counter (OTC) Medications; 

• Coverage Determination or Prior Authorization (PA) Process; 

• Pharmacy Lock-In Program; and 

• Specialty Drug Program. 

These drug management tools are described in additional detail below.  Also, to help 

your patient get the most out of their pharmacy benefit please refer to the following 

guidelines when prescribing: 

• National standard of care guidelines for management and treatment of 

conditions (e.g., American Thoracic Society Clinical Practice Guidelines on the 

Definition, Evaluation, and Treatment of Severe Asthma, Joint National 

Committee (JNC) Hypertension guidelines); 

• Prescribe drugs listed on Vivida’s PDL 

http://ahca.myflorida.com/medicaid/Prescribed_Drug/pharm_thera/fmpdl.shtml; 

and 

• Prescribe generic drugs when therapeutic equivalent drugs are available within 

a therapeutic class. 

12.1.1 Preferred Drug List  

Vivida will adopt the AHCA Medicaid PDL and provide coverage for all drugs and dosage 

forms listed therein. The Florida Medicaid PDL is subject to revision following 

consideration and recommendations by the AHCA’s Pharmaceutical and Therapeutics 

(P&T) Committee. Refer to the PDL document for the most current list of preferred drugs 

- http://ahca.myflorida.com/medicaid/Prescribed_Drug/pharm_thera/fmpdl.shtml.  

The PDL is arranged in order by therapeutic classification. To locate a specific drug or 

therapeutic class, use the search feature available in Adobe Acrobat Reader (keyboard 

shortcut:  CTRL+F). The PDL will also tell you if there are any certain age limit or clinical 

prior authorization (PA) requirements. 

12.1.2 Generic Medications 

http://ahca.myflorida.com/medicaid/Prescribed_Drug/pharm_thera/fmpdl.shtml
http://ahca.myflorida.com/medicaid/Prescribed_Drug/pharm_thera/fmpdl.shtml
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The use of generic medications is a key pharmaceutical management tool. Generic drugs 

are as effective as and generally cost less than their brand name counterparts. Their use 

can contribute to cost-effective therapy. 

Generic drugs must be used when listed on the PDL. A Prior Authorization Form should 

be completed and submitted to Vivida’s pharmacy department along with clinical 

justification when requesting a non-PDL medication and/or a brand name medication 

when the generic is available on the PDL. See Prescription Medications and Prior 

Authorization section below for more information on how to request an exception. 

12.1.3 Therapeutic Interchange 

Vivida employed pharmacists may engage in the practice of replacing, with the 

prescribing physician’s approval, a prescription drug originally prescribed for a patient 

with a prescription drug that is therapeutically equivalent. Drugs are considered to be 

therapeutically equivalent if they can be expected to produce the same or similar levels of 

clinical outcomes in patients. The therapeutic interchange program should offer 

advantages to the member through improved convenience, affordability, or improved 

outcomes or fewer side effects. 

12.1.4 Step Therapy 

Step therapy programs are developed by the AHCA’s P&T Committee. These programs 

ensure patients are taking the most effective medication at the best cost. This means 

trying the least expensive medications (usually generic medications) or drugs that are 

considered as the standard first-line treatment before stepping up to a more costly 

alternative(s). 

Step therapy programs are a safe and effective method of reducing the cost of treatment 

by ensuring that an adequate trial of a proven safe and cost-effective therapy is 

attempted before progressing to a more costly option. First-line drugs are recognized as 

safe, effective and economically sound treatments. The first-line drugs on Vivida’s PDL 

have been evaluated through the use of clinical literature and are approved by the 

AHCA’s P&T Committee. 

Medications requiring step therapy are identified on the PDL. 

12.1.5 Quantity Limits 

To ensure members are getting the most cost-effective dose of medication, a quantity 

limit or dose duration may be placed on certain drugs. These limits are based on FDA 

guidelines, clinical literature, and the manufacturer’s instructions. Quantity limits promote 

appropriate use of the drug, prevent waste, and help control costs. Quantity limits are 

also used to help prevent billing errors. 

Please refer to the PDL to view drugs with quantity limits. 

12.1.6 Age Limits 
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Some drugs have an age limit associated with them. Vivida utilizes age limits to help 

ensure proper medication utilization and dosage, when necessary. 

Medications with age limits are identified on the PDL. 

12.1.7 Coverage Limitations 

Vivida covers all drug categories currently available on the AHCA Medicaid PDL. The 

following is a list of non-covered (i.e., excluded from the Medicaid benefit) drugs and/or 

categories: 

• Agents used for anorexia, weight gain or weight loss; 

• Agents used to promote fertility; 

• Agents used for cosmetic purposes or hair growth; 

• Cough and cold combination medications for members twenty-one (21) years 

of age and older; 

• Drugs for the treatment of erectile dysfunction; 

• DESI drugs or drugs that may have been determined to be identical, similar or 

related; 

• Investigational or experimental drugs; 

• Immunizing agents (except for influenza vaccine); 

• Agents prescribed for any indication that is not medically accepted; 

• Oral vitamins and minerals (except those listed in the PDL); and 

• OTC drugs (except those listed in the PDL). 

Vivida will not reimburse for prescriptions for early refills, duplicate therapy or excessively 

high dosages for members. 

12.1.8 Over-the-Counter (OTC) Medications 

OTC items listed on the PDL require a valid prescription. Examples of OTC items listed 

on the PDL include (coverage is subject to change): 

• Multivitamins/multivitamins with iron; 

• Iron; 

• Antihistamines; 

• Enteric coated aspirin; 

• Insulin; 

• Topical antifungals; 

• Ibuprofen; 

• Permethrin; 

• Meclizine; and 

• H-2 receptor antagonists. 

12.2 Prescription Medications and Prior Authorization 

12.2.1 When is a Prior Authorization (PA) Required? 
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PA is necessary for some medications to establish medical necessity and to ensure 

eligibility for coverage per State and/or Federal regulations. This may be due to specific 

Food and Drug Administration (FDA) indications, the potential for misuse or overuse, 

safety limitations, or cost- benefit justifications. 

PA is required for medications that are: 

• Outside the recommended age, dose or gender limits; 

• Drugs not listed on the PDL; 

• Drugs listed on the PDL but still require Prior Authorization; 

• Brand name drugs when a generic exists; 

• Duplication in therapy (i.e. another drug currently used within the same class); 

• New to the market and not yet reviewed by AHCA’s P&T Committee 

• Prescribed for off-label use or outside of certain diseases or specialties; or, 

• Most self-injectable and infusion medications (including chemotherapy). 

12.2.2 How does a provider request an exception? 

Providers may request an exception to Vivida’s PDL verbally or in writing. For written 
requests, Providers should complete a Prior Authorization Request Form, supplying 
pertinent member medical history and information. A Prior Authorization Request form 
may be accessed on Vivida’s website at www.VividaHealth.com 
 
To submit a request, orally, call 844-716-5385 to speak with a pharmacy specialist. 
 
If Authorization cannot be approved or denied, and the drug is medically necessary, up to 

a seventy-two (72) hour emergency supply of the non-preferred drug can be supplied to 

the member. 

PA protocols are developed and reviewed at least annually by the AHCA P&T Committee. 

These protocols indicate the criteria that must be met in order for the drug to be 

authorized (e.g., specific diagnoses, lab values, trial and failure of alternative drug(s), 

allergic reaction to preferred product, etc. 

12.2.3 What Happens During the PA Review Process 

1. A pharmacy coordinator compares all information on the request to Vivida’s 

clinical authorization criteria. 

2. If the request does not meet Vivida’s clinical authorization criteria, it is 

forwarded to a registered pharmacist. Additional information may be requested 

via fax or telephone from the prescribing provider. 

3. If the pharmacist cannot approve the request, the request is forwarded 

electronically to a Vivida Medical Director for a decision. 

12.2.4 How Providers Are Notified of PA Decisions 

A fax will be sent to the requesting provider’s submitted fax number with one of the 

following PA decisions. 
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Approved. The PA request has been approved for pharmacy reimbursement. Based on 

the medication and if requested by the prescriber, approvals may be granted for up to 

twelve (12) months. 

Partial denial. Reimbursement has been approved for a therapeutic alternative or for a 

different dose than requested. 

Deferral. The final PA action was not decided due to the need for additional information. 

Providers must fax the requested information back to the plan in order to obtain a final PA 

decision. 

Denial. The PA request was denied. All PA denials are issued by a licensed physician. 

These decisions may be appealed. 

Denial rationale is included on every PA denial fax, and whenever possible, with a 

recommendation for an alternate preferred medication. However, denials for medications 

not indicated for clinical use may not include medication alternatives. 

12.2.5 Emergency Supply 

Pharmacies may dispense a seventy-two (72) hour emergency supply of medication if 

they are unable to contact the prescriber for prior authorization. This does not apply to 

drugs excluded from coverage by state and federal regulations. 

12.2.6 Denial and Appeal Process 

An authorization request for outpatient pharmacy services may be denied for lack of 

medical necessity, or it may be denied for failure to follow administrative procedures 

outlined in the Provider Contract or this Provider Manual.  Denial letters are generated by 

Vivida to the member and the prescriber. The plan faxes a denial notification to the 

prescriber if fax numbers are available. 

12.3 Pharmacy Lock-In Program 

The Vivida Pharmacy Lock-In Program is designed to ensure medical and pharmacy 

benefits are received at an appropriate frequency and are medically necessary.  The 

program utilizes claims data to evaluate overutilization in targeted therapeutic categories, 

duplication of therapy from multiple providers, and ensure proper utilization of plan 

benefits. Members who meet the criteria to be enrolled in the Pharmacy Lock-In Program 

will receive written notice of the lock-in status along with details surrounding the program. 

The designated provider(s) will also receive written notification of the member’s enrollment 

in to the program.  

The Lock-In Program is not intended to penalize or punish the member. The program is 

intended to: 

• Connect members with case managers who can identify reasons for over use of 

medical services and provide education on their health care needs; 

• Reduce inappropriate use of health care services; 

• Facilitate effective utilization of health care services; and 
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• Enhance quality of care by developing a stable patient-physician and patient-

pharmacist relationship. 

12.4 Member Pharmacy Access 

Vivida has partnered with CVS Caremark to maintain a comprehensive network of 

pharmacies to ensure that pharmacy services are available and accessible to all Members 

twenty-four (24) hours a day. 

The Pharmacy Locator tool at Caremark.com lets you quickly and easily find the best 

network pharmacy for you. 

To access the tool, click on “Pharmacy Locator” in the “Plan & Benefits” drop-down menu 

at Caremark.com, or open the Caremark mobile app and tap “Pharmacy Locator.” 

