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Virginia-Specific Reporting Requirements Appendix 

 

Introduction 

 
The measures in this appendix are required reporting for all MMPs in the 
Commonwealth Coordinated Care demonstration. CMS and the Commonwealth 
of Virginia reserve the right to update the measures in this appendix for 
subsequent demonstration years. These state-specific measures directly 
supplement the Medicare-Medicaid Capitated Financial Alignment Model: Core 
Reporting Requirements, which can be found at the following web address:  
 

http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-
Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html 
 
MMPs should refer to the core document for additional details regarding 
demonstration-wide definitions, reporting phases and timelines, and sampling 
methodology.  
 
The core and state-specific measures supplement existing Part C and Part D 
reporting requirements, as well as measures that MMPs report via other vehicles 
or venues, such as HEDIS®1, HOS, and state-required network provider and 
member satisfaction, HCBS Satisfaction, and quality of life surveys. CMS and the 
state will also track key utilization measures, which are not included in this 
document, using encounter and claims data. The quantitative measures are part 
of broader oversight, monitoring, and performance improvement processes that 
include several other components and data sources not described in this 
document.  
 
MMPs should contact the VA Help Desk at VAHelpDesk@norc.org with any 
questions about the Virginia state-specific appendix or the data submission 
process. 
 

Definitions 

 
Calendar Quarter: Most quarterly measures are reported on calendar quarters. 
The four calendar quarters of each calendar year will be as follows: 1/1 – 3/31, 
4/1 – 6/30, 7/1 – 9/30, and 10/1 – 12/31.  
 
Calendar Year: All annual measures are reported on a calendar year basis. 
Calendar year 2014 (CY1) will be an abbreviated year, with data reported for the 

                                            
1
 HEDIS

® 
is a registered trademark of the National Committee of Quality Assurance (NCQA). 

http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html
mailto:VAHelpDesk@norc.org
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time period beginning April 1, 2014 and ending December 31, 2014. Calendar 
year 2015 (CY2) will represent January 1, 2015 through December 31, 2015.  
 
Year Start to End of the Quarter: Some quarterly measures are reported for the 
calendar year to the end of the reporting quarter. For calendar year 2015, these 
Year Start to End of the Quarter periods are: January 1, 2015 to March 31, 2015; 
January 1, 2015 to June 30, 2015; January 1, 2015 to September 30, 2015; and 
January 1, 2015 to December 31, 2015.  
 
Implementation Period: The period of time starting with the first effective 
enrollment date until the end of the ninth month of the demonstration.  
 
Long Term Services and Supports (LTSS): A variety of services and supports 
that help elderly individuals and/or individuals with disabilities meet their daily 
needs for assistance and improve the quality of their lives. Examples include 
assistance with bathing, dressing and other basic activities of daily life and self-
care, as well as support for everyday tasks such as laundry, shopping, and 
transportation. LTSS are provided over an extended period, predominantly in 
homes and communities, but also in facility-based settings such as nursing 
facilities. 
 
Primary Care Provider: Nurse practitioners, physician assistants or physicians 
who are board certified or eligible for certification in one of the following 
specialties: family practice, internal medicine, general practice, 
obstetrics/gynecology, or geriatrics.  
 

Variations from the Core Reporting Requirements Document 

 
Core Measure 9.2 – Nursing Facility (NF) Diversion 
 
The following section provides additional guidance about identifying individuals 
enrolled in the MMP as “nursing home certifiable,” or meeting the nursing facility 
level of care (NF LOC), for the purposes of reporting Core 9.2.  
 
Within Core 9.2, “nursing home certifiable” members are defined as “members 
living in the community, but requiring an institutional level of care” (see the 2015 
Core Reporting Requirements, pages 75-76). Virginia MMPs should use the 
Virginia Uniform Assessment Instrument (UAI) results, supplemented by claims, 
enrollment data, and medical transition reports, to categorize members as 
nursing home certifiable.  
 
Individuals meeting nursing facility eligibility criteria, including both medical needs 
and functional capacity needs as stated on the UAI, should be considered 
nursing home certifiable. MMPs should use the following non-exclusive sources 
of data to supplement and confirm this information. Specifically: 
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• The Medical Transition Report (MTR) provided to MMPs by the state, 
which identifies waiver members by a single digit waiver code of 9 and 
nursing home residents by a single digit waiver code of 1 or 2 under the 
column “Exception Indicator/Waiver Indicator” within the CCC MTR Waiver 
File. All waiver members and nursing home residents can be categorized 
as nursing home certifiable provided they meet nursing facility eligibility 
criteria during the Core 9.2 previous reporting period and all other criteria 
for this measure element. 

• Claims data or rate cells to identify individuals using nursing home 
services or waiver services. 

 

Quality Withhold Measures 

 
CMS and each state will establish a set of quality withhold measures, and MMPs 
will be required to meet established thresholds. Throughout this document, these 
measures are marked with the following symbol: (i). This document only identifies 
Demonstration Year 1 (DY1) quality withhold measures. CMS and the 
Commonwealth of Virginia will update the reporting requirements to reflect quality 
withhold measures for subsequent demonstration years closer to the start of 
Demonstration Year 2 (DY2). For more information, refer to the Quality Withhold 
Technical Notes (DY 1): Virginia Specific Measures at 
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-
Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html. 

 

Reporting on Disenrolled and Retro-disenrolled Members 

 
Unless otherwise indicated in the reporting requirements, MMPs should report on 
all members enrolled in the demonstration who meet the definition of the data 
elements, regardless of whether that member was subsequently disenrolled from 
the MMP. Measure-specific guidance on how to report on disenrolled members is 
provided under the Notes section of each state-specific measure. 
 
Due to retro-disenrollment of members, there may be instances where there is a 
lag between a member’s effective disenrollment date and the date on which the 
MMP is informed about that disenrollment. This time lag might create occasional 
data inaccuracies if an MMP includes members in reports who had in fact 
disenrolled before the start of the reporting period. If MMPs are aware at the time 
of reporting that a member has been retro-disenrolled with a disenrollment 
effective date prior to the reporting period (and therefore was not enrolled during 
the reporting period in question), then MMPs may exclude that member from 
reporting. Please note that MMPs are not required to re-submit corrected data 
should you be informed of a retro-disenrollment subsequent to a reporting 

http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html
http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/FinancialAlignmentInitiative/InformationandGuidanceforPlans.html


Version: August 7, 2015 
  

VA-6 
 

deadline. MMPs should act upon their best and most current knowledge at the 
time of reporting regarding each member’s enrollment status. 
 

Guidance on Assessments and Care Plans for Members with a Break in 
Coverage 

Health Risk Assessments 

If an MMP already completed a Health Risk Assessment (HRA) for a member 
that was previously enrolled, the MMP is not necessarily required to conduct a 
new HRA if the member rejoins the same MMP within one year of his/her most 
recent HRA.  Instead, the MMP can: 

1. Perform any risk stratification, claims data review, or other analyses as 
required by the three-way contract to detect any changes in the member’s 
condition since the HRA was conducted; and 

2. Ask the member (or his/her authorized representative) if there has been a 
change in the member’s health status or needs since the HRA was 
conducted. 

The MMP must document any risk stratification, claims data review, or other 
analyses that are performed to detect any changes in the member’s condition. 
The MMP must also document its outreach attempts and the discussion(s) with 
the member (or his/her authorized representative) to determine if there was a 
change in the member’s health status or needs. 

If a change is identified, the MMP must conduct a new HRA within the timeframe 
prescribed by the contract.  If there are no changes, the MMP is not required to 
conduct a new HRA unless requested by the member (or his/her authorized 
representative). Please note, if the MMP prefers to conduct HRAs on all re-
enrollees regardless of status, it may continue to do so. 

Once the MMP has conducted a new HRA as needed or confirmed that the prior 
HRA is still accurate, the MMP can mark the HRA as complete for the member’s 
current enrollment.  The MMP would then report that completion according to the 
specifications for Core 2.1 and Core 2.2 (and all applicable state-specific 
measures).  When reporting these measures, the MMP should count the number 
of enrollment days from the member’s most recent enrollment effective date, and 
should report the HRA based on the date the prior HRA was either confirmed to 
be accurate or a new HRA was completed. 

If the MMP is unable to reach a re-enrolled member to determine if there was a 
change in health status, then the MMP may report that member as unable to be 
reached so long as the MMP made the requisite number of outreach attempts. If 
a re-enrolled member refuses to discuss his/her health status with the MMP, then 
the MMP may report that member as unwilling to participate in the HRA. 
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If the MMP did not complete a HRA for the re-enrolled member during his/her 
prior enrollment period, or if it has been more than one year since the member’s 
HRA was completed, the MMP is required to conduct a HRA for the member 
within the timeframe prescribed by the contract.  The MMP must make the 
requisite number of attempts to reach the member (at minimum) after his/her 
most recent enrollment effective date, even if the MMP reported that the member 
was unable to be reached during his/her prior enrollment.  Similarly, members 
that refused the HRA during their prior enrollment must be asked again to 
participate (i.e., the MMP may not carry over a refusal from one enrollment 
period to the next). 

Plans of Care 

If the MMP conducts a new HRA for the re-enrolled member, the MMP must 
revise the Plan of Care (POC) accordingly within the timeframe prescribed by the 
contract.  Once the POC is revised, the MMP may mark the POC as complete for 
the member’s current enrollment.  If the MMP determines that the prior HRA is 
still accurate and therefore no updates are required to the previously developed 
POC, the MMP may mark the POC as complete for the current enrollment at the 
same time that the HRA is marked complete.  The MMP would then follow the 
applicable state-specific measure specifications for reporting the completion. 
Please note, for purposes of reporting, the POC for the re-enrolled member 
should be classified as an initial POC. 

If the MMP did not complete a POC for the re-enrolled member during his/her 
prior enrollment period, or if it has been more than one year since the member’s 
POC was completed, the MMP is required to develop a POC for the member 
within the timeframe prescribed by the contract.  The MMP must also follow the 
above guidance regarding reaching out to members that previously refused to 
participate or were not reached. 

Annual Reassessments and POC Updates 

The MMP must follow contract requirements regarding the completion of annual 
reassessments and updates to POCs.  If the MMP determined that a HRA/POC 
from a member’s prior enrollment was accurate and marked that HRA/POC as 
complete for the member’s current enrollment, the MMP should count 
continuously from the date that the HRA/POC was completed in the prior 
enrollment period to determine the due date for the annual reassessment and 
POC update.  For example, when reporting Core 2.3, the MMP should count 365 
days from the date when the HRA was actually completed, even if that date was 
during the member’s prior enrollment period. 
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Virginia’s Implementation, Ongoing, and Continuous Reporting Periods 

 

Demonstration Year 1 

Phase Dates Explanation 

Continuous 
Reporting 

Implementation Period 4-1-14 through 12-31-14 

From the first effective 
enrollment date through the 
end of the ninth month of the 

demonstration. 

Ongoing Period 4-1-14 through 12-31-15 

From the first effective 
enrollment date through the 

end of the first demonstration 
year. 