The Pharmacy Locator lets you: 

• Enter your zip code or city and state to find the closest network pharmacies; 

• Add filters to find pharmacies with the amenities you need; 

• Narrow your search results by specific pharmacies; and 

• Designate or change your primary pharmacy with one click. 

For areas where there are no pharmacies open twenty-four (24) hours per day, members 

may call Vivida member services at 844-243-5131 TTY: 711 for information on how to 

access pharmacy services. Contact information is also located on the Vivida website at 

www.VividaHealth.com. 

12.5 Specialty Pharmacy Solutions 

Vivida has partnered with the CVS Specialty Pharmacy Solutions team to offer specialty 

pharmacy services to members who are taking medications to treat long-term, life-

threatening or rare conditions. As one of the leading and most experienced providers of 

specialty pharmacy services, CVS Specialty understands the complex nature of injectable, 

infused and select oral medications. That expertise allows them to get members the 

medication needed, along with personalized, clinical support. Although CVS Specialty 

does not have a typical neighborhood pharmacy storefront, it can arrange for member 

medications to be available for pickup at any CVS Pharmacy. Members can also get their 

medications delivered to their home, work, or provider’s office. 

  

http://www.vivida.com/
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13.0 Obstetrical and Family Planning 

13.1 Obstetrical Services 

13.1.1 Pregnancy Notification 

The provider must complete the Pregnancy Notification Form for any member that is 

identified as pregnant within five (5) business days of the initial prenatal visit (or 

determination of Vivida member eligibility, whichever is later) and submit to the Pregnancy 

Care Program via fax at 888-518-5333 or via secure email at 

PregnancyCareProgram@vividahealth.com This form serves as Vivida’s initial notification 

of a member’s pregnancy. Prompt submission from the provider allows us to enroll our 

members in the Pregnancy Care Program as early as possible.  

It is the responsibility of the provider to confirm receipt of the Pregnancy Notification Form 

by the Pregnancy Care Program if the provider assumes care of the member from another 

provider. The Pregnancy Notification Form must be submitted within five (5) business 

days of initial evaluation (or determination of Vivida member eligibility, whichever is later).  

13.1.2 Healthy Start Provider Requirements  

Florida’s Healthy Start Prenatal Risk Screening 

 

Vivida providers are required to offer Florida’s Health Start prenatal risk screening to each 

pregnant member as part of her first prenatal care visit.  When completing the risk 

screening, providers must: 

 

• Use the Department of Health-approved Health Start (Prenatal) Risk Screening 

Instrument; 

• Keep a copy of the completed screening instrument in the member’s medical 

record and provide a copy to the member; and 

• Submit the Healthy Start (Prenatal) Risk Screening Instrument to the CHD in the 

county where the prenatal screen was completed within ten (10) business days 

of completion of the screening. 

 

Florida’s Health Start Infant (Postnatal) Risk Screening Instrument 

Florida hospitals electronically file the Healthy Start (Postnatal) Risk Screening Instrument 

Certificate of Live Birth with the CHD in the county where the infant was born within five 

(5) business days of the birth.  

For contracted birthing facilities not participating in the Department of Health electronic 

birth registration system, the provider must: 

• File required birth information with the CHD within five (5) business days of the 

birth; 
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• Keep a copy of the completed Healthy Start (Postnatal) Risk Screening 

Instrument in the member’s medical record; and  

• Mail a copy to the member. 

13.1.3 Ineligible Members 

Pregnant members or infants who do not score high enough to be eligible for Healthy Start 

case management may be referred for services, regardless of their score on the Healthy 

Start risk screen, in the following ways: 

• If the referral is to be made at the same time the Healthy Start risk screen is 

administered, the provider may indicate on the risk screening form that the 

member or infant is invited to participate based on factors other than score; or 

• If the determination is made subsequent to risk screening, the provider may 

refer the member or infant directly to the Healthy Start care coordinator based on 

assessment of actual or potential factors associated with high risk, such as 

Human Immunodeficiency Virus (HIV), Hepatitis B, substance abuse or 

domestic violence. 

13.1.4 Florida’s WIC Program (The Special Supplemental Nutrition Program for 

Women, Infants and Children) Program 

All infants, children under the age of five (5), and pregnant, breast-feeding and postpartum 

women will be referred to the local WIC office. Vivida providers must submit: 

• A completed Florida WIC program medical referral form with the current height 

or length and weight (taken within sixty (60) days of the WIC appointment); 

• Hemoglobin or hematocrit testing results; and 

• Any identified medical or nutritional problems. 

For subsequent WIC certifications, providers must coordinate with the local WIC office to 

provide the above referral data from the most recent CHCUP.  

For every WIC referral form completed, the provider must provide a copy of the form to the 

member and keep a copy in the member's medical record. 

13.1.5 HIV Testing and Counseling 

Vivida providers must offer all pregnant women counseling and HIV testing at the initial 

prenatal care visit and again at twenty-eight (28) and thirty-two (32) week visits. 

If a member declines an HIV test, providers must attempt to obtain a signed objection. 

Providers must counsel about and offer the latest antiretroviral regimen recommended by 

the U.S. Department of Health & Human Services (Public Health Service Task Force 

Report titled Recommendations for the Use of Antiretroviral Drugs in Pregnant HIV-1 

Infected Women for Maternal Health and Interventions to Reduce Perinatal HIV-1 

Transmission in the United States) to all pregnant members who are infected with HIV. 

13.1.6 Hepatitis B Testing and Management 
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All pregnant members receiving prenatal care must be screened for the Hepatitis B surface 

antigen (HBsAg) during the first prenatal care visit.  

Providers must perform a second HBsAg test between twenty-eight (28) and thirty-two (32) 

weeks of pregnancy for all members who tested negative at the first prenatal visit and are 

considered high-risk for Hepatitis B infection. The provider shall perform this test at the 

same time that other routine prenatal screening is ordered. 

All HBsAg-positive women shall be reported to the local CHD and to Healthy Start, 

regardless of their Healthy Start screening score. 

Infants born to HBsAg-positive members shall receive Hepatitis B Immune Globulin (HBIG) 

and the Hepatitis B vaccine once they are physiologically stable, preferably within twelve 

(12) hours of birth, and shall complete the Hepatitis B vaccine series according to the 

vaccine schedule established by the Recommended Childhood Immunization Schedule for 

the United States.  

Providers must test infants born to HBsAg-positive members for HBsAg and Hepatitis B 

surface antibodies (anti-HBs) six (6) months after the completion of the vaccine series to 

monitor the success or failure of the therapy.   

Any child age twenty-four (24) months or less who tests positive for HBsAg must be 

reported to the local CHD within twenty-four (24) hours of receipt of the positive test 

results. 

Infants born to members who are HBsAg-positive shall be referred to Healthy Start 

regardless of their Healthy Start screening score. 

Providers must report all prenatal or postpartum members who test HBsAg-positive to the 

Perinatal Hepatitis B Prevention Coordinator at the local CHD, utilizing the Provider 

Disease Report Form (DH Form 2136).  The member’s infant and contacts must also be 

reported to the Perinatal Hepatitis B Prevention Coordinator.  The report must include the 

following information: 

• Name; 

• Date of birth; 

• Race and ethnicity; 

• Address; 

• Infant(s); 

• Contacts; 

• Laboratory test(s) performed and date the sample was collected; 

• Estimated Due Date and/or Date of Delivery; 

• Whether the member received prenatal care; and  

• Immunization dates for infants and contacts. 

13.1.7 Prenatal Care 

Vivida providers must provide the following prenatal care: 
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• A pregnancy test and nursing assessment with referrals to a physician, 

physician assistant or ARNP for comprehensive evaluation; 

• Referral to care coordination/case management according to the needs of the 

member; 

• Any necessary referrals and follow-up; 

• Schedule return prenatal visits at least every four (4) weeks until week thirty-two 

(32), every two (2) weeks until week thirty-six (36), and every week thereafter 

until delivery, unless the member’s condition requires more frequent visits; 

• Contact those members who fail to keep their prenatal appointments as soon as 

possible, and arrange for their continued prenatal care; 

• Assist members in making delivery arrangements, if necessary; 

• Refer pregnant members to appropriate maternity and family services, including 

notifying medical service payers of member status for further eligibility 

determination for the member and unborn infant; and 

• Screening all pregnant members for tobacco use with appropriate follow-up 

including enrolling members in smoking cessation counseling and providing 

treatment as needed. 

13.1.8 Nutrition Assessment and Counseling 

Vivida providers must provide nutritional assessment and counseling to all pregnant 

members by ensuring the following: 

• The provision of safe and adequate nutrition for infants by promoting 

breastfeeding and the use of breast milk substitutes; 

• Offering members mid-level nutrition assessment; 

• Providing individualized diet counseling and a nutrition care plan by a public 

health nutritionist, a nurse or physician following the nutrition assessment; and 

• Documentation of the nutrition care plan in the medical record by the person 

providing counseling. 

13.1.9 Obstetrical Delivery 

Vivida uses generally accepted and approved protocols for both low-risk and high-risk 

deliveries, including Healthy Start and prenatal screening. 

Preterm delivery risk assessments must be documented in the member’s medical record 

by week twenty-eight (28). 

For high-risk pregnancies, the provider’s obstetrical care during labor and delivery must 

include preparation by all attendants for symptomatic evaluation and member progression 

through the final stages of labor and postpartum care. 

13.1.10 Newborn Care 

Vivida providers must provide the highest level of care for newborns beginning 

immediately after birth. Such level of care shall include, but not be limited to: 

• Instilling of prophylactic eye medications into each eye of the newborn; 
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• When the mother is Rh negative, securing a cord blood sample for type Rh 
determination and direct Coombs test; 

• Weighing and measuring of the newborn; 

• Inspecting the newborn for abnormalities and/or complications; 

• Administering one half (0.5) milligram of vitamin K; 

• APGAR scoring; 

• Any other necessary and immediate need for referral in consultation from a 
specialty physician, such as the Healthy Start (postnatal) infant screen; and 

• Newborn screening to test for metabolic, hereditary and congenital disorders 
known to result in significant impairment of health or intellect, in accordance 
with § 383.14, Fla.Stat. These required laboratory tests must be processed 
through the State Public Health Laboratory and will be reimbursed at the 
established Medicaid rate. 

13.1.11 Postpartum Care 

Providers must provide the following postpartum care: 

• Postpartum examination for the member within six (6) weeks after delivery;  

• Supply voluntary family planning, including a discussion of all appropriate 

methods of contraception, as appropriate; and 

• Ensure that continuing care of the newborn is provided through the CHCUP 

program component and documented in the child’s medical record. 

13.1.12 Vivida Responsibilities 

Screen all members known to be pregnant or who advise Vivida that they may be 

pregnant. 

Refer members who are, or may be, pregnant to a provider to obtain appropriate care. 

Vivida shall allow pregnant members to choose obstetricians as their PCPs to the extent 

that the obstetrician is willing to participate as a PCP. 

If a member has not selected a provider for a newborn, Vivida shall assign a pediatrician 

or other appropriate PCP to all pregnant members for the care of their newborns no later 

than the beginning of the last trimester of gestation. 

Vivida shall use the member’s health risk assessment and/or released medical/case 

records to identify members who have not received CHCUP screenings in accordance 

with the Agency-approved periodicity schedule. 

Vivida shall be responsible for newborns of pregnant members from the date of their birth 

and shall comply with all requirements and procedures set forth by the Agency or its agent 

related to unborn activation and newborn enrollment.   

Provide care coordination/case management through the postpartum period of the 

member according to her needs. This care is provided through the Pregnancy Care 

Program.  
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Collaborate with the Health Start Coalition in the region to provide risk-appropriate care 

coordination/case management for pregnant women and infant. 

13.2 Family Planning Services 

Vivida shall provide family planning services to help members make comprehensive and 

informed decisions about family size or length of time between births. The Health Plan 

shall provide the following services: planning and referral, education and counseling, initial 

examination, diagnostic procedures and routine laboratory studies, contraceptive drugs 

and supplies, and follow-up care in accordance with the Medicaid Physicians Services 

Coverage and Limitations Handbook. Policy requirements include the following: 

• Services will be provided on a voluntary and confidential basis;  

• Members are allowed the freedom to choose family planning methods covered 

under the Medicaid program, including Medicaid-covered implants, where there 

are no medical contraindications;  

• Services shall be rendered to members under the age of eighteen (18), 

provided the member is married, a parent, pregnant, has written consent by a 

parent or legal guardian, or, in the opinion of a physician, the member may 

suffer health hazards if the services are not provided;  

• No authorization is required, and members may obtain family planning services 

from any participating Medicaid provider; 

• All pregnant women and mothers with infants may receive postpartum visits for 

the purpose of voluntary family planning, including discussion of all appropriate 

methods of contraception, counseling and services for family planning to all 

women and their partners; and 

• Providers must maintain documentation in the member’s medical records to 

reflect family planning services provided.   

The above policy provisions shall not be interpreted so as to prevent a health care 

provider or other person from refusing to furnish any contraceptive or family planning 

services, supplies or information for medical or religious reasons. A health care provider or 

other person shall not be held liable for such refusal. 

13.3 Hysterectomies, Sterilizations and Termination of Pregnancies 

Providers must maintain a log of all hysterectomy, sterilization, and abortion procedures 

performed for members. The log shall include, at a minimum, the member’s name and 

identifying information, date of procedure, and type of procedure. 

Providers shall provide therapeutic abortions only in the following circumstances: 

• The pregnancy is a result of an act of rape or incest; or 

• A physician certifies that a woman is in danger of death unless the pregnancy is 

terminated. 
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14.0 Provider Billing Manual 

14.1 Claim Submission 

14.1.1 Procedures for Claim Submission 

Vivida is required by state and federal regulations to capture specific data regarding 

services rendered to its members. The provider must adhere to all billing requirements in 

order to ensure timely processing of claims. When required data elements are missing or 

invalid, claims will be rejected by Vivida for correction and resubmission. The provider who 

performed the service to the Vivida member must submit the claim for a billable service. 

Claims filed with Vivida are subject to the following procedures: 

• Verification that all required fields are completed on the CMS-1500 or UB-04 

forms; 

• Verification that all diagnosis and procedure codes are valid for the date of 

service; 

• Verification of the referral for specialist or non-primary care physician claims; 

• Verification of member eligibility for services under Vivida during the time period 

in which services were provided; 

• Verification that the services were provided by a participating provider or that the 

“out- of-network” provider has received authorization to provide services to the 

eligible member (excluding “self-referral” types of care); 

• Verification of whether there is Medicare coverage or any other third-party 

resources and, if so, verification that Vivida is the “payer of last resort” on all 

claims submitted to Vivida; 

• Verification that an authorization has been given for services that require prior 

authorization by Vivida; and 

• Verification that the provider is enrolled with Florida Medicaid during the claim 

date of service and that the claim includes the appropriate NPI code and 

taxonomy code on file with Florida Medicaid. 

In addition, Vivida uses claim edit applications following NCCI, AMA and CMS guidelines: 

• Procedure unbundling (billing two (2) or more CPT codes when one (1) CPT 

code exists for same procedure); 

• Incidental procedures (procedures performed at the same time as a more 

complex procedure but requires little to no additional physician resources or is 

clinically integral to the performance of the procedure); 

• Mutually-exclusive procedures (two (2) or more procedures that should not be 

performed or billed for the same member on the same date of service); 

• Multiple surgical procedures (surgical procedures are ranked according to 

clinical intensity and are paid following percentage guidelines); 

• Multiple Procedure Payment Reduction (MPPR) for selected therapies (applies 

to multiple procedures and multiple units); 
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• Duplicate procedures (procedures billed more than once on same date of 

service); 

• Assistant surgeon utilization (reimbursement and coverage determination); 

• Evaluation and management service billing (review the billing of services with 

procedures performed); and  

• ER evaluation and management services (review the billing for consistency 

with ACEP guidelines). 

Claims for ER services will be subject to review for medical necessity and whether 

treatment was required for an Emergency Medical Condition as defined in paragraph 

10.1.1 of this manual.   

Any CPT/HCPCS level 1 or 2 codes that have been denied due to claims editing will be 

associated with appropriate disposition code on the remittance advice. 

As part of the agreement between Vivida and the provider, the provider agrees to 

cooperate with Vivida in its efforts to comply with all applicable Federal and State laws, 

including specifically the provisions of Section § 6032 of the Deficit Reduction Act of 2005, 

PL-019-171, False Claims Act, Federal Remedies for False Claims and Statements Act, 

and § 68.081, Fla.Stat. Vivida also complies with the applicable Prompt-Pay requirements 

found in § 641.3155, Fla.Stat. 

14.1.2 Rejected and Denied Claims 

Rejected claims are defined as claims with invalid or missing data elements (such as the 

provider tax identification number) that are returned to the provider or EDI source without 

registration in the claims processing system. Since rejected claims are not registered in 

the claims processing system, the provider must re-submit corrected claims within 180 

calendar days from the date of service. This requirement applies to claims submitted on 

paper or electronically. Denied claims are different than rejected claims and are registered 

in the claims processing system but do not meet requirements for payment under Vivida 

guidelines. For more information on denied claims, see Section 14.4 in this Provider 

Manual. 

14.1.3 Claim Mailing Instructions 

Vivida encourages all providers to submit claims electronically. For those interested in 

electronic claim filing, contact your EDI software vendor or the Change Healthcare 

(formerly Emdeon) Provider Support Line at (800) 845-6592 to arrange transmission. 

Vivida Electronic Payer ID:  45488  

If you choose to utilize paper claims, please submit to Vivida at the following address: 

Vivida Health  

PO Box 211251  

Eagan, MN 55121 

 

14.1.4 Claims Status Review 
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Providers may view claims status using any of the following methods: 

• Online – Check eligibility/claims status by logging into Vivida’s Provider Portal at 

www.VividaHealth.com 

• Telephone – You may also check eligibility and/or claims status by calling 

Provider Services at 844-243-5175 

• Real-Time – Depending on your clearinghouse or practice management system, 

real-time claims status information is available to participating providers. Contact 

your clearinghouse to access: 

o Change Healthcare Products for claims status transactions; or 

o All other clearinghouses: Ask your clearinghouse to access transactions 

through Change Healthcare. 

14.1.5 Notification of Denial via Remittance Advice 

When a claim is denied because of missing or invalid mandatory information, the claim 

should be corrected, marked as a second submission or corrected claim, and resubmitted 

within ninety (90) days of notification of notification of payment/denial electronically or to 

the general claim address: 

Vivida Health 

PO Box 211251 

Eagan, MN 55121 

 

14.1.6 Claims Adjustment/Appeal Requests 

If you believe there was an error made during claims processing or if there is a 

discrepancy in the payment amount, please call the PCSU at 844-243-5175. Vivida’s 

representatives can help you resolve the issue, process a claim via the telephone, or 

advise whether a corrected claim or a written appeal needs to be submitted. Please 

submit Claims Issue Forms to P.O. Box above. 

Providers must return any overpayment to Vivida at the address set forth in this handbook 

within sixty (60) days after the date on which the overpayment was identified, and to notify 

Vivida in writing of the reason for the overpayment. (42 CFR § 438.608 (d)(2)). 

14.1.7 Claim Forms and Field Requirements 

The following charts describe the required fields that must be completed for the standard 

CMS-1500 or UB-04 claim forms. If the field is required without exception, an “R” 

(Required) is noted in the “Required or Conditional” box. If completing the field is 

dependent upon certain circumstances, the requirement is listed as “C” (Conditional) and 

the relevant conditions are explained in the “Instructions and Comments” box. 

The CMS-1500 claim form must be completed for all professional medical services, and 

the UB-04 claim form must be completed for all facility claims. All claims must be 

submitted within the timeframe referenced in the provider agreement. 

http://www.vividahealth.com/
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Although the following examples of claim filing requirements refer to paper claim forms, 

claim data requirements apply to all claim submissions, regardless of the method of 

submission (electronic or paper).  

14.1.7.1 CMS-1500 Claim Form and Required Fields 
Use of the CMS-1500 form (02/12) was required as of April 1, 2014. Please see claim form 

instructions. The form includes several fields that accommodate the use of your National 

Provider Identifier (NPI). 

Required Fields for the CMS-1500 Claim Form 
NOTE: *Required (R) fields must be completed on all claims. Conditional (C) fields must 

be completed if the information applies to the situation or the service provided.  

 

CMS 1500 Claim 
 
Field 

 
Field Description 

 
Instructions and Comments 

Required or 
Conditional* 

 
 
 
1 

 
 
INSURANCE 
PROGRAM 
IDENTIFICATION 

Check only the type of health coverage 
applicable to the claim. This field indicates 
the payer with whom the 
claim is being filed. Select “D”, other. 

 

 
R 

 
 
 
 
1A 

 
 
 
 
INSURED I.D. NUMBER 

 
Vivida Health’s member identification 
number as it appears on the member’s 
Vivida Health ID card. 
EDI details ASC X12 4010A. Subscriber 
number less than 11 digits. 
2010BA, NM108=MI NM109 less than 
11 digits. Subscriber is required. 