Demonstration Year 2 

Continuous 
Reporting 

Ongoing Period 1-1-16 through 12-31-16 
From January 1st through the 

end of the second 
demonstration year. 

Demonstration Year 3 

Continuous 
Reporting 

Ongoing Period 1-1-17 through 12-31-17 
From January 1st through the 

end of the third 
demonstration year. 

 

Data Submission 

 
All MMPs will submit data through the web-based Financial Alignment Initiative 
(FAI) Data Collection System (unless otherwise specified in the measure 
description). All data submissions must be submitted to this site by 5:00 p.m. ET 
on the applicable due date. This site can be accessed at the following web 
address: https://Financial-Alignment-Initiative.NORC.org  
 
(Note: Prior to the first use of the system, all MMPs will receive an email 
notification with the username and password that has been assigned to their 
plan. This information will be used to log in to the FAI system and complete the 
data submission.)  
 
All MMPs will submit core measure data in accordance with the Core Reporting 
Requirements. Submission requirements vary by measure, but most core 
measures are reported through the Health Plan Management System (HPMS). 
 
Please note, late submissions may result in compliance action from CMS. 
  

https://financial-alignment-initiative.norc.org/
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Resubmission of Data to the FAI Data Collection System or HPMS 

 
MMPs must comply with the following steps to resubmit data after an established 
due date: 

 
1. Email the VA HelpDesk (VAHelpDesk@norc.org) to request resubmission.  

o Specify in the email which measures need resubmission; 

o Specify for which reporting period(s) the resubmission is needed; and 

o Provide a brief explanation for why the data need to be resubmitted.  
 

2. After review of the request, the VA HelpDesk will notify the MMP once the 
FAI Data Collection System and/or HPMS has been re-opened. 

 
3. Resubmit data through the applicable reporting system. 

 
4. Notify the VA HelpDesk again after resubmission has been completed. 

 

Please note, requests for resubmission after an established due date may result 
in compliance action from CMS.  
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Section VAI. Assessment  

 

VA1.1 Community Well members with a health risk assessment completed 
within 90 days of enrollment.i 

IMPLEMENTATION 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA1. 
Assessment 

Monthly, 
beginning after 
90 days 

Contract Current 
Month 
Ex:  
1/1 – 1/31 

By the end of the 
month following the 
last day of the 
reporting period 

ONGOING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA1. 
Assessment 

Quarterly Contract Current 
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element 
Letter 

Element Name Definition Allowable Values 

A. Total number of 
members classified 
as Community Well 
upon enrollment 
whose 90th day of 
enrollment occurred 
within the reporting 
period. 

Total number of 
members classified as 
Community Well upon 
enrollment whose 90th 
day of enrollment 
occurred within the 
reporting period. 

Field Type: Numeric 
 
 

B. Total number of 
Community Well 
members who were 
documented as 
unwilling to 
complete a health 
risk assessment 
within 90 days of 
enrollment. 

Of the total reported in 
A, the number of 
Community Well 
members who were 
documented as 
unwilling to complete a 
health risk assessment 
within 90 days of 
enrollment. 

Field Type: Numeric 
 
Note: Is a subset of A. 
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Element 
Letter 

Element Name Definition Allowable Values 

C. Total number of 
Community Well 
members the MMP 
was unable to 
reach, following 
three documented 
attempts within 90 
days of enrollment. 

Of the total reported in 
A, the number of 
Community Well 
members the MMP 
was unable to reach, 
following three 
documented attempts 
within 90 days of 
enrollment. 

Field type: Numeric 
 
Note: Is a subset of A. 
 

D. The number of 
Community Well 
members with a 
health risk 
assessment 
completed within 90 
days of enrollment. 

Of the total reported in 
A, the number of 
Community Well 
members with a health 
risk assessment 
completed within 90 
days of enrollment. 

Field type: Numeric 
 
Note: Is a subset of A. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• The quality withhold benchmark for CY 2015 is 90%. 
• For withhold purposes, the measure is calculated as follows for CY 

2015: 
i. Denominator: Total number of members classified as 

Community Well upon enrollment whose 90th day of 
enrollment occurred within the reporting period, excluding 
the total number of Community Well members who were 
documented as unwilling to complete a health risk 
assessment within 90 days of enrollment and the total 
number of Community Well members the MMP was unable 
to reach, following three documented attempts within 90 
days of enrollment (Data Elements A, B, and C) summed 
over the applicable number of quarters. 

ii. Numerator: The number of Community Well members with 
a health risk assessment completed within 90 days of 
enrollment (Data Element D) summed over the applicable 
number of quarters.  

• For more information, refer to the Quality Withhold Technical Notes 
(DY 1): Virginia-Specific Measures. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data elements B, C, and D are less than 
or equal to data element A.  
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• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of members classified as Community Well upon enrollment who: 

• Were unable to be reached to have a health risk assessment 
completed within 90 days of enrollment. 

• Refused to have a health risk assessment completed within 90 
days of enrollment. 

• Had a health risk assessment completed within 90 days of 
enrollment. 

• Were willing to participate and who could be reached who had a 
health risk assessment completed within 90 days of enrollment.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
Element A, regardless of whether they are disenrolled as of the end 
of the reporting period (i.e., include all members regardless of 
whether they are currently enrolled or disenrolled as of the last day 
of the reporting period).  

• MMPs should refer to the Virginia three-way contract for specific 
requirements pertaining to a health risk assessment.  

• The 90th day of enrollment should be based on each member’s 
effective date of enrollment. For purposes of reporting this 
measure, 90 days of enrollment will be equivalent to three full 
calendar months. 

• The effective date of enrollment is the first date of the member’s 
coverage through the MMP.  

• MMPs should include members classified as Community Well on 
the first effective date of enrollment in this measure, even if the 
member transitions to a nursing facility, EDCD waiver, or vulnerable 
subpopulation within the first 90 days of enrollment.  

• For data element B, MMPs should report the number of members 
who were unwilling to participate in the health risk assessment if 
the member (or his or her authorized representative): 

o Affirmatively declines to participate in the assessment. 
Member communicates this refusal by phone, mail, fax, or in 
person.  

o Expresses willingness to complete the assessment but asks 
for it to be conducted after 90 days (despite being offered a 
reasonable opportunity to complete the assessment within 
90 days). Discussions with the member must be 
documented by the MMP.  
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o Expresses willingness to complete the assessment, but 
reschedules or is a no-show and then is subsequently non-
responsive. Attempts to contact the member must be 
documented by the MMP.  

o Initially agrees to complete the assessment, but then 
declines to answer a majority of the questions in the 
assessment.  

• For data element C, MMPs should report the number of members 
the MMP was unable to reach after three attempts to contact the 
member. MMPs should refer to the Virginia three-way contract or 
state guidance for any specific requirements pertaining to the 
method of outreach to members. MMPs must document each 
attempt to reach the member, including the method of the attempt 
(i.e., phone, mail, or email), as CMS and the state may validate this 
number. There may be instances when the MMP has a high degree 
of confidence that a member’s contact information is correct, yet 
that member is not responsive to the MMP’s outreach efforts. So 
long as the MMP follows the guidance regarding outreach attempts, 
these members may be included in the count for this data element.  

• There may be certain circumstances that make it impossible or 
inappropriate to complete an assessment within 90 days of 
enrollment. For example, a member may be medically unable to 
respond and have no authorized representative to do so on their 
behalf, or a member may be experiencing an acute medical or 
behavioral health crisis that requires immediate attention and 
outweighs the need for an assessment. However, MMPs should not 
include such members in the counts for data elements B and C. 

• If a member’s assessment was started but not completed within 90 
days of enrollment, then the assessment should not be considered 
completed and, therefore, would not be counted in data elements 
B, C, or D. However, this member would be included in data 
element A. 

• Community Well members are enrollees ages 21 and older who do 
not meet a Nursing Facility Level of Care (NFLOC) standard. 

• During subsequent years of the demonstration (i.e., Demonstration 
Year 2, etc.), Community Well members must receive a health risk 
assessment within 60 days of enrollment. 

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

  

https://financial-alignment-initiative.norc.org/
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VA1.2 Vulnerable subpopulation members, EDCD members, and nursing 
facility members with a health risk assessment completed within 60 days 
of enrollment.i 

IMPLEMENTATION 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA1. 
Assessment 

Monthly, 
beginning after 
60 days 

Contract Current 
Month 
Ex:  
1/1 – 1/31 

By the end of the 
month following the 
last day of the 
reporting period 

ONGOING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA1. 
Assessment 

Quarterly Contract Current 
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element 
Letter 

Element Name Definition Allowable Values 

A. Total number of 
members classified 
as EDCD members 
upon enrollment 
whose 60th day of 
enrollment occurred 
within the reporting 
period. 

Total number of 
members classified as 
EDCD members upon 
enrollment whose 
60th day of enrollment 
occurred within the 
reporting period. 

Field Type: Numeric 
 
 

B. Total number of 
EDCD members who 
were documented as 
unwilling to complete 
a health risk 
assessment within 60 
days of enrollment.  

Of the total reported in 
A, the number of 
EDCD members who 
were documented as 
unwilling to complete 
a health risk 
assessment within 60 
days of enrollment. 

Field Type: Numeric 
 
Note: Is a subset of A. 
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Element 
Letter 

Element Name Definition Allowable Values 

C. Total number of 
EDCD members the 
MMP was unable to 
reach, following three 
documented 
attempts within 60 
days of enrollment.  

Of the total reported in 
A, the number of 
EDCD members the 
MMP was unable to 
reach, following three 
documented attempts 
within 60 days of 
enrollment. 

Field type: Numeric 
 
Note: Is a subset of A. 
 

D. Total number of 
EDCD members with 
a health risk 
assessment 
completed within 60 
days of enrollment. 

Of the total reported in 
A, the number of 
EDCD members with 
a health risk 
assessment 
completed within 60 
days of enrollment.  

Field type: Numeric 
 
Note: Is a subset of A. 
 

E. Total number of 
members classified 
as nursing facility 
members upon 
enrollment whose 
60th day of 
enrollment occurred 
within the reporting 
period. 

Total number of 
members classified as 
nursing facility 
members upon 
enrollment whose 
60th day of enrollment 
occurred within the 
reporting period. 

Field Type: Numeric 
 
 

F. Total number of 
nursing facility 
members who were 
documented as 
unwilling to complete 
a health risk 
assessment within 60 
days of enrollment. 

Of the total reported in 
E, the number of 
nursing facility 
members who were 
documented as 
unwilling to complete 
a health risk 
assessment within 60 
days of enrollment.  

Field Type: Numeric 
 
Note: Is a subset of E. 

G. Total number of 
nursing facility 
members the MMP 
was unable to reach, 
following three 
documented 
attempts within 60 
days of enrollment.  

Of the total reported in 
E, the number of 
nursing facility 
members the MMP 
was unable to reach, 
following three 
documented attempts 
within 60 days of 
enrollment. 