 
 
 
 
R 

 
2 

 
PATIENT’S NAME (Last Name, First 
Name, Middle Initial) 

Enter the member’s name as it appears on 
the member’s Vivida Health ID card. 

 
R 

 
3 

 
PATIENT’S BIRTH DATE / SEX 

 
MMDDCCYY / M or F 

 
R 

 

 
4 

 
 
INSURED’S NAME (Last Name, 
First Name, Middle Initial) 

Enter the member’s name as it 
appears on the member’s Vivida Health ID 
card or enter the mother’s name when the 
member is a newborn. 

 

 
R 

 
 
5 

 
PATIENT’S ADDRESS (Number, 
Street, City, State, Zip Code, and 
Telephone, Including Area Code) 

Enter the member’s complete address and 
telephone number (Do not punctuate the 
address or phone number). 

 
 
R 

 
6 

PATIENT RELATIONSHIP 
TO INSURED 

 
Always indicate self. 

 
R 

 
 
7 

 
INSURED’S ADDRESS (Number, 
Street, City, State, Zip Code) 
Telephone (include area code) 

Enter the member’s complete address and 
telephone number (Do not punctuate the 
address or phone number). 

 
 
R 

http://passporthealthplan.com/wp-content/uploads/2015/04/PROV51011-NPI-1500-Claim-Form-v2.pdf
http://passporthealthplan.com/wp-content/uploads/2015/04/PROV51011-NPI-1500-Claim-Form-v2.pdf
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8 

 
 
RESERVED  FOR NUCC  USE 

 
 

 
 
Not Required 

 
 
 
9 

 

 
OTHER INSURED’S NAME (Last 
Name, First Name, Middle Initial) 

 
Refers to someone other than the 
member. REQUIRED if member is 
covered by another insurance plan. Enter 
the complete name of the insured. 

 
 
 
C 

 
 
9A 

 
OTHER INSURED’S POLICY 
OR GROUP NUMBER 

 
 
REQUIRED if field 9 is completed. 

 
 
C 

 
 
9B 

 
 

RESERVED  FOR NUCC  USE 

  
 
Not Required 

 
9C 

 
RESERVED  FOR NUCC  USE 

 
 

 
Not Required 

 
9D 

 
INSURANCE PLAN NAME OR 
PROGRAM NAME 

 
REQUIRED if # 9 is completed. 

 
C 

 
10A,B,C 

 
IS PATIENT’S CONDITION RELATED 
TO: 

 
Indicate Yes or No for each category. 

 
R 

 
10D 

 
CLAIM CODES (Designated by NUCC) 

Enter condition codes as approved by the 

NUCC in this field. 
 
C 

 
 
 
11 

 

 
INSURED’S POLICY GROUP OR FECA 
NUMBER 

 
Required when other insurance is 
available. 
Complete if more than one other 
medical insurance is available, or if 
“yes” to field 10 A, B, C. 

 
 
 
C 

 
11A 

 
INSURED’S BIRTH DATE / SEX 

 

Complete information if other insurance is 
listed in field 11. 

 
C 

 
11B 

 
OTHER CLAIM ID (Designated by 
NUCC) 

 
For worker’s compensation or property 
and casualty enter the qualifier to the left 
of the vertical dotted line and the 
identifier number to the right of the 
vertical dotted line. 

 
C 

 
11C 

 
INSURANCE PLAN NAME OR 
PROGRAM NAME 

 
Enter name of Health Plan. 
REQUIRED if field 11 is completed. 

 
C 

 
11D 

 
IS THERE ANOTHER HEALTH 
BENEFIT PLAN? 

 
Y or N by check box. 
If yes, complete 9, 9a and 9d. 

 
R 
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12 

 
PATIENT’S OR AUTHORIZED 
PERSON’S SIGNATURE 

  
 
Not required 

 
13 

INSURED’S OR AUTHORIZED 
PERSON’S SIGNATURE 

  
Not required 

 
14 

DATE OF CURRENT: ILLNESS (First 
symptom) OR INJURY (ACCIDENT) OR 
PREGNANCY (LMP) 

 
Enter the three-character qualifier to the 
right of the vertical dotted line to identify 
which date is being reported. 

 
C 

 
15 

 
OTHER DATE 

 
Enter additional date information about 
the patient’s condition or treatment.   
Enter the three-character qualifier between 
the vertical dotted lines to identify which 
date is being reported. 

 
C 

 
16 

DATES PATIENT UNABLE TO WORK 
IN CURRENT OCCUPATION 

  
C 

17  NAMEAND QUALIFIER OF 

REFERRING PHYSICIAN OR 

OTHER SOURCE  

REQUIRED if a provider other than the 

member’s primary care physician rendered 

invoiced services. Enter the name (First 

Name, Middle Initial, Last Name) followed 

by the credentials of the professional who 

referred or ordered the service(s) or supply 

(ies) on the claim. If multiple providers are 

involved, enter one provider using the 

following priority order:  

1. Referring Provider  

2. Ordering Provider  

3. Supervising Provider  

Do not use periods or commas. A hyphen 

can be used for hyphenated names. Enter 

the applicable qualifier to identify which 

provider is being reported.  

DN Referring Provider  

DK Ordering Provider  

DQ Supervising Provider  

***Enter the qualifier to the left of the 

vertical, dotted line.  

 

C  

17A  OTHER I.D. NUMBER OF 

REFERRING PHYSICIAN AND 

QUALIFIER 

Conditional only if you the Other ID 

number of the referring, ordering, or 

supervising provider is reported in 17a in 

the shaded area. The qualifier indicating 

what the number represents is reported in 

the qualifier field to the immediate right of 

17a.  

The NUCC defines the following qualifiers 

used in 5010A1:  

    0B State License Number  

    1G Provider UPIN Number  

    G2 Provider Commercial Number  

    LU Location Number 

(This                      qualifier is used for 

Supervising Provider only.)  

 

C  

17B  NATIONAL PROVIDER 

IDENTIFIER (NPI)  

Enter the NPI number of the referring 

provider, ordering provider or other 

source.  

REQUIRED if field 17 is completed 

C 

 
18 

 
HOSPITALIZATION DATES RELATED 
TO CURRENT SERVICES 

 
REQUIRED when place of service is 
inpatient. MMDDYY 

 
C 
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19 

 
 Additional Claim Information 
(Designed by NUCC) 

  
C 

 
20 

 
OUTSIDE LAB CHARGES 

 
For billing diagnostic tests subject to 
purchase price limitations. 

 
C 

 
 
 
21 

 
 
DIAGNOSIS OR NATURE OF ILLNESS 
OR INJURY (Relate A-L to service line 
below (24E). 

All diagnosis codes must be valid 
 for the date of service. 
“E” codes are NOT acceptable as a 
primary diagnosis. List in priority 
order. 

 
 
 
R 

 
 
 
 
22 

 
 
 
 
 
RESUBMISSION CODE AND 
ORIGINAL REFERENCE NUMBER 

 
For resubmissions or adjustments, 
enter the appropriate bill frequency code 
and the claim ID number of the 
original claim. 
Original claim ID is required if claim is a 
corrected or resubmitted claim. 

 
 
 
 
C 

 
 
 
 
23 

 
 
 
 
PRIOR AUTHORIZATION NUMBER 

 
Enter the referral or authorization 
number. 
Refer to Section 18.6 in this Provider 
Manual to determine if services 
rendered require an authorization or 
referral. 

 
 
 
 
C 

 
 
24A 

 
 
DATE (S) OF SERVICE 

“From” date: MMDDYY. 
If the service was performed on one day, 
there is no need to complete the “to” 
date. 

 
 
R 

 
24B 

 
PLACE OF SERVICE 

 
Enter the CMS standard place of 
service code. 

 
R 

 
 
 
 
24C 

 
 
 
 
EMG 

This is an emergency indicator field. 
Enter Y for “Yes” or leave blank for 
“No” in the bottom (unshaded area of 
the field). 

 
 
 
 
C 

 
 

 
24D 

 
 
 
PROCEDURES, SERVICES OR SUPPLIES 
CPT/HCPCS MODIFIER 

 
Procedure codes (5 digits) and 
modifiers (2 digits) must be valid for 
date of service. 
NOTE: Modifiers affecting 
reimbursement must be placed in the 
1st position. 

 
 

 
R 
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24E 

 
 
 
 
DIAGNOSIS CODE 

 
Diagnosis Pointer - Indicate the 
associated diagnosis by referencing the 
pointers listed in field 21 (A-L). All 
diagnosis codes must be valid for the 
date of service. 

 
 
 
 
R 

 
 
24F 

 
 
CHARGES 

 
Enter charges for each line item. Value 
entered must be greater than zero 
($0.01) 

 
 
R 

 
 
24G 

 
 
DAYS OR UNITS 

 
Enter quantity for each line item. 
Value entered must be greater than 
zero (EDI allows two characters). 

 
 
R 

 
 
24H 

 
 
EPSDT FAMILY PLAN 

  
 
Not required 

 
 
 
 
 
 
 
 
24I 

 
 
 
 
 
 
 
 
ID QUALIFIER 

 
 For taxonomy billing, you should put 
ZZ as the qualifier 

 
 
 
 
 
 
 
 
R 

 
 
 

 
24J 

 
 
 

 
RENDERING PROVIDER ID 

The un-shaded area accommodates the 
Rendering Provider’s NPI and the shaded 
portion should have the rendering 
provider’s taxonomy. 

 
 
 

 
R 

 
25 

 
FEDERAL TAX I.D. NUMBER SSN/ EIN 

 
Physician or supplier’s Federal Tax ID 
number. 

 
R 

 
26 

 
PATIENT’S ACCOUNT NO. 

 
The provider’s billing account number. 

 
R 
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27 

 

 
ACCEPT ASSIGNMENT 

 
Always indicate Yes. 
Refer to the back of the CMS 1500 
form for the section pertaining to 
Medicaid payments. 

 

 
R 

 
 
 
28 

 
 
 
TOTAL CHARGE 

 
Enter the total of all charges listed on the 
claim. 
Value entered must be greater than 
zero dollars ($0.00).  

 
 
 
R 

 
 
 
 
29 

 
 
 
 
AMOUNT PAID 

REQUIRED when another carrier is the 
primary payer. 
Enter the payment received from the 
primary payer prior to invoicing Vivida 
Health. 
Medicaid programs are always the payers 
of last resort. 

 
 
 
 
C 

 
30 

 
RESERVED FOR NUCC USE 

 
 

 
Not Required 

 
 
31 

 
SIGNATURE OF PHYSICIAN OR 
SUPPLIER INCLUDING DEGREES OR 
CREDENTIALS / DATE 

 
Signature on file, signature stamp, 
computer generated or actual 
signature is acceptable. 

 
 
R 

 

 
32 

 
NAME AND ADDRESS OF FACILITY 
WHERE SERVICES WERE RENDERED 
(if other than home or office). 

 
REQUIRED unless field 33 is the 
same information. 
Enter the physical location (P.O. Box 
Numbers are not acceptable here). 

 

 
R 

 
 
32A 

 
SERVICE FACILITY NPI NUMBER 

Required unless rendering provider is 
atypical and is not required. 

 
 
R 

 
32B 

SERVICE FACILITY TWO 
CHARACTER QUALIFIER ID AND 
CURRENT PROVIDERS ID 
NUMBERS 

  
R 

 
 
 
 
33 

 
 
 
BILLING PROVIDER INFO & 
TELEPHONE NUMBER 

 
REQUIRED - Identifies the provider 
that is requesting to be paid for the 
services rendered and should always be 
completed. 
Enter physical location. P.O. boxes are 
not acceptable. 

 
 
 
 
R 

 
33A 

 
BILLING PROVIDER NPI NUMBER 

 
REQUIRED 

 
R 
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33B 

 
 
 
 
PROVIDER’S GROUP TAXONOMY 
CODE 

 
 
 
Populate field with the ZZ qualifier ID   
and the Group Provider’s Primary 
Taxonomy Code. 

 
 
 
 
R 

 

14.1.7.2 UB-04 Claim Form and Required Fields 
Required Fields UB-04 Claim Form 
NOTE: *Required (R) fields must be completed on all claims. Conditional (C) fields must 

be completed if the information applies to the situation or the service provided. 

Required fields for the UB-04 Claim Form 
 
 
 
Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

 
 
 
 
 
1 

 
 
 
 
Billing Provider Name, 
Address and Telephone 
Number 

 
Line A: Enter the complete provider 
name. 
Line B: Enter the complete address or 
post office number. 
Line C: City, State, and Zip 
Code Line D: Enter the area 
code, telephone number. 
Left justified. 

 
 
 
 
 
R 

 
 
 
 
 
R 

 

 
2 

 
 
Pay-to Name and 
Address 

 
Enter the facility Medical Assistance 
I.D. (MAID) 
number. Left 
Justified. 

 

 
R 

 

 
R 

 
3A 

 
PATIENT 
CONTROL NO. 

 
Provider’s patient account/control 
number 

 
R 

 
R 

 
 
3B 

 
MEDICAL/HEALTH 
RECORD NUMBER 

The number assigned to the 
member’s medical/health record by 
the provider. 

 
 
R 

 
 
R 
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4 

 
 
 
 
 
 
 
TYPE OF BILL 

 
Enter the appropriate three-digit or 
four-digit code. 1st position is a 
leading zero. (Note: Do not include 
the leading zero on electronic claims.) 
2nd position indicates type of facility. 

 
3rd position indicates type of care. 
4th position indicates billing 
sequence. 

 
 
 
 
 
 
 
R 

 
 
 
 
 
 
 
R 
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Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

 
 
5 

 
 
FED. TAX NO. 

 
Enter the number assigned by the 
federal government for tax reporting 
purposes. 

 
 
R 

 
 
R 

 
6 

STATEMENT COVERS 
PERIOD FROM/ 
THROUGH 

Enter dates for the full ranges of 
services being invoiced. 
MMDDYY 

 
R 

 
R 

 
7 

 
UNLABELED 

 
Not used – leave blank. 

  

 
8A 

 
PATIENT IDENTIFIER 

 
Patient ID is conditional if the 
number is different from field 60. 

 
C 

 
C 

 
 
 
 
 
 
 

 
8B 

 
 
 
 
 
 
 

 
PATIENT NAME 

Last name, first name, and middle 
initial. 

Enter the member’s name as it 
appears on the member’s Vivida 
Health ID card. 
Use a comma or space to separate the 
last and first names. 
Titles (Mr., Mrs., etc.) should not 
be reported in this field. 
No space should be left after the prefix of a 
name (e.g. McKendrick). Both names 
should be capitalized and separated by a 
hyphen (no space). 

A space should separate a last name and 
suffix. 

 
 
 
 
 
 
 

 
R 

 
 
 
 
 
 
 

 
R 

 
 
 

 
9A-E 

 
 
 

 
PATIENT ADDRESS 

Enter the member’s complete 
mailing address. 
9A. Street Address 
9B. City 
9C. State 
9D. ZIP Code 
9E. Country code (report if other 
than USA) 

 
 
 

 
R 

 
 
 

 
R 

 
10 

 
BIRTH DATE 

 
Member’s Date of Birth MMDDYYYY 

 
R 

 
R 

 
 
11 

 
 
SEX 

Enter the member’s sex as recorded at 
the time of admission, outpatient 
service or start of care. Only M and F 
are acceptable. 

 
 
R 

 
 
R 
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Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

12A ADMISSION 12-15    

 
 
12B 

 
 
ADMISSION DATE 

The start date for this episode of 
care. For inpatient services, this is 
the date of admission. 
Right Justified. 

 
 
R 

 
 
R 

 

 
13 

 

 
ADMISSION HOUR 

The code referring to the hour 
during which the member was 
admitted for inpatient or outpatient 
care. 
Left justified. 

 

 
R 

 

 
R 

 
14 

 
ADMISSION TYPE 

A code indicating the priority of this 
admission/visit. 

 
R 

 
Not required 

 
15 

ADMISSION SRC (Source 
of Referral for Admission or 
Visit) 

A code indicating the source of 
the referral for the admission or 
visit. 

 
R 

 
C 

 
16 

 
D HR (Discharge Hour) 

A code indicating the discharge 
hour of the member from inpatient 
care. 

 
R 

 
R 

 

 
17 

 

 
Patient Discharge Status 

A code indicating the disposition or 
discharge status of the member at 
the end service for the period 
covered on this bill, as reported in 
field 6. 

 

 
R 

 

 
R 

 
 
 
 
 
 
 
 
 
 
 
 
18-28 

 
 
 
 
 
 
 
CONDITION CODES 
(the following is unique to 
Medicare eligible Nursing 
Facilities; condition codes 
should be billed when 
Medicare Part A does not 
cover Nursing 
Facility Services) 

A code(s) used to identify 
conditions or events relating to this 
bill that may affect processing. Enter 
one of the following codes 
in the second column as a 
Reason Code: 

• 35 if Medicare benefits are 
exhausted. 

• 50 if one of the following applies 
to why Medicare does not cover 
the services: 
  No 3-day prior hospital stay; 

  Not within 30-days of 
hospital discharge; 

  100 benefit days are exhausted; 
  No 60 day break in daily 

skilled care; 
  Medical necessity requirements 

are not met; and/or, 

  Daily skilled requirements are 
not met. 

 
 
 
 
 
 
 
 
 
 
 
 
C 

 
 
 
 
 
 
 
 
 
 
 
 
C 
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Field 

 

 
 
Field Description 

 

 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 

32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

 

 
 
29 

 

 
 
ACCIDENT STATE 

 

The accident state field contains the two-
digit state abbreviation where the accident 
occurred. 
REQUIRED when applicable. 

 

 
 
C 

 

 
 
C 

 
 
30 

 
 
UNLABELED FIELD 

 

Enter DRG on the lower 
line. REQUIRED when 
applicable. 

 
 
C 

 
 
C 

 
31A, B- 
34A, B 

 
OCCURRENCE CODES 
AND DATES 

 

Enter the appropriate occurrence code 
and date. REQUIRED when 
applicable. 

 
 
C 

 
 
C 

 
 
35A, B- 
36A, B 

 
OCCURRENCE 
SPAN CODES AND 
DATES 

 

A code and the related dates that 
identify an event that relates to the 
payment of the claims. 

REQUIRED when applicable. 

 

 
C 

 

 
C 

 

37A, B 
 

UNLABELED FIELD 
   

 
38 

 

RESPONSIBLE 
PARTY 

 

The name and address of the 
party responsible for the bill. 

 
C 

 
C 

 

 
 
 
 
 
39A, B, 
C, D- 

41A, B, 
C, D 

 
 
 
 
 
 
 
VALUE CODES AND 
AMOUNTS 

 

A code structure to relate 
amounts or values to identify data elements 
necessary to process this claim as qualified 
by the payer organization 
Value Codes and amounts. 
If more than one value code applies, list in 
alphanumeric order. 
REQUIRED when applicable. NOTE: If 
a value code is populated, then the value 
amount must also be populated and vice 
versa. 

 
 
 
 
 
 

 
C 

 
 
 
 
 
 

 
C 

 
 
42 

 
 
REV.CD. 

Codes that identify specific 
accommodation, ancillary service 
or unique billing calculations or 
arrangements. 

 
 
R 

 
 
R 
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Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

 
 
 
43 

 
 
 
DESCRIPTION 

The standard abbreviated description of 
related revenue code categories is 
included on this bill. See the NUBC 
instructions for field 
42 for a description of each 
revenue/code category. 

 
 
 
R 

 
 
 
R 

 
 
 
 
 
 
 
 
 
 
44 

 
 
 
 
 
 
 
 

 
HCPCS/RATES
/ HIPPS CODE 

1.   The Healthcare Common 
Procedure Coding System (HCPS) 
is applicable to ancillary services 
and outpatient bills. 

2.   The accommodation rate for 
inpatient bills. 

3.   Health Insurance Prospective 
Payment System (HIPPS) rate 
codes represent specific sets of 
patient characteristics (or case- mix 
groups) on which payment 
determinations are made under 
several prospective payment 
systems. 

Enter the applicable rate, HCPS or 
HIPPS code, and modifier based on the 
bill type of Inpatient or 
Outpatient. 

 
 
 
 
 
 
 
 
 
 
R 

 
 
 
 
 
 
 
 
 
 
R 

 
45 

 
SERV. DATE 

Report line item dates of service 
for each revenue code or 
HCPCS/CPT code. 

 
R 

 
R 

 
 
 
 
46 

 
 
 
 
SERV. UNITS 

Report units of service. 
A quantitative measure of service 
rendered by revenue category to or for 
the patient to include items such as 
number of accommodations days, miles, 
pints of blood, renal dialysis treatments, 
etc. 