Field type: Numeric 
 
Note: Is a subset of E. 
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Element 
Letter 

Element Name Definition Allowable Values 

H. Total number of 
nursing facility 
members with a 
health risk 
assessment 
completed within 60 
days of enrollment. 

Of the total reported in 
E, the number of 
nursing facility 
members with a 
health risk 
assessment 
completed within 60 
days of enrollment.  

Field type: Numeric 
 
Note: Is a subset of E. 
 

I. Total number of 
members classified 
as all other 
vulnerable 
subpopulation 
members upon 
enrollment whose 
60th day of 
enrollment occurred 
within the reporting 
period. 

Total number of 
members classified as 
all other vulnerable 
subpopulation 
members upon 
enrollment whose 
60th day of enrollment 
occurred within the 
reporting period. 

Field Type: Numeric 
 
Note: Exclude EDCD 
and NF members. 
 

J. Total number of all 
other vulnerable 
subpopulation 
members who were 
documented as 
unwilling to complete 
a health risk 
assessment within 60 
days of enrollment.  

Of the total reported in 
I, the number of all 
other vulnerable 
subpopulation 
members who were 
documented as 
unwilling to complete 
a health risk 
assessment within 60 
days of enrollment.  

Field Type: Numeric 
 
Note: Is a subset of I. 
 
Note: Exclude EDCD 
and NF members. 
 
 

K. Total number of all 
other vulnerable 
subpopulation 
members the MMP 
was unable to reach, 
following three 
documented 
attempts within 60 
days of enrollment.  

Of the total reported in 
I, the number of all 
other vulnerable 
subpopulation 
members the MMP 
was unable to reach, 
following three 
documented attempts 
within 60 days of 
enrollment.  

Field type: Numeric 
 
Note: Is a subset of I. 
 
Note: Exclude EDCD 
and NF members. 
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Element 
Letter 

Element Name Definition Allowable Values 

L. Total number of all 
other vulnerable 
subpopulation 
members with a 
health risk 
assessment 
completed within 60 
days of enrollment. 

Of the total reported in 
I, the number of all 
other vulnerable 
subpopulation 
members with a 
health risk 
assessment 
completed within 60 
days of enrollment. 

Field type: Numeric 
 
Note: Is a subset of I. 
 
Note: Exclude EDCD 
and NF members. 
 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• The quality withhold benchmark for CY 2015 is 90%. 
• For withhold purposes, the measure is calculated as follows for CY 

2015: 
i. Denominator: Total number of members classified as 

vulnerable subpopulation members, EDCD members, and 
nursing facility members whose 60th day of enrollment 
occurred within the reporting period, excluding the total 
number of vulnerable subpopulation, EDCD, and nursing 
facility members who were documented as unwilling to 
complete a health risk assessment within 60 days of 
enrollment and the total number of vulnerable 
subpopulation, EDCD, and nursing facility members the 
MMP was unable to reach, following three documented 
attempts within 60 days of enrollment (Data Element 
A+E+I-B-C-F-G-J-K) summed over 4 quarters. 

ii. Numerator: The total number of vulnerable subpopulation, 
EDCD, and nursing facility members with a health risk 
assessment completed within 60 days of enrollment (Data 
Elements D, H, and L) summed over 4 quarters. 

• For more information, refer to the Quality Withhold Technical Notes 
(DY 1): Virginia-Specific Measures.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data elements B, C, and D are less than 
or equal to data element A.  

• MMPs should validate that data elements F, G, and H are less than 
or equal to data element E. 

• MMPs should validate that data elements J, K, and L are less than 
or equal to data element I.  

• All data elements should be positive values.  
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D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of members classified as:  

• EDCD members upon enrollment who refused to have a health risk 
assessment completed within 60 days of enrollment.  

• EDCD members upon enrollment who were unable to be reached 
to have a health risk assessment completed within 60 days of 
enrollment. 

• EDCD members upon enrollment who had a health risk 
assessment completed within 60 days of enrollment. 

• EDCD members upon enrollment who were willing to participate 
and who could be reached who had a health risk assessment 
completed within 60 days of enrollment.  

• Nursing facility members upon enrollment who refused to have a 
health risk assessment completed within 60 days of enrollment.  

• Nursing facility members upon enrollment who were unable to be 
reached to have a health risk assessment completed within 60 days 
of enrollment. 

• Nursing facility members upon enrollment who had a health risk 
assessment completed within 60 days of enrollment. 

• Nursing facility members upon enrollment who were willing to 
participate and who could be reached who had a health risk 
assessment completed within 60 days of enrollment.  

• All other vulnerable subpopulation members upon enrollment who 
refused to have a health risk assessment completed within 60 days 
of enrollment. 

• All other vulnerable subpopulation members upon enrollment who 
were unable to be reached to have a health risk assessment 
completed within 60 days of enrollment. 

• All other vulnerable subpopulation members upon enrollment who 
had a health risk assessment completed within 60 days of 
enrollment. 

• All other vulnerable subpopulation members upon enrollment who 
were willing to participate and who could be reached who had a 
health risk assessment completed within 60 days of enrollment.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
Elements A, E, and I regardless of whether they are disenrolled as 
of the end of the reporting period (i.e., include all members 
regardless of whether they are currently enrolled or disenrolled as 
of the last day of the reporting period).  
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• MMPs should refer to the Virginia three-way contract for specific 
requirements pertaining to a health risk assessment.  

• The 60th day of enrollment should be based on each member’s 
effective date of enrollment. For purposes of reporting this 
measure, 60 days is equivalent to two full calendar months.  

• The effective date of enrollment is the first date of the member’s 
coverage through the MMP. 

• For data elements B, F, and J, MMPs should report the number of 
members who were unwilling to participate in the health risk 
assessment if the member (or his or her authorized representative): 

o Affirmatively declines to participate in the assessment. 
Member communicates this refusal by phone, mail, fax, or in 
person.  

o Expresses willingness to complete the assessment but asks 
for it to be conducted after 60 days (despite being offered a 
reasonable opportunity to complete the assessment within 
60 days). Discussions with the member must be 
documented by the MMP.  

o Expresses willingness to complete the assessment, but 
reschedules or is a no-show and then is subsequently non-
responsive. Attempts to contact the member must be 
documented by the MMP.  

o Initially agrees to complete the assessment, but then 
declines to answer a majority of the questions in the 
assessment.  

• For data elements C, G, and K, MMPs should report the number of 
members the MMP was unable to reach after three attempts to 
contact the member. MMPs should refer to the Virginia three-way 
contract or state guidance for any specific requirements pertaining 
to the method of outreach to members. MMPs must document each 
attempt to reach the member, including the method of the attempt 
(i.e., phone, mail, or email), as CMS and the state may validate this 
number. There may be instances when the MMP has a high degree 
of confidence that a member’s contact information is correct, yet 
that member is not responsive to the MMP’s outreach efforts. So 
long as the MMP follows the guidance regarding outreach attempts, 
these members may be included in the count for this data element. 

• There may be certain circumstances that make it impossible or 
inappropriate to complete an assessment within 60 days of 
enrollment. For example, a member may be medically unable to 
respond and have no authorized representative to do so on their 
behalf, or a member may be experiencing an acute medical or 
behavioral health crisis that requires immediate attention and 
outweighs the need for an assessment. However, MMPs should not 
include such members in the counts for data elements B, C, F, G, 
J, and K. 
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• If a member’s assessment was started but not completed within 60 
days of enrollment, then the assessment should not be considered 
completed and, therefore, would not be counted in data elements 
B, C, D, F, G, H, J, K, and L. However, this member would be 
included in data element A, E, or I. 

• Vulnerable subpopulation members are: 

i. Individuals enrolled in the EDCD waiver; 
ii. Individuals with intellectual/developmental disabilities;  
iii. Individuals with cognitive or memory problems (e.g., 

dementia or traumatic brain injury);  
iv. Individuals with physical or sensory disabilities;  
v. Individuals residing in nursing facilities; 
vi. Individuals with serious and persistent mental illnesses;  
vii. Individuals with end stage renal disease; and,  
viii. Individuals with complex or multiple chronic conditions.  

• Exclude EDCD and nursing facility members from the vulnerable 
subpopulation for the calculation of totals in data elements I-L. “All 
other vulnerable subpopulations” should only include vulnerable 
subpopulation members not in the EDCD waiver and not residing in 
a nursing facility. 

• An EDCD waiver is a CMS-approved §1915(c) waiver that covers a 
range of community support services offered to EDCD members. 
EDCD members are individuals who are elderly or who have a 
disability who would otherwise require a nursing facility level of 
care. 

• Health risk assessments for individuals enrolled in the EDCD 
Waiver and for individuals residing in nursing facilities must be 
conducted face-to-face. The health risk assessments for individuals 
residing in nursing facilities must also incorporate the MDS. 

• Minimum Data Set (MDS) is part of the federally-mandated process 
for assessing individuals receiving care in certified skilled nursing 
facilities in order to record their overall health status regardless of 
payer source. The process provides a comprehensive health risk 
assessment of individuals’ current health conditions, treatments, 
abilities, and plans for discharge. The MDS is administered to all 
residents upon admission, quarterly, yearly, and whenever there is 
a significant change in an individual’s condition. Section Q is the 
part of the MDS designed to explore meaningful opportunities for 
nursing facility residents to return to community settings.  

• During subsequent years of the demonstration (i.e., Demonstration 
Year 2, etc.), individuals enrolled in the EDCD Waiver must receive 
a health risk assessment within 30 days of enrollment.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 
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• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org    
 
 

VA1.3 EDCD waiver enrollees who received an annual LOC evaluation.  

Please note: No MMP reporting to NORC is required for this measure 
as part of the reporting requirements; MMPs should continue to follow 
the CCC LOCERI LOC reassessment process by directly working with 
DMAS’ Long Term Care Division.  

 
 

VA1.4 EDCD waiver enrollees with service plans developed in accordance with 
Virginia’s regulations and policies.  

Please note: No MMP reporting to NORC is required for this measure 
as part of the reporting requirements; MMPs should continue to follow 
the CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  

 
 

VA1.5 Community Well members, vulnerable subpopulation members, EDCD 
members, and nursing facility members with a reassessment.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA1. 
Assessment 

Semi- Annual Contract Ex:  
1/1-6/30 
7/1-12/31 
 

By the end of the 
second month 
following the last 
day of the reporting 
period 

  

https://financial-alignment-initiative.norc.org/
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A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element 
Letter 

Element Name Definition Allowable Values 

A. Total number of 
members classified 
as Community Well 
as of the first day of 
the reporting period 
eligible for an 
annual health risk 
reassessment 
during the reporting 
period. 

Total number of 
members classified as 
Community Well as of 
the first day of the 
reporting period 
eligible for an annual 
health risk 
reassessment during 
the reporting period. 

Field Type: Numeric 
 
 

B. Total number of 
eligible Community 
Well members with 
an annual health 
risk reassessment 
completed during 
the reporting period. 

Of the total reported in 
A, the number of 
eligible Community 
Well members with an 
annual health risk 
reassessment 
completed during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of A. 
 

C. Total number of 
eligible Community 
Well members 
whose first 
completed annual 
health risk 
reassessment 
during the reporting 
period was no more 
than 365 days from 
the last health risk 
assessment (or 
reassessment) or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Of the total reported in 
B, the number of 
eligible Community 
Well members whose 
first completed annual 
health risk 
reassessment during 
the reporting period 
was no more than 365 
days from the last 
health risk assessment 
(or reassessment) or 
the member’s 
enrollment date, 
whichever occurred 
last.  

Field type: Numeric 
 
Note: Is a subset of B. 
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Element 
Letter 

Element Name Definition Allowable Values 

D. Total number of 
members classified 
as EDCD members 
as of the first day of 
the reporting period 
eligible for an 
annual health risk 
reassessment 
during the reporting 
period. 

Total number of 
members classified as 
EDCD members as of 
the first day of the 
reporting period 
eligible for an annual 
health risk 
reassessment during 
the reporting period. 

Field Type: Numeric 
 
 

E. Total number of 
eligible EDCD 
members with an 
annual health risk 
reassessment 
completed during 
the reporting period. 

Of the total reported in 
D, the number of 
eligible EDCD 
members with an 
annual health risk 
reassessment 
completed during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of D. 
 

F. Total number of 
eligible EDCD 
members whose first 
completed annual 
health risk 
reassessment 
during the reporting 
period was no more 
than 365 days from 
the last health risk 
assessment (or 
reassessment) or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Of the total reported in 
E, the number of 
eligible EDCD 
members whose first 
completed annual 
health risk 
reassessment during 
the reporting period 
was no more than 365 
days from the last 
health risk assessment 
(or reassessment) or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Field type: Numeric 
 
Note: Is a subset of E. 
 

G. Total number of 
members classified 
as nursing facility 
members as of the 
first day of the 
reporting period 
eligible for an 
annual health risk 
reassessment 
during the reporting 
period. 

Total number of 
members classified as 
nursing facility 
members as of the first 
day of the reporting 
period eligible for an 
annual health risk 
reassessment during 
the reporting period. 

Field Type: Numeric 
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Element 
Letter 

Element Name Definition Allowable Values 

H. Total number of 
eligible nursing 
facility members 
with an annual 
health risk 
reassessment 
completed during 
the reporting period. 

Of the total reported in 
G, the number of 
eligible nursing facility 
members with an 
annual health risk 
reassessment 
completed during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of G. 
 

I. Total number of 
eligible nursing 
facility members 
whose first 
completed annual 
health risk 
reassessment 
during the reporting 
period was no more 
than 365 days from 
the last health risk 
assessment (or 
reassessment) or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Of the total reported in 
H, the number of 
eligible nursing facility 
members whose first 
completed annual 
health risk 
reassessment during 
the reporting period 
was no more than 365 
days from the last 
health risk assessment 
(or reassessment) or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Field type: Numeric 
 
Note: Is a subset of H. 
 

J. Total number of 
members classified 
as all other 
vulnerable 
subpopulation 
members as of the 
first day of the 
reporting period 
eligible for an 
annual health risk 
reassessment 
during the reporting 
period. 

Total number of 
members classified as 
all other vulnerable 
subpopulation 
members as of the first 
day of the reporting 
period eligible for an 
annual health risk 
reassessment during 
the reporting period. 

Field Type: Numeric 
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Element 
Letter 

Element Name Definition Allowable Values 

K. Total number of all 
other vulnerable 
subpopulation 
members with an 
annual health risk 
reassessment 
completed during 
reporting period. 

Of the total reported in 
J, the number of all 
other vulnerable 
subpopulation 
members with an 
annual health risk 
reassessment 
completed during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of J. 
 

L. Total number of 
eligible all other 
vulnerable 
subpopulation 
members whose first 
completed annual 
health risk 
reassessment 
during the reporting 
period was no more 
than 365 days from 
the last health risk 
assessment (or 
reassessment) or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Of the total reported in 
K, the number of 
eligible all other 
vulnerable 
subpopulation 
members whose first 
completed annual 
health risk 
reassessment during 
the reporting period 
was no more than 365 
days from the last 
health risk assessment 
(or reassessment) or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Field type: Numeric 
 
Note: Is a subset of K. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• MMPs should validate that data element C is less than or equal to 
data element B. 

• MMPs should validate that data element E is less than or equal to 
data element D. 
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• MMPs should validate that data element F is less than or equal to 
data element E. 

• MMPs should validate that data element H is less than or equal to 
data element G. 

• MMPs should validate that data element I is less than or equal to 
data element H. 

• MMPs should validate that data element K is less than or equal to 
data element J. 

• MMPs should validate that data element L is less than or equal to 
data element K. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of : 

• Community Well members eligible for an annual health risk 
reassessment who had a reassessment completed during the 
reporting period that was no more than 365 days from the 
completion date of the last health risk assessment (or 
reassessment) or enrollment date, whichever occurred last.  

• EDCD members eligible for an annual health risk reassessment 
who had a reassessment completed during the reporting period that 
was no more than 365 days from the completion date of the last 
health risk assessment (or reassessment) or enrollment date, 
whichever occurred last.  

• Nursing facility members eligible for an annual health risk 
reassessment who had a reassessment completed during the 
reporting period that was no more than 365 days from the 
completion date of the last health risk assessment (or 
reassessment) or enrollment date, whichever occurred last.  

• All other vulnerable subpopulation members eligible for an annual 
health risk reassessment who had a reassessment completed 
during of the reporting period that was no more than 365 days from 
the completion date of the last health risk assessment (or 
reassessment) or enrollment date, whichever occurred last.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
data elements A, D, G, and J, regardless if they are disenrolled as 
of the end of the reporting period (i.e., include all members 
regardless if they are currently enrolled or disenrolled as of the last 
day of the reporting period). 
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• A members’ Community Well, EDCD, nursing facility, or other 
vulnerable subpopulation status should be based on the members’ 
status at the first day of the reporting period.  

• The assessment for this measure should be the comprehensive 
health risk reassessment. 

• For reporting members eligible for reassessment under data 
elements A, D, G, and J, report all members within their population 
in the same MMP who:  

o Received a reassessment health risk assessment within 365 
days of their last health risk assessment (initial or 
reassessment) during the reporting period. 

o Were enrolled for 365 days continuously after their initial 
health risk assessment or their last health risk reassessment 
and did not receive a health risk reassessment within 365 
days. 

o Did not receive an initial health risk assessment within 365 
days of enrollment and reached the threshold of 365 days of 
continuous enrollment after initial enrollment without 
receiving a health risk reassessment. 

• MMPs should refer to the “Guidance on Assessments and Care 
Plans for Members with a Break in Coverage” section, which begins 
on page VA-5.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org   

 

 

VA1.6 Community Well members, vulnerable subpopulation members, EDCD 
members, and nursing facility members’ reassessment due to triggering 
event.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA1. 
Assessment 

Semi- Annual Contract Ex:  
1/1-6/30 
7/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

  

https://financial-alignment-initiative.norc.org/
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A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element 
Letter 

Element Name Definition Allowable Values 

A. Total number of 
health risk 
reassessments 
completed during 
the reporting period 
for members 
classified as 
Community Well as 
of the first day of the 
reporting period. 

Total number of health 
risk reassessments 
completed during the 
reporting period for 
members classified as 
Community Well as of 
the first day of the 
reporting period. 

Field Type: Numeric 
 
 

B. Total number of 
health risk 
reassessments 
completed during 
the reporting period 
for members 
classified as 
Community Well that 
were due to a 
triggering event.  

Of the total reported in 
A, the number of 
health risk 
reassessments 
completed during the 
reporting period for 
members classified as 
Community Well that 
were due to a 
triggering event. 

Field type: Numeric 
 
Note: Is a subset of A. 
 

C. Total number of 
health risk 
reassessments 
completed during 
the reporting period 
for members 
classified as EDCD 
members as of the 
first day of the 
reporting period. 

Total number of health 
risk reassessments 
completed during the 
reporting period for 
members classified as 
EDCD members as of 
the first day of the 
reporting period. 

Field Type: Numeric 
 
 

D. Total number of 
health risk 
reassessments 
completed during 
the reporting period 
for members 
classified as EDCD 
members that were 
due to a triggering 
event.  

Of the total reported in 
C, the number of 
health risk 
reassessments 
completed during the 
reporting period for 
members classified as 
EDCD members that 
were due to a 
triggering event. 

Field type: Numeric 
 
Note: Is a subset of C. 
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Element 
Letter 

Element Name Definition Allowable Values 

E. Total number of 
health risk 
reassessments 
completed during 
the reporting period 
for members 
classified as nursing 
facility members as 
of the first day of the 
reporting period. 

Total number of health 
risk reassessments 
completed during the 
reporting period for 
members classified as 
nursing facility 
members as of the first 
day of the reporting 
period. 

Field Type: Numeric 
 
 

F. Total number of 
health risk 
reassessments 
completed during 
the reporting period 
for members 
classified as nursing 
facility members that 
were due to a 
triggering event.  

Of the total reported in 
E, the number of 
health risk 
reassessments 
completed during the 
reporting period for 
members classified as 
nursing facility 
members that were 
due to a triggering 
event. 

Field type: Numeric 
 
Note: Is a subset of E. 
 

G. Total number of 
health risk 
reassessments 
completed during 
the reporting period 
for members 
classified as all 
other vulnerable 
subpopulation 
members as of the 
first day of the 
reporting period. 

Total number of health 
risk reassessments 
completed during the 
reporting period for 
members classified as 
all other vulnerable 
subpopulation 
members as of the first 
day of the reporting 
period. 

Field Type: Numeric 
 
Note: Exclude EDCD 
and NF members.  
 
 

H. Total number of 
health risk 
reassessments 
completed during 
the reporting period 
members classified 
as all other 
vulnerable 
subpopulation 
members that were 
due to a triggering 
event.  

Of the total reported in 
G, the number of 
health risk 
reassessments 
completed during the 
reporting period for 
members classified as 
all other vulnerable 
subpopulation 
members that were 
due to a triggering 
event. 

Field type: Numeric 
 
Note: Is a subset of G. 
 
Note: Exclude EDCD 
and NF members.  
 



Version: August 7, 2015 
  

VA-30 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• MMPs should validate that data element D is less than or equal to 
data element C. 

• MMPs should validate that data element F is less than or equal to 
data element E. 

• MMPs should validate that data element H is less than or equal to 
data element G. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of health risk reassessments completed during the reporting period 
for members classified as: 

• Community Well as of the first day of the reporting period that were 
due to a triggering event.  

• EDCD members as of the first day of the reporting period that were 
due to a triggering event.  

• Nursing facility members as of the first day of the reporting period 
that were due to a triggering event.  

• All other vulnerable subpopulation members as of the first day of 
the reporting period that were due to a triggering event.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
Elements A, C, E, and G regardless if they are disenrolled as of the 
end of the reporting period (i.e., include all members regardless if 
they are currently enrolled or disenrolled as of the last day of the 
reporting period). 