 
 
 
 
R 

 
 
 
 
R 

 
 
 
 
 
 
47 

 
 
 
 
 
 
TOTAL CHARGES 

Total charges for the primary payer 
pertaining to the related revenue code 
for the current billing period as entered 
in the statement covers period. 
Total charges include both covered and 
non-covered charges. Report grand total 
of submitted charges. 
Value entered must be greater than zero 
dollars ($0.00). 

 
 
 
 
 
 
R 

 
 
 
 
 
 
R 

 



 

Page 112 of 135 
 

 
 
 
Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

 
 
 
48 

 

 
NONCOVERED 
CHARGES 

 
To reflect the non-coverage charges for 
the destination payer as it pertains to 
the related revenue 
code. REQUIRED when Medicare is 
primary. 

 
 
 
C 

 
 
 
C 

49 UNLABELED FIELD  Not required Not required 

 
 

 
50 

 
 

 
PAYER 

 
Enter the name for each payer being 
invoiced. When the member has 
other coverage, list the payers as 
indicated below. 

Line A refers to the primary payer; B, 
secondary; and C, tertiary. 

 
 

 
R 

 
 

 
R 

 

 
51 

 

 
HEALTH PLAN ID 

 
The number used by the health 
plan to identify itself. 
Vivida Health’s Payer ID is 45488. 

 

 
R 

 

 
R 

 
 
 
 
 
 
 
52 

 
 
 
 
 
 
 
REL. INFO 

 
Release of Information Certification 
Indicator. This field is required on 
paper and electronic invoices. 
Line A refers to the primary payer; B 
refers to secondary; and C refers to 
tertiary. 

It is expected that the provider/ 
practitioner have all necessary 
release information on file. It is 
expected that all released invoices 
contain “Y.” 

 
 
 
 
 
 
 
R 

 
 
 
 
 
 
 
R 

 
53 

 
ASG. BEN. 

Valid entries are “Y” (yes) and “N” 
(no). 

 
R 

 
R 

 
54 

 
PRIOR PAYMENTS 

The A, B, C indicators refer to the 
information in Field 50. 

 
R 

 
R 

 
 
55 

 
 
EST. AMOUNT DUE 

Enter the estimated amount due (the 
difference between “total charges” 
and any deductions such as other 
coverage). 

 
 
C 

 
 
C 
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Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

 
 
 
 
56 

 
 
 
NATIONAL PROVIDER 
IDENTIFIER-BILLING 
PROVIDER 

The unique identification number 
assigned to the provider submitting the 
bill; NPI is the national provider 
identifier. REQUIRED if the health 
care provider is a Covered Entity as 
defined in HIPAA Regulation. 

 
 
 
 
R 

 
 
 
 
R 

 
 
 
 
 

 
57A, B 
C 

 
 
 
 
 
 
OTHER 
(BILLING) 
PROVIDER 
IDENTIFIER 

A unique identification number as- 
signed by the health plan to the 
provider submitting the bill.  

The UB-04 does not use a qualifier to 
specify the type of Other (Billing) 
Provider Identifier. Use this field to 
report other provider identifiers as 
assigned by 
the health plan listed in field 50 A, 
B, C. 

 
 
 
 
 
 
 
C 

 
 
 
 
 
 
 
C 

 
 
 
58 

 
 
 
INSURED’S NAME 

Information refers to the payers listed 
in field 50. In most cases, this will be 
the member’s name. When other 
coverage is available, the insured is 
indicated here. 

 
 
 
R 

 
 
 
R 

 

 
59 

 

 
P. REL 

 
Enter the member’s relationship to 
insured. For Medicaid programs the 
member is the insured. 
(Code 01: Patient is Insured) 

 

 
R 

 

 
R 

 
 
 
60 

 
 
 
INSURED’S UNIQUE ID 

Enter the member’s Vivida Health 
ID, exactly as it appears on the 
member’s ID card, on line B or C. 
When other insurance is present, 
enter the Vivida Health ID on line A. 

 
 
 
R 

 
 
 
R 

 
 
 
 
 
61 

 
 
 
 
 
GROUP NAME 

 
Use this field only when a patient 
has other insurance and group 
coverage applies. Do not use this 
field for individual coverage. 

 
Line A refers to the primary 
payer; B, secondary; and C, 
tertiary. 

 
 
 
 
 
C 

 
 
 
 
 
C 
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Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

 
 
 
 
 
62 

 
 
 

 
INSURANCE 
GROUP NO. 

Use this field only when a member 
has other insurance and group 
coverage applies. 
Do not use this field for individual 
coverage. 

 
Line A refers to the primary payer; B 
refers to secondary; and C refers to 
tertiary. 

 
 
 
 
 
C 

 
 
 
 
 
C 

 
 

 
63 

 
 
TREATMENT 
AUTHORIZATIO
N CODES 

 
Enter the Vivida Health referral or 
authorization number. 
Line A refers to the primary payer; B 
refers to secondary; and C refers to 
tertiary. 

 
 

 
R 

 
 

 
R 

 
 
 
 
 
 
 
64 

 
 
 
 
 
 
 
DCN 

Document Control 
Number. New field. 
The control number assigned to the 
original bill by the health plan or the 
health plan’s fiscal agent as part of 
their internal control. Previously, field 
64 contained the Employment Status 
Code (ESC). The ESC field has been 
eliminated. NOTE: Resubmitted 
claims must contain the original claim 
ID. 

 
 
 
 
 
 
 
C 

 
 
 
 
 
 
 
C 

 
 
 
 
 
 
65 

 
 
 
 
 
 
EMPLOYER NAME 

The name of the employer that 
provides health care coverage for the 
insured individual identified in field 
58. REQUIRED when the employer 
of the insured is known to 
potentially be involved in paying this 
claim. 
Line A refers to the primary payer; B 
refers to secondary; and C refers to 
tertiary. 

 
 
 
 
 
 
C 

 
 
 
 
 
 
C 

 

 
66 

DIAGNOSIS AND 
PROCEDURE 
CODE QUALIFIER 
(ICD VERSION 
INDICATOR) 

The qualifier that denotes the 
version of International 
Classification of Diseases (ICD) 
reported. 
Not required. 

 

 
C 

 

 
C 
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Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 

 
 
 
 
 
 
 
 
 
67 

 
 
 
 
 
 

 
PRIN. DIAG. CD. 
AND PRESENT ON 
ADMISSION (POA) 
INDICATOR 

The ICD-9-CM codes before 

10/01/15 date of service and ICD-
10-CM codes after 10/01 describing 
the principal diagnosis (i.e., the 
condition established after study to be 
chiefly responsible for occasioning the 
admission of the member for care). 
Present on Admission (POA) is defined 
as present at the time the order for 
inpatient admission occurs – conditions 
that develop during an outpatient 
encounter, including emergency 
department, are considered as POA. 
The POA Indicator is applied to the 
principal diagnosis as well as all 
secondary diagnoses reported. 

 
 
 
 
 
 
 
 
 
R 

 
 
 
 
 
 
 
 
 
R 

 
 
 
 
 
67 A-Q 

 
 
 

 
OTHER DIAG. 
CODES 67A-Q 

The ICD-9-CM diagnosis codes 

before 10/01/15 date of service 
and ICD-10-CM diagnosis codes 
after 10/01 corresponding to all 
conditions that coexist at the time of 
admission, that develop subsequently, 
or that affect the treatment received 
and/or the length of stay. 

Exclude diagnoses that relate to an 
earlier episode which have no bearing 
on the current hospital stay. 

 
 
 
 
 
C 

 
 
 
 
 
C 

 
68 

 
UNLABELED FIELD 

   

 
 
 
69 

 
 
 
ADM. DIAG. CD. 

The ICD diagnosis code describing the 
member’s diagnosis at the time of 
admission. 
REQUIRED for inpatient admissions. 
Each diagnosis code must be valid for 
the date of service. 

 
 
 
R 

 
 
 
C 
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70 

 
 
 

 
PATIENT’S 
REASON FOR 
VISIT 

The ICD-9-CM diagnosis codes 

before 10/01/15 date of service 
and ICD-10-CM diagnosis codes after 

10/01 describing the member’s reason 
for visit at the time of outpatient 
registration. 
REQUIRED for all unscheduled 
outpatient visits. 
Up to three ICD-9-CM codes before 
10/01/15 date of service and ICD-
10-CM codes after 10/01 may be 
entered in fields A, B, & C. 

 
 
 
 
 
C 

 
 
 
 
 
C 
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75 

 
UNLABELED FIELD 

   

 
 
 
 
 
71 

 
 

 
PROSPECTIVE 
PAYMENT 
SYSTEM (PPS) 
CODE 

The PPS code assigned to the claim to 
identify the DRG based on the 
grouper software called for under 
contract with the primary payer. 
REQUIRED when the 
Health Plan/ Provider contract 
requires this information. 
Up to 4 digits. 

 
 
 
 
 
C 

 
 
 
 
 
C 

 
 
 
 
 
72 A-C 

 
 
 
 
EXTERNAL CAUSE 
OF INJURY (ELC) 
CODE 

The ICD diagnosis codes 
pertaining to external cause of 
injuries, poisoning, or adverse 
effect. 
External Cause of Injury “E” diagnosis 
codes should not be billed as primary 
and/or admitting diagnosis. 
REQUIRED if applicable. 

 
 
 
 
 
C 

 
 
 
 
 
C 

73 UNLABELED FIELD    

 
 
 
 
 
 

 
74 

 
 
 
 
 
 
PRINCIPAL 
PROCEDURE 
CODE AND DATE 

The ICD code that identifies the 
inpatient principal procedure performed 
at the claim level during the period 
covered by this bill and the 
corresponding date. Inpatient Facility – 
ICD-9 before 10/01/15 date of service 
and ICD-10 after 10/01 is REQUIRED 
when a surgical procedure is performed. 
Outpatient Facility or 
Ambulatory Surgical Center – CPT, 
HCPCS and ICD-9 before 10/01/15 
date of service and ICD-10 after 10/01 
is REQUIRED when a surgical 
procedure is performed. 

 
 
C 

 
 
 
 
 
 
 
 
 
R 

 
 
C 

 
 
 
 
 
 
 
 
 
R 

 
 
 
 
 
 
 
74 A-E 

 
 
 
 
 

 
OTHER 
PROCEDURE 
CODES AND DATES 

The ICD codes identifying all significant 
procedures other than the principal 
procedure and the dates (identified by 
code) on which the procedures were 
performed. Inpatient Facility – ICD-9 
before 10/01/15 date of service and 
ICD-10 after 10/01 is REQUIRED 
when a surgical procedure is performed. 
 
Outpatient Facility or Ambulatory 

Surgical Center – CPT, HCPCS or ICD-

9 before 10/01/15 date of service 
and ICD-10 after 10/01 is 
REQUIRED when a surgical procedure 
is performed. 