• A members’ Community Well, EDCD, nursing facility, or other 
vulnerable subpopulation status should be based on the members’ 
status at the first day of the reporting period.  
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• This measure is evaluating reassessments, not a member’s initial 
assessment.  

• A triggering event is defined as a hospitalization or significant 
change in health or functional status (e.g., change in the ability to 
perform activities of daily living and instrumental activities of daily 
living). 

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org   

 
  

https://financial-alignment-initiative.norc.org/
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Section VAII. Care Coordination 

 

VA2.1 Community Well members, vulnerable subpopulation members, EDCD 
members, and nursing facility members with a Plan of Care (POC) 
completed within 90 days of enrollment.i  

IMPLEMENTATION 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA2. Care 
Coordination 

Monthly, 
beginning 
after 90 days 

Contract Current 
Month 
Ex:  
1/1 – 1/31 

By the end of the 
month following the 
last day of the 
reporting period 

ONGOING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA2. Care 
Coordination 

Quarterly Contract Current 
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last day 
of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A.  Total number of 
members enrolled 
whose 90th day of 
enrollment occurred 
within the reporting 
period.  

Total number of 
members enrolled 
whose 90th day of 
enrollment occurred 
within the reporting 
period. 

Field Type: Numeric 

B. Total number of 
members who were 
documented as 
unwilling to 
complete a POC 
within 90 days of 
enrollment. 

Of the total reported 
in A, the number of 
members who were 
documented as 
unwilling to complete 
a POC within 90 
days of enrollment. 

Field Type: Numeric 

 
Note: Is a subset of A. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

C. Total number of 
members the MMP 
was unable to 
reach, following 
three documented 
attempts within 90 
days of enrollment. 

Of the total reported 
in A, the number of 
members the MMP 
was unable to reach, 
following three 
documented 
attempts within 90 
days of enrollment. 

Field Type: Numeric 

 
Note: Is a subset of A. 

D. Total number of 
members with a 
POC completed 
within 90 days of 
enrollment. 

Of the total reported 
in A, the number of 
members with a POC 
completed within 90 
days of enrollment. 

Field Type: Numeric 

 
Note: Is a subset of A. 

E. Total number of 
members classified 
as Community Well 
upon enrollment 
whose 90th day of 
enrollment occurred 
within the reporting 
period.  

Total number of 
members classified 
as Community Well 
upon enrollment 
whose 90th day of 
enrollment occurred 
within the reporting 
period. 

Field Type: Numeric 

F. Total number of 
Community Well 
members who were 
documented as 
unwilling to 
complete a POC 
within 90 days of 
enrollment.  

Of the total reported 
in E, the number of 
Community Well 
members who were 
documented as 
unwilling to complete 
a POC within 90 
days of enrollment.  

Field Type: Numeric 

 
Note: Is a subset of E. 

G. Total number of 
Community Well 
members the MMP 
was unable to 
reach, following 
three documented 
attempts within 90 
days of enrollment.  

Of the total reported 
in E, the number of 
Community Well 
members the MMP 
was unable to reach, 
following three 
documented 
attempts within 90 
days of enrollment.  

Field Type: Numeric 

 
Note: Is a subset of E. 

 
 

H. Total number of 
Community Well 
members with a 
POC completed 
within 90 days of 
enrollment.  

Of the total reported 
in E, the number of 
Community Well 
members with a POC 
completed within 90 
days of enrollment. 

Field Type: Numeric 

 
Note: Is a subset of E.  
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

I. Total number of 
members classified 
as EDCD members 
upon enrollment 
whose 90th day of 
enrollment occurred 
within the reporting 
period.  

Total number of 
members classified 
as EDCD members 
upon enrollment 
whose 90th day of 
enrollment occurred 
within the reporting 
period. 

Field Type: Numeric 

J. Total number of 
EDCD members 
who were 
documented as 
unwilling to 
complete a POC 
within 90 days of 
enrollment.  

Of the total reported 
in I, the number of 
EDCD members who 
were documented as 
unwilling to complete 
a POC within 90 
days of enrollment.  

Field Type: Numeric 
 
Note: Is a subset of I. 

K. Total number of 
EDCD members the 
MMP was unable to 
reach, following 
three documented 
attempts within 90 
days of enrollment.  

Of the total reported 
in I, the number of 
EDCD members the 
MMP was unable to 
reach, following three 
documented 
attempts within 90 
days of enrollment.  

Field Type: Numeric 
 
Note: Is a subset of I. 
 
 

L. Total number of 
EDCD members 
with a POC 
completed within 90 
days of enrollment. 

Of the total reported 
in I, the number of 
EDCD members with 
a POC completed 
within 90 days of 
enrollment. 

Field Type: Numeric 
 
Note: Is a subset of I. 

M. Total number of 
members classified 
as nursing facility 
members upon 
enrollment whose 
90th day of 
enrollment occurred 
within the reporting 
period.  

Total number of 
members classified 
as nursing facility 
members upon 
enrollment whose 
90th day of 
enrollment occurred 
within the reporting 
period. 

Field Type: Numeric 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

N. Total number of 
nursing facility 
members who were 
documented as 
unwilling to 
complete a POC 
within 90 days of 
enrollment.  

Of the total reported 
in M, the number of 
nursing facility 
members who were 
documented as 
unwilling to complete 
a POC within 90 
days of enrollment.  

Field Type: Numeric 
 
Note: Is a subset of M. 

O. Total number of 
nursing facility 
members the MMP 
was unable to 
reach, following 
three documented 
attempts within 90 
days of enrollment. 

Of the total reported 
in M, the number of 
nursing facility 
members the MMP 
was unable to reach, 
following three 
documented 
attempts within 90 
days of enrollment. 

Field type: Numeric 
 
Note: Is a subset of M. 

P. Total number of 
nursing facility 
members with a 
POC completed 
within 90 days of 
enrollment. 

Of the total reported 
in M, the number of 
nursing facility 
members with a POC 
completed within 90 
days of enrollment. 

Field Type: Numeric 
 
Note: Is a subset of M. 

Q. Total number of 
members classified 
as all other 
vulnerable 
subpopulation 
members upon 
enrollment whose 
90th day of 
enrollment occurred 
within the reporting 
period.  

Total number of 
members classified 
as all other 
vulnerable 
subpopulation 
members upon 
enrollment whose 
90th day of 
enrollment occurred 
within the reporting 
period. 

Field Type: Numeric 
 
Note: Exclude EDCD 
and NF members 

R. Total number of all 
other vulnerable 
subpopulation 
members who were 
documented as 
unwilling to 
complete a POC 
within 90 days of 
enrollment.  

Of the total reported 
in Q, the number of 
all other vulnerable 
subpopulation 
members who were 
documented as 
unwilling to complete 
a POC within 90 
days of enrollment.  

Field Type: Numeric 
 
Note: Is a subset of Q. 
 
Note: Exclude EDCD 
and NF members 



Version: August 7, 2015 
  

VA-36 
 

Element  
Letter 

Element Name Definition 
Allowable  

Values 

S. Total number of all 
other vulnerable 
subpopulation 
members the MMP 
was unable to 
reach, following 
three documented 
attempts within 90 
days of enrollment.  

Of the total reported 
in Q, the number of 
all other vulnerable 
subpopulation 
members the MMP 
was unable to reach, 
following three 
documented 
attempts within 90 
days of enrollment.  

Field Type: Numeric 
 
Note: Is a subset of Q. 
 
Note: Exclude EDCD 
and NF members 
 
 

T. Total number of all 
other vulnerable 
subpopulation 
members with a 
POC completed 
within 90 days of 
enrollment.  

Of the total reported 
in Q, the number of 
all other vulnerable 
subpopulation 
members with a POC 
completed within 90 
days of enrollment. 

Field Type: Numeric 
 
Note: Is a subset of Q. 
 
Note: Exclude EDCD 
and NF members 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• The quality withhold benchmark for CY 2015 is set as the 
percentage achieved by the highest scoring MMP minus 10 
percentage points. 

• For withhold purposes, the measure is calculated as follows for CY 
2015: 

i. Denominator: Total number of members whose 90th day of 
enrollment occurred within the reporting period, excluding 
the total number of members who were documented as 
unwilling to complete a POC within 90 days of enrollment 
and the total number of members the MMP was unable to 
reach, following three documented attempts within 90 days 
of enrollment (Data Element A-B-C) summed over the 
applicable number of quarters. 

ii. Numerator: The total number of members with a POC 
completed within 90 days of enrollment (Data Element D) 
summed over the applicable number of quarters. 

• For more information, refer to the Quality Withhold Technical Notes 
(DY 1): Virginia-Specific Measures. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data elements B, C, and D are less than 
or equal to data element A.  
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• MMPs should validate that data elements F, G, and H are less than 
or equal to data element E.  

• MMPs should validate that data elements J, K, and L are less than 
or equal to data element I.  

• MMPs should validate that data elements N, O, and P are less than 
or equal to data element M. 

• MMPs should validate that data elements R, S, and T are less than 
or equal to data element Q.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of members:  

• Who refused to have a POC completed within 90 days of 
enrollment. 

• Who were unable to be reached to have a POC completed within 
90 days of enrollment. 

• Who had a POC completed within 90 days of enrollment. 
• Who were willing to participate and who could be reached who had 

a POC completed within 90 days of enrollment. 
CMS and the state will also evaluate the percentage of members classified as:  

• Community Well upon enrollment who refused to have a POC 
completed within 90 days of enrollment.  

• Community Well upon enrollment who were unable to be reached 
to have a POC completed within 90 days of enrollment. 

• Community Well upon enrollment who had a POC completed within 
90 days of enrollment. 

• Community Well upon enrollment who were willing to participate 
and who could be reached who had a POC completed within 90 
days of enrollment. 

• EDCD members upon enrollment who refused to have a POC 
completed within 90 days of enrollment.  

• EDCD members upon enrollment who were unable to be reached 
to have a POC completed within 90 days of enrollment. 

• EDCD members upon enrollment who had a POC completed within 
90 days of enrollment.  

• EDCD members upon enrollment who were willing to participate 
and who could be reached who had a POC completed within 90 
days of enrollment. 

• Nursing facility members upon enrollment who refused to have a 
POC completed within 90 days of enrollment.  

• Nursing facility members upon enrollment who were unable to be 
reached to have a POC completed within 90 days of enrollment. 

• Nursing facility members upon enrollment who had a POC 
completed within 90 days of enrollment.  
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• Nursing facility members upon enrollment who were willing to 
participate and who could be reached who had a POC completed 
within 90 days of enrollment.  

• All other vulnerable subpopulation members upon enrollment who 
refused to have a POC completed within 90 days of enrollment.  

• All other vulnerable subpopulation members upon enrollment who 
were unable to be reached to have a POC completed within 90 
days of enrollment. 

• All other vulnerable subpopulation members upon enrollment who 
had a POC completed within 90 days of enrollment.  

• All other vulnerable subpopulation members upon enrollment who 
were willing to participate and who could be reached who had a 
POC completed within 90 days of enrollment. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all Community Well, EDCD, nursing facility, 
and all other vulnerable subpopulation members regardless of 
whether the member was enrolled through passive enrollment or 
opt-in enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
Elements A, E, I, M, and Q, regardless of whether they are 
disenrolled as of the end of the reporting period (i.e., include all 
members regardless of whether they are currently enrolled or 
disenrolled as of the last day of the reporting period).  

• MMPs should refer to the Virginia three-way contract for specific 
requirements pertaining to a POC.  

• The 90th day of enrollment should be based on each member’s 
effective date of enrollment. For purposes of reporting this 
measure, 90 days of enrollment will be equivalent to three full 
calendar months. 

• The effective date of enrollment is the first date of the member’s 
coverage through the MMP.  

• MMPs should include members classified as Community Well, 
EDCD members, nursing facility members, or vulnerable 
subpopulation members on the first effective date of enrollment in 
this measure, even if the member transitions to another 
subpopulation within the first 90 days of enrollment. 

• For data elements B, F, J, N, and R, MMPs should report the 
number of members who were unwilling to participate in the 
development of the POC if the member (or his or her authorized 
representative): 

o Affirmatively declines to participate in the POC. Member 
communicates this refusal by phone, mail, fax, or in person.  

o Expresses willingness to complete the POC but asks for it to 
be conducted after 90 days (despite being offered a 
reasonable opportunity to complete the POC within 90 days). 
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Discussions with the member must be documented by the 
MMP.  

o Expresses willingness to complete the POC, but reschedules 
or is a no-show and then is subsequently non-responsive. 
Attempts to contact the member must be documented by the 
MMP.  

o Initially agrees to complete the POC, but then declines to 
participate in the POC.  

• For data elements C, G, K, O, and S, MMPs should report the 
number of members the MMP was unable to reach after three 
attempts to contact the member. MMPs should refer to the Virginia 
three-way contract or state guidance for any specific requirements 
pertaining to the method of outreach to members. MMPs must 
document each attempt to reach the member, including the method 
of the attempt (i.e., phone, mail, or email), as CMS and the state 
may validate this number. There may be instances when the MMP 
has a high degree of confidence that a member’s contact 
information is correct, yet that member is not responsive to the 
MMP’s outreach efforts. So long as the MMP follows the guidance 
regarding outreach attempts, these members may be included in 
the count for this data element.  

• There may be certain circumstances that make it impossible or 
inappropriate to complete a POC within 90 days of enrollment. For 
example, a member may be medically unable to respond and have 
no authorized representative to do so on their behalf, or a member 
may be experiencing an acute medical or behavioral health crisis 
that requires immediate attention and outweighs the need for a 
POC. However, MMPs should not include such members in the 
counts for data elements B, C, F, G, J, K, N, O, R, and S. 

• According to section 2.7.4.3 of the Virginia three-way contract, the 
member or his/her representative, as appropriate, must review and 
sign the initial POC and all subsequent revisions to the POC. The 
signature of the member or his/her representative on the 
established POC should be used as the marker for POC completion 
(i.e., data elements D, H, L, P, and T). In the event the member 
refuses to sign the established POC, the refusal should be used as 
the marker for POC completion.  

• If a member’s POC was started but not completed within 90 days of 
enrollment, then the POC should not be considered completed and, 
therefore, would not be counted in data elements B, C, D, F, G, H, 
J, K, L, N, O, P, R, S, and T. However, this member would be 
included in data element A, E, I, M, or Q. 

• Community Well members are enrollees ages 21 and older who do 
not meet a Nursing Facility Level of Care (NFLOC) standard.  

• Vulnerable subpopulation members are: 

i. Individuals enrolled in the EDCD waiver; 
ii. Individuals with intellectual/developmental disabilities;  
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iii. Individuals with cognitive or memory problems (e.g., 
dementia or traumatic brain injury);  

iv. Individuals with physical or sensory disabilities;  
v. Individuals residing in nursing facilities; 
vi. Individuals with serious and persistent mental illnesses;  
vii. Individuals with end stage renal disease; and,  
viii. Individuals with complex or multiple chronic conditions.  

• Exclude EDCD and nursing facility members from the vulnerable 
subpopulation for the calculation the totals in data elements Q-T. 
“All other vulnerable subpopulation” should only include members 
not in the EDCD waiver and not residing in a nursing facility.  

• An EDCD waiver is a CMS-approved §1915(c) waiver that covers a 
range of community support services offered to EDCD members. 
EDCD members are individuals who are elderly or who have a 
disability who would otherwise require a nursing facility level of 
care. 

• During subsequent years of the demonstration (i.e., Demonstration 
Year 2, etc.), vulnerable subpopulation members and nursing 
facility members must have a POC completed within 60 days of 
enrollment. 

• During subsequent years of the demonstration (i.e., Demonstration 
Year 2, etc.), EDCD members must have a POC completed within 
30 days of enrollment.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state.  

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org   

 
 
  

https://financial-alignment-initiative.norc.org/


Version: August 7, 2015 
  

VA-41 
 

VA2.2 Members with documented discussions of care goals.i 

IMPLEMENTATION 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA2. Care 
Coordination 

Monthly Contract Current 
Month 
Ex:  
1/1 – 1/31 

By the end of the 
month following the 
last day of the 
reporting period 

ONGOING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA2. Care 
Coordination 

Quarterly Contract Current 
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

 

 
A. Data element definitions – details for each data element reported to CMS and 

the state, including examples, calculation methods, and how various data 
elements are associated. 

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
members with an 
initial Plan of Care 
(POC) developed. 

Total number of 
members with an 
initial POC 
developed during the 
reporting period.  

Field Type: Numeric 

B. Total number of 
members with at 
least one 
documented 
discussion of care 
goals in the initial 
POC.  

Of the total reported 
in A, the number of 
members with at 
least one 
documented 
discussion of care 
goals in the initial 
POC.  

Field Type: Numeric 

 
Note: Is a subset of A.  

C. Total number of 
existing POCs 
revised.  

Total number of 
existing POCs 
revised during the 
reporting period.  

Field Type: Numeric 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

D. Total number of 
revised POCs with at 
least one 
documented 
discussion of new or 
existing care goals.  

Of the total reported 
in C, the number of 
revised POCs with at 
least one 
documented 
discussion of new or 
existing care goals. 

Field Type: Numeric 

 
Note: Is a subset of C.  

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• The quality withhold benchmark for CY 2015 is 95%. 
• For withhold purposes, the measure is calculated as follows for CY 

2015: 
i. Denominator: Total number of members with an initial POC 

developed (Data Element A) summed over 4 quarters. 
ii. Numerator: Total number of members with a documented 

discussion of care goals in the initial POC (Data Element 
B) summed over 4 quarters.  

• For more information, refer to the Quality Withhold Technical Notes 
(DY 1): Virginia-Specific Measures. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• MMPs should validate that data element D is less than or equal to 
data element C. 

• All data elements should be positive values. 

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of: 

• Members with a POC developed during the reporting period who 
had at least one documented discussion of care goals in the POC. 

• POCs revised during the reporting period that had at least one 
documented discussion of new or existing care goals. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included.  
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• MMPs should include all members and revised POCs for members 
that meet the criteria outlined in data element A or data element C, 
regardless if the members are disenrolled as of the end of the 
reporting period (i.e., include all members regardless if they are 
currently enrolled or disenrolled as of the last day of the reporting 
period).  

• Data element A should include all members with POCs that were 
created for the first time during the reporting period (i.e., the 
member did not previously have a POC developed prior to the start 
of the reporting period). There can be no more than one initial POC 
per member. 

• MMPs should only include members in data element B when the 
discussion of care goals is clearly documented in the member’s 
initial POC.  

• Data element C should include all existing POCs that were revised 
during the reporting period. MMPs should refer to the Virginia three-
way contract for specific requirements pertaining to updating the 
POC. 

• MMPs should only include POCs in data element D when a new or 
previously documented care goal is discussed and is clearly 
documented in the member’s revised POC. If the initial POC clearly 
documented the discussion of care goals, but those existing care 
goals were not revised or discussed, or new care goals are not 
discussed and documented during the revision of the POC, then 
that POC should not be reported in data element D.   

• If a member has an initial POC completed during the reporting 
period, and has their POC revised during the same reporting 
period, the member’s initial POC should be reported in data 
element A and the member’s revised POC should be reported in 
data element C. 

• If a member’s POC is revised multiple times during the same 
reporting period, each revision should be reported in data element 
C. For example, if a member’s POC is revised twice during the 
same reporting period, two POCs should be counted in data 
element C. 

• According to section 2.7.4.3 of the Virginia three-way contract, the 
member or his/her representative, as appropriate, must review and 
sign the initial POC and all subsequent revisions to the POC. The 
signature of the member or his/her representative on the 
established POC should be used as the marker for POC completion 
(i.e., data elements B and D). In the event the member refuses to 
sign the established POC, the refusal should be used as the marker 
for POC completion.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state.  
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• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org   
 
 

VA2.3 Members with first follow-up visit within 30 days of discharge. 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA2. Care 
Coordination 

Quarterly Contract Current 
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
fourth month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
hospital discharges.  

Total number of 
hospital discharges 
during the reporting 
period.  

Field Type: Numeric 

B. Total number of 
hospital discharges 
that resulted in an 
ambulatory care 
follow-up visit within 
30 days of 
discharge from the 
hospital.  

Of the total reported in 
A, the number of 
hospital discharges 
that resulted in an 
ambulatory care follow-
up visit within 30 days 
of discharge from the 
hospital.  

Field Type: Numeric 
 

Note: Is a subset of A.  

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

https://financial-alignment-initiative.norc.org/
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• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the percentage of hospital 
discharges that resulted in an ambulatory care follow-up visit within 
30 days of the discharge from the hospital.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all hospital discharges for members who 
meet the criteria outlined in Element A and who were continuously 
enrolled from the date of the hospital discharge through 30 days 
after the hospital discharge, regardless if they are disenrolled as of 
the end of the reporting period.  

• The date of discharge must occur within the reporting period, but 
the follow-up visit may not be in the same reporting period. For 
example, if a discharge occurs during the last month of the 
reporting period, look to the first month of the following reporting 
period to identify the follow-up visit. 

• The member needs to be enrolled from the date of the hospital 
discharge through 30 days after the hospital discharge, with no 
gaps in enrollment.  

• A follow-up visit is defined as an ambulatory care follow-up visit to 
assess the member’s health following a hospitalization. Codes to 
identify follow-up visits are provided in Table VA-1.  

• Codes to identify inpatient discharges are provided in Table VA-2.  
• Exclude discharges in which the patient was readmitted within 30 

days after discharge to an acute or non-acute facility. 
• Exclude discharges due to death. Codes to identify patients who 

have expired are provided in Table VA-3.  
 