 
 
 
 
 
 
 
C 

 
 
 
 
 
 
 
C 
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76 

 
 
 
 
 
ATTENDING 
PROVIDER 
NAME AND 
IDENTIFIERS 
NPI/QUALIFIER
/ OTHER ID 

Enter the NPI of the physician who 
has primary responsibility for the 
member’s medical care or treatment 
in the upper line, and their name in 
the lower line, last name first. 

 
If the attending physician has another 
unique ID, enter the appropriate 
descriptive two-digit qualifier followed 
by the other ID. Enter the last name 
and first name of the Attending 
Physician. 

 
 
 
 
 
 
 
R 

 
 
 
 
 
 
 
R 

 
 
 
 
 
 
 
 
77 

 
 
 
 

 
OPERATING 
PHYSICIAN NAME 
AND IDENTIFIERS 
NPI/QUALIFIERS 
NPI/QUALIFIER/ 
OTHER ID 

 
Enter the NPI of the physician who 
performed surgery on the member in 
the upper line; enter the physician’s 
name in the lower line. (NOTE: The 
last name should be entered first.) 
If the operating physician has another 
unique ID, enter the appropriate 
descriptive two-digit qualifier followed 
by the other ID. Enter the last name 
and first name of the Attending 
Physician. REQUIRED when a 
surgical procedure code is listed. 

 
 
 
 
 
 
 
 
C 

 
 
 
 
 
 
 
 
C 

 
 
 
 
 
 
78-79 

 
 
 
 
OTHER PROVIDER 
(INDIVIDUAL) NAME 
AND IDENTIFIERS 
NPI/QUALIFIER/ 
OTHER ID 

 
Enter the NPI of any physician, other 
than the attending physician, who 
has responsibility for the member’s 
medical care or treatment in the 
upper line, and their name in the 
lower line, last name first. 
If the other physician has another 
unique ID, enter the appropriate 
descriptive two-digit qualifier 
followed by the other ID. 

 
 
 
 
 
 
C 

 
 
 
 
 
 
C 

 
 
80 

 
 
REMARKS 

Area to capture additional 
information necessary to adjudicate 
the claim. 

 
 
C 

 
 
C 

 

 
 
 
Field 

 
 
 
Field Description 

 
 
 
Instructions and Comments 

Inpatient, 
Bill 
Types 
11X, 12X, 
21X, 22X, 
32X 

 
Outpatient, 
Bill Types 
13X, 23X, 
33X 

   Required or 
Conditional* 

Required or 
Conditional* 
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81CC, 
A-D 

 
 
 
 
CODE-CODE FIELD 

 
To report additional codes related to 
Form Locator (overflow) or to report 
externally maintained codes approved 
by the NUBC for inclusion in the 
institutional data set. 

 
 
 
 
C 

 
 
 
 
C 

Required fields for the UB-04 Claim Form 

 

 

14.1.7.3 Claim Data Sets Billed by Providers 

To facilitate timely and accurate claim processing, you must assure billing on the correct 

form for your provider type. The table below outlines the requirements as defined by 

Florida Medicaid: 

 CMS-1500 UB-04 (CMS-1450) 

Hospital - Acute Care Inpatient  X 

Hospital – Outpatient  X 

Hospital - Long Term Care  X 

Inpatient Rehabilitation Facility  X 

Inpatient Psychiatric Facility  X 

Home Health Care  X 

Skilled Nursing Facility  X 

Ambulance (Land and Air) X  

Ambulatory Surgical Center X  

Dialysis Facility (Chronic, 

Outpatient) 

 X 

Durable Medical Equipment X  

Drugs (Part B) X  

Laboratory X  

Physician and Provider Services X  

Federally Qualified Health Centers X  

Rural Health Clinics X  

 

14.1.8 CMS-1500 Claim Form and Required Fields 

Use of the CMS-1500 form (02/12) was required as of April 1, 2014. Please see claim form 

instructions. The form includes several fields that accommodate the use of your National 

Provider Identifier (NPI).  More information can be found in the Physician part of our 

website www.VividaHealth.com. 

14.1.8.1 Procedures for Electronic Submission 

http://passporthealthplan.com/wp-content/uploads/2015/04/PROV51011-NPI-1500-Claim-Form-v2.pdf
http://passporthealthplan.com/wp-content/uploads/2015/04/PROV51011-NPI-1500-Claim-Form-v2.pdf


 

Page 120 of 135 
 

Electronic Data Interchange (EDI) allows faster, more efficient and cost-effective claims 

submission for providers. EDI, performed in accordance with nationally recognized 

standards, supports the health care industry’s efforts to reduce administrative costs. 

The benefits of billing electronically include: 

• Reduction of overhead and administrative costs. EDI eliminates the need for 

paper claims submission. It has also been proven to reduce claim rework 

(adjustments). 

• Receipt of reports as proof-of-claim receipt. This makes it easier to track the 

status of claims. 

• Faster transaction time for claims submitted electronically. An EDI claim 

averages about twenty-four (24) to forty-eight (48) hours from the time it is sent 

to the time it is received. This enables providers to easily track their claims. 

• Validation of data elements on the claim form. By the time a claim is 

successfully received electronically, information needed for processing is 

present. This reduces the chance of data entry errors that occur when 

completing paper claim forms. 

• Faster claim completion. Claims that do not need additional investigation are 

generally processed more quickly. Reports have shown that a large percentage 

of EDI claims are processed within ten (10) to fifteen (15) days of their receipt. 

14.1.8.2 Requirements for Electronic Claim Filing 

The following sections describe the procedures for electronic submission for hospital and 

medical claims, including descriptions of claims and report process flows, information on 

unique electronic billing requirements, and various electronic submission exclusions. 

14.1.8.3 Hardware/Software Requirements 

Providers may use different products to bill electronically. Providers may submit claims 

electronically as long as their software has the capability to send EDI claims to Change 

Healthcare (formerly Emdeon) through direct submission or another clearinghouse/vendor. 

Change Healthcare has the capability to accept electronic data from numerous providers in 

several standardized EDI formats. Change Healthcare forwards the accepted information 

to carriers in an agreed upon format. 

14.1.8.4 Contracting with Change Healthcare and Other Electronic Vendors 

Providers without Change Healthcare EDI capabilities who are interested in electronic 

claims submission may contact the Change Healthcare Sales Department at (877) 469-

3263, option 6. Providers may also choose to contract with another EDI clearinghouse or 

vendor who already has EDI capabilities.  

After the registration process is completed and providers have received all certification 

material, providers must: 
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• Read over the instructions carefully, with special attention to the information on 

exclusions, limitations, and especially, the rejection notification reports. 

• Contact their system vendor and/or Change Healthcare to initiate electronic 

submissions to Vivida. (Vivida’s electronic payer identification number is 45488.) 

• More information on electronic billing can be found in the Provider section of our 

website. www.VividaHealth.com 

14.1.8.5 Plan Specific Electronic Edit Requirements 

14.1.8.5.1 Exclusions 

Certain claims are excluded from electronic billing. At this time, the following claims must be 

submitted on a paper claim: 

• Letters of Agreement (LOA) or Single Case Agreements; 

• Sterilization claims accompanied by appropriate MAP forms; and 

• Providers contracted with vendors that are not transmitting through Change 

Healthcare. 

Important: Requests for adjustments may be submitted by telephone to the PCSU at 844-

243-5131 or by mailing to: 

Vivida Health 

PO Box 211251 

Eagan, MN 55121 

 

14.1.9. Submitting Member Encounters 

 

Vivida is required to submit encounter data to the AHCA. Provider assistance is an 

essential component of this requirement. 

AHCA requires complete, accurate, and timely encounter data in order to effectively 

assess the availability and costs of services rendered to Medicaid members. The data we 

provide affects AHCA’s funding of the Medicaid Program, including Vivida.  

Data regarding encounters is also used to fulfill the CMS required reporting in support of 

the Federal funding of State Medicaid plans. 

According to Vivida policy, providers must report all member encounters by claims 

submission either electronically or by mail to Vivida. 

14.2 Timely Filing Requirements 

Original claims must be submitted to Vivida within the timeframe identified in the provider 

agreement for services rendered or compensable items provided. 

Resubmission of previously processed claims with corrections and/or requests for 

adjustments must be submitted within ninety (90) days of notification of notification of 

payment/denial. 
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Claims originally rejected for missing or invalid data elements must be corrected and 

resubmitted within the timeframe identified in the provider agreement. Rejected claims are 

not registered as received in the claims processing system. 

14.3 Corrected Claims and Requests for Appeals and/or Refunds 

If you would like to discuss claims payments, you may call the PCSU at 844-243-5175. 

Providers have the right to appeal the outcome of a claim. The appeal must be submitted 

in writing and received within two (2) years of the last process date and include supporting 

documentation. The Plan will respond to the appeal within thirty (30) days from the receipt 

date with a determination or status of the review. 

The provider will receive written notification of the outcome of the appeal whether it is 

upheld or overturned. All upheld determinations will be sent to the provider in a letter with 

the reason the plan upheld the appeal. Any appeals overturned by the plan will be 

reprocessed and the provider will receive an explanation of benefits (EOB) as notification. 

Resubmitted claims should be resubmitted on paper. Corrected claims can be sent 

electronically. All corrected claims should have the corrected claim indicator (a 7) on the 

claim and the original claim number that you are correcting:  

• Claims originally denied for missing/invalid information for inappropriate coding 

should be submitted as corrected claims. In addition to writing “corrected” on 

the claim, the corrected information should be circled so that it can be identified.  

• Claims originally denied for additional information should be sent as a 

resubmitted claim. In addition to writing “resubmitted” on the claim, the 

additional/new information should be attached.  

• Corrected and resubmitted paper claims are scanned during reprocessing. 

Please remember to use blue or black ink only and refrain from using red ink, 

white out and/or highlighting that could affect the legibility of the scanned claim. 

Corrected/Resubmitted paper claims should be sent to: 

Vivida Health 

PO Box 211251 

Eagan, MN 55121 

 

Following these instructions will reduce the probability of erroneous or duplicate claims 

and timely filing denials on second submissions. 

When the need for a refund is identified, the provider should call the PCSU at 844-243-

5175, to report the over-payment. Claim details will need to be provided such as reason for 

refund, claim number, member number, dates of service, etc. The claim will be adjusted, 

the money will be recovered, and the transaction will be reported on the Remittance 

Advice. There is no need to submit a refund check. 
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If Vivida recognizes the need for a refund, a letter outlining details will be sent thirty (30) 

days prior to the recovery occurring. These adjustments will also be reported on the 

Remittance Advice. 
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15.0 Behavioral Health 

Vivida’s behavioral health program provides members with access to a full continuum of 

recovery and resiliency-focused behavioral health and substance use disorders. Vivida 

has partnered with Beacon Health Options and care is provided through its network of 

contracted providers. The primary goal of the program is to provide medically necessary 

care in the most clinically appropriate and cost-effective therapeutic settings. By ensuring 

that all Vivida members receive timely access to clinically appropriate behavioral health 

and substance use disorder services, Vivida believes that quality clinical services can help 

lead to improved health outcomes for our members. 

If assistance is needed finding a Beacon Health Options behavioral health provider, 

access the online provider directory www.VividaHealth.com, or call Provider Service at 

844-243-5175.  

Covered behavioral health services may include, but are not limited to:  

• Individual, family or group therapy;  

• Individual and family assessments and evaluations;  

• Psychosocial rehab / Clubhouse Day treatment for adults and children;  

• Psychiatric evaluations;  

• Treatment planning;  

• Case management;  

• Inpatient hospital services for behavioral health conditions;  

• Therapeutic behavioral on-site services for children, and teenagers and adults;  

• State Inpatient Placement Program; and  

• Residential services for mental health and substance use.  

Some services may require prior authorization, such as for psychological testing, Inpatient 

hospital treatment, targeted case management, psychosocial rehabilitation, therapeutic 

behavioral onsite services (TBOS), intensive outpatient treatment and residential 

treatment services. Both Vivida and Beacon encourage community-based service and 

treatment in the least restrictive care setting whenever possible. 

The access to care standards for behavioral health services and referrals are as follows:  

• Urgent care will be seen within one (1) day;  

• Routine patient care will be scheduled within one (1) week; and  

• Well-care visits will be scheduled within one (1) month.  

Providers are monitored against these standards to ensure Vivida members can obtain 

necessary health care and services within acceptable appointment wait times. Providers 

not in compliance with these standards will be required to implement corrective actions as 

set forth by Beacon. 
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Vivida members do not need a referral from their PCP to seek behavioral health care. The 

Beacon toll-free access line, 888-710-2316, is available to members and providers and is 

staffed by trained personnel twenty-four (24) hours per day, seven (7) days per week, 

three hundred sixty-five (365) days per year. In the event of a behavioral health 

emergency, behavioral health professionals are available to assess and triage through the 

crisis hotline, 888-710-2316. Vivida and Beacon Health Options can arrange for 

emergency and crisis Behavioral Health Services through mobile crisis teams in the 

member’s community. Face to face emergency services are available twenty-four (24) 

hours per day, seven (7) days per week through Beacon’s behavioral health network.   

All Vivida members receiving psychiatric services must be scheduled for psychiatric follow 

up and or continuing care and treatment prior to discharge, and include the name, date 

and location of the provider to be seen. 

15.0.1 Co-Payment Provision 

If co-payments are waived as an expanded benefit, the Provider must not charge 

Members co-payments for Covered Services; and if co-payments are not waived as an 

expanded benefit, the amount paid to Providers will be the contracted amount, less any 

applicable co-payments. 

15.0.2 Behavioral Health Program 

Plan does not require Prior Authorization for standard outpatient Services. Plan 

encourages community-based services and Member treatment at the least restrictive level 

of care, whenever possible. 

Prior Authorization is required for psychological testing, intensive outpatient, partial 

hospital programs, residential treatment programs and inpatient hospital services. Prior 

authorization request forms for all levels of care are made available to Providers online or 

upon request. For complete information regarding authorization requirements please visit 

the Beacon Health Options website at www.beaconhealthoptions.com 

15.0.3 Continuity and Coordination of Care   

PCPs may provide any clinically appropriate behavioral health services within the scope of 

their practice. Behavioral health Providers may also provide physical health care services 

if and when they are licensed to do so within the scope of their practice. Behavioral 

Providers are required to use the Diagnostic and Statistical Manual of Mental Disorders, 

Fifth Edition DSM-V multi-axial classification when assessing the Member for behavioral 

health services and document the DSM-V diagnosis and assessment/outcome information 

in the Member’s medical record. 

Beacon Providers are required to submit, with the Member’s or Member’s legal guardian’s 

consent, an initial and quarterly summary report of the Member’s behavioral health status 

to the PCP. Communication with the PCP should occur more frequently, if clinically 

indicated. Plan encourages behavioral health Providers to pay particular attention to 

communicating with PCPs at the time of discharge from an inpatient setting. 

http://www.beaconhealthoptions.com/
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Providers must send this communication, with the properly signed consent, to the 

member’s identified PCP noting any changes in the treatment plan on the day of 

discharge. 

Open communication between PCPs and behavioral health Providers is strongly 

encouraged to help guide and ensure the delivery of safe, appropriate, efficient and 

quality clinical health care. If a member’s medical or behavioral condition changes, it is 

expected that PCPs and behavioral health Providers will communicate those changes to 

each other, especially if there are any changes in medications that need to be discussed 

and coordinated between Providers. 

Effective communication of care is dependent upon clear and timely communication and 

allows for better decision making regarding treatment interventions, decreases the 

potential for fragmentation of treatment and improves Member health outcomes. 

To maintain continuity of care, patient safety and Member well-being, communication 

between behavioral health care providers and medical care providers is critical, especially 

for members with comorbidities receiving pharmacological therapy. Fostering a culture of 

collaboration and cooperation will help sustain a seamless continuum of care between 

medical and behavioral health and thus impact member outcomes. 
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16.0 Forms and Documents 

 

16.1 Claim Forms  

16.1.1 Referral Form 

16.1.2 Claim Issue Form 

16.1.3 Third Party Liability Lead Form  

 16.1.4 UB-04 Form & Instructions 

 16.1.5 CMS-1500 Claim Form & NPI Instructions 

16.2 Utilization Management Forms 

16.2.1 Universal Prior Authorization Form 

16.2.2 Abortion Certification Form 

16.2.3 Consent for Sterilization Form 

16.2.4 Hysterectomy Acknowledgement Form 

16.2.5 Exception to Hysterectomy Acknowledgement 

16.2.6 HIV Diagnosis Verification Form 

16.2.7 DME Wheelchair Evaluation Form 

16.2.8 Private Duty Nurse Authorization Form 

http://ahca.myflorida.com/medicaid/review/forms.shtml 

16.3 Provider Contracting/Provider Network Management Forms  

16.3.1 Adding a Provider Form 

16.3.2 Practice Demographic Form 

16.3.3 Primary Care Provider Panel Change Request 

16.3.4 Provider Information Change Form 

16.3.5 Provider Tax ID Change Request Form 

16.3.6 Provider Termination Request Form 

16.3.7 Registration for Non-Participating Providers 

16.3.8 Registration of Locum Tenens Physician Form  

http://ahca.myflorida.com/medicaid/review/forms.shtml
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16.4 Care Coordination/Case Management Forms 

16.4.1 Behavioral Health Liaison Request Form 

16.4.2 Care Coordination Request Form  

16.4.3 Diabetes Care Tool 

16.4.4 Pregnancy Notification Form 

16.4.5 Sample American College of Gynecology (ACOG) Form  

16.4.6 Universal Cervical Length Screening Form
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17.0 Acronyms 
 

Acronym  Definition 

AAA   Area Agencies on Aging 

AAP   American Academy of Pediatrics  

ABMS   American Board of Medical Specialists 

ACCESS     Automated Community Connection to Economic Self-Sufficiency,    

  the Department of Children and Families’ public assistance      

                              service delivery system  

 

ACOG             American College of Obstetricians & Gynecologists 

AHCA   Agency for Health Care Administration (Agency)  

AMA   American Medical Association 

ARNP   Advanced Registered Nurse Practitioner  

CAP    Corrective Action Plan  

CAQH   Council for Affordable Quality Healthcare 

CCP    Cultural Competency Plan  

CFR    Code of Federal Regulations  

CHCUP   Child Health Check-Up Program  

CHD    County Health Department 

CMS    Centers for Medicare & Medicaid Services  

COPD   Chronic Obstructive Pulmonary Disease  

CPT®   Physicians’ Current Procedural Terminology  

DCF    Florida Department of Children and Families  

DD    Developmental Disability or Developmental Disabilities  

DME    Durable Medical Equipment  

DOEA   Department of Elder Affairs  

 

DOH     Department of Health  
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DRG   Diagnostic Related Group 

DSM    Direct Secure Messaging  

EDI    Electronic Data Interchange 

EFT   Electronic Funds Transfer  

EH    Emotionally Handicapped  

EOB    Explanation of Medicaid Benefits  

EPO    Exclusive Provider Organization  

EPSDT   Early and Periodic Screening, Diagnosis and Treatment Program  

ER   Emergency Room 

ERA   Electronic Remittance Advice  

FQHC   Federally Qualified Health Center  

F.S.    Florida Statutes  

HCB    Home and Community-Based  

HCBS   Home and Community-Based Services  

HEDIS   Healthcare Effectiveness Data and Information Set  

HHS   Health and Human Services Department 

HIPAA   Health Insurance Portability and Accountability Act  

HIPP    Health Insurance Premium Payment  

HIV    Human Immunodeficiency Virus  

HMO    Health Maintenance Organization  

ICP    Institutional Care Program  

ID   Identification Card 

IVR   Interactive Voice Response System 

LTC    Long-Term Care  

MCP    Managed Care Plan  

MMA     Managed Medical Assistance  

NAIC    National Association of Insurance Commissioners  

NCCI    National Correct Coding Initiative  

NCPDP    National Council for Prescribed Drug Programs  
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NCQA   National Committee for Quality Assurance  

NDC   National Drug Code 

NIH   National Institute of Health 

NMHPA   Newborns and Mothers Health Protection Act  

NPDB   National Practitioner Data Bank 

NPI    National Provider Identifier  

OTC   Over-the-Counter  

PA   Prior Authorization 

PCP   Primary Care Provider  

PDL     Preferred Drug List  

PHI     Protected Health Information, as defined in 45 CFR 160 and 164,  

and 42 CFR 431.305(b)  

 

PSN    Provider Service Network  

QI    Quality Improvement 

RN   Registered Nurse 

SMMC   Statewide Medicaid Managed Care Program  

SNF   Skilled Nursing Facility 

SSI     Supplemental Security Income  

TIN   Tax Identification Number 

TPL   Third Party Liability 

UM     Utilization Management  

VCF   Vaccines For Children 

 

WIC    Special Supplemental Nutrition Program for Women, Infants &  

Children  
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