Table VA-1: Codes to Identify Ambulatory Health Services 

Description CPT HCPCS 
ICD-9-CM 
Diagnosis 

UB Revenue 

Office or other 
outpatient 
services  

99201-99205, 99211-
99215, 99241-99245 

  
051x, 0520-0523, 
0526-0529, 0982, 
0983 

Home services 
99341-99345, 99347-
99350 
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Table VA-1: Codes to Identify Ambulatory Health Services 

Description CPT HCPCS 
ICD-9-CM 
Diagnosis 

UB Revenue 

Nursing facility care 
99304-99310, 99315, 
99316, 99318 

  0524, 0525 

Domiciliary, rest home 
or custodial care 
services 

99324-99328, 99334-
99337 

   

Preventive medicine 

99381-99387, 99391-
99397, 99401-99404, 
99411, 99412, 99420, 
99429 

G0402, 
G0438, 
G0439 

  

Ophthalmology and 
optometry 

92002, 92004, 92012, 
92014 

   

General medical 
examination 

  

V20.2, V70.0, 
V70.3, V70.5, 
V70.6, V70.8, 
V70.9 

 

 

Table VA-2: Codes to Identify Inpatient Discharges 

Principal ICD-9-CM 
Diagnosis 

 MS-DRG 

001-289, 317-999, V01-V29, 
V40-V90 

OR 

001-013, 020-042, 052-103, 113-117, 121-125, 129-139, 
146-159, 163-168, 175-208, 215-264, 280-316, 326-358, 
368-395, 405-425, 432-446, 453-517, 533-566, 573-585, 
592-607, 614-630, 637-645, 652-675, 682-700, 707-718, 
722-730, 734-750, 754-761, 765-770, 774-782, 789-795, 
799-804, 808-816, 820-830, 834-849, 853-858, 862-872, 
901-909, 913-923, 927-929, 933-935, 939-941, 947-951, 
955-959, 963-965, 969-970, 974-977, 981-989, 998, 999 

WITH 

UB Type of Bill 
OR Any acute inpatient facility code 

11x, 12x, 41x, 84x 

 

Table VA-3: Codes to Identify Patients who Expired 

Discharge Status Code 

20 

 
F. Data Submission – how MMPs will submit data collected to CMS and the 

state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  
 

  

https://financial-alignment-initiative.norc.org/


Version: August 7, 2015 
  

VA-47 
 

VA2.4 EDCD waiver enrollees with a service plan.  

Please note: No MMP reporting to NORC is required for this measure as 
part of the reporting requirements; MMPs should continue to follow the 
CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  

 

VA2.5 Service plans that were revised as needed.  

Please note: No MMP reporting to NORC is required for this measure as 
part of the reporting requirements; MMPs should continue to follow the 
CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  

 

VA2.6 EDCD waiver enrollees who received services specified in the service 
plan.  

Please note: No MMP reporting to NORC is required for this measure as 
part of the reporting requirements; MMPs should continue to follow the 
CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  

 

 VA2.7 EDCD waiver enrollee records that contain an appropriately completed 
and signed form that specifies a choice was offered.  

Please note: No MMP reporting to NORC is required for this measure as 
part of the reporting requirements; MMPs should continue to follow the 
CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  

 

VA2.8 Case management records reviewed for documentation of a choice of 
waiver providers.  

Please note: No MMP reporting to NORC is required for this measure as 
part of the reporting requirements; MMPs should continue to follow the 
CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  
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VA2.9 Transition of members between Community, waiver, and long-term care 
services.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA2. Care 
Coordination 

Quarterly Contract Current 
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last day 
of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
Community Well 
members enrolled at 
the beginning of the 
reporting period, who 
were continuously 
enrolled for the entire 
reporting period. 

Total number of 
Community Well 
members enrolled at 
the beginning of the 
reporting period, who 
were continuously 
enrolled for the entire 
reporting period.  

Field Type: Numeric 

B. Total number of new 
Community Well 
members enrolled 
during the reporting 
period, who were 
continuously enrolled 
for the remainder of 
the reporting period. 

Total number of new 
Community Well 
members enrolled 
during the reporting 
period, who were 
continuously enrolled 
for the remainder of 
the reporting period. 

Field Type: Numeric 
 

 

C. Total number of 
Community Well 
members who 
transitioned to EDCD 
waiver services. 

Of the total reported 
in A and B, the 
number of 
Community Well 
members who 
transitioned to EDCD 
waiver services 
during the reporting 
period.  

Field Type: Numeric 
 
Note: Is a subset of 
the sum of A and B. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

D. Total number of 
Community Well 
members who 
transitioned to a 
nursing facility. 

Of the total reported 
in A and B, the 
number of 
Community Well 
members who 
transitioned to a 
nursing facility during 
the reporting period.  

Field Type: Numeric 
 
Note: Is a subset of 
the sum of A and B. 

E. Total number of 
EDCD waiver 
members enrolled at 
the beginning of the 
reporting period, who 
were continuously 
enrolled for the entire 
reporting period. 

Total number of 
EDCD waiver 
members enrolled at 
the beginning of the 
reporting period, who 
were continuously 
enrolled for the entire 
reporting period. 

Field Type: Numeric 

F. Total number of new 
EDCD waiver 
members enrolled 
during the reporting 
period, who were 
continuously enrolled 
for the remainder of 
the reporting period. 

Total number of new 
EDCD waiver 
members enrolled 
during the reporting 
period, who were 
continuously enrolled 
for the remainder of 
the reporting period. 

Field Type: Numeric 
 

 

G. Total number of 
EDCD waiver 
members who 
transitioned to the 
Community.  

Of the total reported 
in E and F, the 
number of EDCD 
waiver members who 
transitioned to the 
Community during 
the reporting period.  

Field Type: Numeric 
 
Note: Is a subset of 
the sum of E and F. 

H. Total number of 
EDCD waiver 
members who 
transitioned to a 
nursing facility.  

Of the total reported 
in E and F, the 
number of EDCD 
waiver members who 
transitioned to a 
nursing facility during 
the reporting period.  

Field Type: Numeric 
 
Note: Is a subset of 
the sum of E and F. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

I. Total number of 
nursing facility 
members enrolled at 
the beginning of the 
reporting period, who 
were continuously 
enrolled for the entire 
reporting period. 

Total number of 
nursing facility 
members enrolled at 
the beginning of the 
reporting period, who 
were continuously 
enrolled for the entire 
reporting period. 

Field Type: Numeric 

J. Total number of new 
nursing facility 
members enrolled 
during the reporting 
period, who were 
continuously enrolled 
for the remainder of 
the reporting period. 

Total number of new 
nursing facility 
members enrolled 
during the reporting 
period, who were 
continuously enrolled 
for the remainder of 
the reporting period. 

Field Type: Numeric 
 

 

K. Total number of 
nursing facility 
members who 
transitioned to the 
Community.  

Of the total reported 
in I and J, the 
number of nursing 
facility members who 
transitioned to the 
Community during 
the reporting period.  

Field Type: Numeric 
 
Note: Is a subset of 
the sum of I and J. 

L. Total number of 
nursing facility 
members who 
transitioned to EDCD 
waiver services.  

Of the total reported 
in I and J, the 
number of nursing 
facility members who 
transitioned to EDCD 
waiver services 
during the reporting 
period.  

Field Type: Numeric 
 
Note: Is a subset of 
the sum of I and J. 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data elements C and D are less than or 
equal to the sum of data elements A and B.  
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• MMPs should validate that data elements G and H are less than or 
equal to the sum of data elements E and F.  

• MMPs should validate that data elements K and L are less than or 
equal to the sum of data elements I and J.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of: 

• Community Well members enrolled at the beginning of the reporting 
period and new Community Well members enrolled during the 
reporting period who transitioned to EDCD waiver services during 
the reporting period.  

• Community Well members enrolled at the beginning of the reporting 
period and new Community Well members enrolled during the 
reporting period who transitioned to a nursing facility during the 
reporting period.  

• EDCD waiver members enrolled at the beginning of the reporting 
period and new EDCD waiver members enrolled during the 
reporting period who transitioned to the Community during the 
reporting period.  

• EDCD waiver members enrolled at the beginning of the reporting 
period and new EDCD waiver members enrolled during the 
reporting period who transitioned to a nursing facility during the 
reporting period.  

• Nursing facility members enrolled at the beginning of the reporting 
period and new nursing facility members enrolled during the 
reporting period who transitioned to the Community during the 
reporting period.  

• Nursing facility members enrolled at the beginning of the reporting 
period and new nursing facility members enrolled during the 
reporting period who transitioned to EDCD waiver services during 
the reporting period.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• Members must be continuously enrolled during the reporting period, 
with no gaps in enrollment, to be included in this measure.  

• Exclude institutional stays less than 20 days. 
• Exclude transitions that resulted in an admission or transfer to a 

hospital.  
• For members who had more than one eligible transition during the 

reporting period, please only count the first eligible transition when 
reporting data for this measure. For example, if a Community Well 
member who enrolled on April 1 transitioned to a nursing facility on 
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April 14, then transitioned back to Community Well on May 14, the 
member would only be reported in data elements A and D for the 
quarterly reporting period April 1 – June 30 (i.e., only the transition 
from Community Well to the nursing facility is reported).  

• Data elements A, E, and I, include members who were enrolled in 
the MMP as of the first day of the reporting period. For example, a 
Community Well member enrolled on April 1 would be reported in 
data element A for the quarterly reporting period April 1 – June 30, 
because they were enrolled on the first day of the reporting period.  

• Conversely, data elements B, F, and J include new members who 
were enrolled in the MMP during the reporting period. For example, 
a Community Well member enrolled on May 1 would be reported in 
data element B for the quarterly reporting period April 1 – June 30, 
because they were enrolled during the reporting period, and were 
not enrolled on the first day of the reporting period. Data elements 
B, F, and J only include members newly enrolled in the MMP, not 
members who transitioned between different subpopulations during 
the reporting period.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state.  

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
 
 
VA2.10 MMPs with established work plan and systems in place for ensuring  
   smooth transition to and from hospitals, nursing facilities, and the  
   Community.i 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA2. Care 
Coordination 

Annually Contract Calendar 
Year 

By the end of the 
second month 
following the last 
day of the reporting 
period 

 

  

https://financial-alignment-initiative.norc.org/
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A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  
 

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Policies and 
procedures around 
timely identification of 
planned and 
unplanned 
transitions, such as 
an internal data 
system mechanism 
to alert planned and 
unplanned transitions 
and  contracted 
facilities reporting 
requirements for 
unplanned 
transitions.  

Policies and 
procedures around 
timely identification of 
planned and 
unplanned 
transitions, such as 
an internal data 
system mechanism 
to alert planned and 
unplanned transitions 
and  contracted 
facilities reporting 
requirements for 
unplanned 
transitions.  

Field Type: N/A 
 
Note: File will be 
uploaded to FTP site 
as a separate 
attachment. 

B. Policies and 
procedures around 
supporting members’ 
moves between care 
settings, including 
items to be 
completed by each 
care setting and 
around 
communicating with 
members or 
responsible parties. 

Policies and 
procedures around 
supporting members’ 
moves between care 
settings, including 
items to be 
completed by each 
care setting and 
around 
communicating with 
members or 
responsible parties. 

Field Type: N/A 
 
Note: File will be 
uploaded to FTP site 
as a separate 
attachment. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

C. Policies and 
procedures to identify 
members at risk of 
transitions and 
reducing transitions, 
such as how data are 
collected and 
analyzed at specified 
intervals to identify 
members who are at 
risk for a health 
status change and 
potential transition 
and how case 
managers contact at-
risk members to 
assess needs and 
arrange appropriate 
services. 

Policies and 
procedures to identify 
members at risk of 
transitions and 
reducing transitions, 
such as how data are 
collected and 
analyzed at specified 
intervals to identify 
members who are at 
risk for a health 
status change and 
potential transition 
and how case 
managers contact at-
risk members to 
assess needs and 
arrange appropriate 
services. 

Field Type: N/A 
 
Note: File will be 
uploaded to FTP site 
as a separate 
attachment. 

D. Policies and 
procedures around 
annual smooth 
transition 
management 
performance for the 
key steps mentioned 
in data elements A to 
C. 

Policies and 
procedures around 
annual smooth 
transition 
management 
performance for the 
key steps mentioned 
in data elements A to 
C. 

Field Type: N/A 
 
Note: File will be 
uploaded to FTP site 
as a separate 
attachment. 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• The quality withhold benchmark for CY 2015 is 100% compliance. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• All policies and procedures should be implemented with solid 
backup documentations.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS, DMAS and DMAS’s EQRO contractor will evaluate the 
policies and procedures, and their backup documentation to 
demonstrate their implementation.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  
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• A transition is the movement of a member from one care setting to 
another as the member’s health status changes; for example, 
moving from home to a hospital as the result of an exacerbation of 
a chronic condition or moving from the hospital to a rehabilitation 
facility after surgery.  

• A planned transition includes a scheduled procedure, elective 
surgery or a decision to enter a long-term care facility.  

• An unplanned transition includes an emergency leading to a 
hospital admission from the emergency department.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state.  

• MMPs will submit data collected for this measure in the above 
specified format through a secure data transmission site 
established by CMS. This site can be accessed at the following 
web address: 
https://fm.hshapps.com/login.aspx?ReturnUrl=%2fdefault.aspx 

• For data submission, each data element above should be uploaded 
as a separate attachment.  

• Required File Format is Microsoft Word File.  
• The file name extension should be “.docx” 
• File name= VA_(CONTRACTID)_(REPORTING 

PERIOD)_(SUBMISSIONDATE)_(ELEMENTNAME).docx.  
• Replace (CONTRACTID) with the contract ID, 

(REPORTINGPERIOD) with the year and month of the beginning of 
the reporting period in YYYYMM format (e.g., February 2014 would 
be 201402), (SUBMISSIONDATE) with the year, month, and date 
of the submission in YYYYMMDD format (e.g., March 31, 2014 
would be 20140331), and (ELEMENTNAME) with the element 
name listed below. 

• For element letter “A”, the (ELEMENTNAME) should be (Timely 
Identification). 

• For element letter “B”, the (ELEMENTNAME) should be 
(Supporting Members Movement). 

• For element letter “C”, the (ELEMENTNAME) should be (Identify 
Members at Risk). 

• For element letter “D”, the (ELEMENTNAME) should be (Annual 
Smooth Transition). 
 

  

https://fm.hshapps.com/login.aspx?ReturnUrl=%2fdefault.aspx
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VA2.11 Transitions (admissions and discharges) between hospitals, nursing 
facilities, and the Community. 

 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA2. Care 
Coordination 

Quarterly Contract Current 
Calendar 
Quarter  
Ex: 
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
fourth month 
following the last 
day of the reporting 
period 

 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  
 

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
member months 
during the reporting 
period. 

Total number of 
member months 
during the reporting 
period. 

Field Type: Numeric 

B. Total number of 
inpatient hospital 
discharges to nursing 
facilities. 

Of the total reported 
in A, the number of 
inpatient hospital 
discharges to nursing 
facilities during the 
reporting period. 

Field Type: Numeric 

C. Total number of 
inpatient hospital 
discharges to the 
Community.  

Of the total reported 
in A, the number of 
inpatient hospital 
discharges to the 
Community during 
the reporting period.  

Field Type: Numeric 

D. Total number of 
inpatient hospital 
admissions from the 
Community.  

Of the total reported 
in A, the number of 
inpatient hospital 
admissions from the 
Community during 
the reporting period.  

Field Type: Numeric 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

E. Total number of 
nursing facility 
admissions from the 
Community. 

Of the total reported 
in A, the number of 
nursing facility 
admissions from the 
Community during 
the reporting period. 

Field Type: Numeric 

F. Total number of 
nursing facility 
discharges to the 
Community. 

Of the total reported 
in A, the number of 
nursing facility 
discharges to the 
Community during 
the reporting period. 

Field Type: Numeric 

G. Total number of 
inpatient hospital 
admissions from 
nursing facilities.  

Of the total reported 
in A, the number of 
inpatient hospital 
admissions from 
nursing facilities 
during the reporting 
period.  

Field Type: Numeric 

H. Total number of 
unplanned 
transitions.  

Of the total reported 
in A, the number of 
unplanned transitions 
for members moving 
to and from the 
hospital during the 
reporting period.  

Field Type: Numeric 

I. Total number of 
planned transitions.  

Of the total reported 
in A, the number of 
planned transitions 
for members moving 
to and from the 
hospital during the 
reporting period.  

Field Type: Numeric 

J. Total number of 
transitions where the 
member’s PCP was 
notified of the 
transition within 1 
business day of the 
transition.  

Of the sum of B, C, 
D, E, F, and G, the 
number of transitions 
where the member’s 
PCP was notified of 
the transition within 1 
business day of the 
transition during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of 
the sum of B, C, D, E, 
F, and G. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

K. Total number of 
discharges with 
documented 
participation in the 
discharge plan by the 
care coordinator and 
the member, or the 
member’s 
representative.  

Of the sum of B, C, 
and F, the number of 
discharges with 
documented 
participation in the 
discharge plan by the 
care coordinator and 
the member, or the 
member’s 
representative during 
the reporting period. 

Field Type: Numeric 
 
Note: Is a subset of 
the sum of B, C, and 
F. 

 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element J is less than or equal to 
the sum of data elements B, C, D, E, F, and G.  

• MMPs should validate that data element K is less than or equal to 
the sum of data elements B, C, and F.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate: 

• Inpatient hospital discharges to nursing facilities during the 
reporting period per 1,000 member months. 

• Inpatient hospital discharges to the Community during the reporting 
period per 1,000 member months.  

• Inpatient hospital admissions from the Community during the 
reporting period per 1,000 member months.  

• Nursing facility admissions from the Community during the 
reporting period per 1,000 member months. 

• Nursing facility discharges to the Community during the reporting 
period per 1,000 member months.  

• Inpatient hospital admissions from nursing facilities during the 
reporting period per 1,000 member months.  

• Unplanned transitions for members moving to and from the hospital 
during the reporting period per 1,000 member months.  
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• Planned transitions for members moving to and from the hospital 
during the reporting period per 1,000 member months.  

• Percentage of transitions where the member’s PCP was notified of 
the transition within 1 business day of the transition during the 
reporting period.  

• Percentage of discharges with documented participation in the 
discharge plan by the care coordinator and the member, or the 
member’s representative during the reporting period.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all discharges and admissions for members 
who meet the criteria outlined in all data elements, regardless if 
they are disenrolled as of the end of the reporting period (i.e., 
include all members regardless if they are currently enrolled or 
disenrolled as of the last day of the reporting period).  

• A transition is the movement (i.e., admission or discharge) of a 
member from one care setting to another as the member’s health 
status changes; for example, moving from home to a hospital as 
the result of an exacerbation of a chronic condition or moving from 
the hospital to a rehabilitation facility after surgery.  

• Inpatient hospital admissions and discharges are based on the 
CMS 2 midnight rule. The 2 midnight rule requires members to be 
admitted to the hospital for a minimum of 2 midnights to be 
considered an inpatient hospital admission. For further guidance on 
applying the 2 midnight rule, please review the FAQ posted on 
CMS’ Web site:  
http://www.cms.gov/Research-Statistics-Data-and-
Systems/Monitoring-Programs/Medicare-FFS-Compliance-
Programs/Medical-
Review/Downloads/Questions_andAnswersRelatingtoPatientStatus
ReviewsforPosting_31214.pdf 

• A planned transition is a scheduled transition, which includes 
scheduled procedures, elective surgery or a decision to enter a 
long-term care facility.  

• An unplanned transition is an unscheduled transition, which 
includes an emergency leading to a hospital admission from the 
emergency department.  

• The total number of transitions reported in data element J includes 
all transitions related to movement between the Community, 
hospital, and nursing facility.  

• Data element K is limited to hospital and nursing facility discharges 
with documented participation in the discharge plan by the care 
coordinator and the member, or the member’s representative.  

• Data element K is intended to capture pre-discharge interactions 
between a member or the member’s representative and care 
coordinators, not post-discharge interactions. 

http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Medical-Review/Downloads/Questions_andAnswersRelatingtoPatientStatusReviewsforPosting_31214.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Medical-Review/Downloads/Questions_andAnswersRelatingtoPatientStatusReviewsforPosting_31214.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Medical-Review/Downloads/Questions_andAnswersRelatingtoPatientStatusReviewsforPosting_31214.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Medical-Review/Downloads/Questions_andAnswersRelatingtoPatientStatusReviewsforPosting_31214.pdf
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/Medicare-FFS-Compliance-Programs/Medical-Review/Downloads/Questions_andAnswersRelatingtoPatientStatusReviewsforPosting_31214.pdf
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• Exclude outpatient hospitalizations.  
• Data element J, per state and statutory regulations for behavioral 

health, MMPs are required to obtain consent from the member 
before notifying his/her primary care provider (PCP).  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state.  

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
 

VA2.12 Community Well members, vulnerable subpopulation members, EDCD 
members with an annual Plan of Care (POC) Reviewed or Revised.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA2. Care 
Coordination 

Semi- Annual Contract Ex:  
1/1-6/30 
7/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element 
Letter 

Element Name Definition Allowable Values 

A. Total number of 
members classified 
as Community Well 
as of the first day of 
the reporting period 
eligible for a plan of 
care (POC) review 
or revision during 
the reporting period. 

Total number of 
members classified as 
Community Well as of 
the first day of the 
reporting period 
eligible for a POC 
review or revision 
during the reporting 
period. 

Field Type: Numeric 
 
 

B. Total number of 
eligible Community 
Well members with 
a POC review or 
revision completed 
during the reporting 
period. 

Of those reported in A, 
the number of eligible 
Community Well 
members with a POC 
review or revision 
completed during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of A. 
 

https://financial-alignment-initiative.norc.org/
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Element 
Letter 

Element Name Definition Allowable Values 

C. Total number of 
eligible Community 
Well members 
whose first POC 
review or revision 
completed during 
the reporting period 
was no more than 
365 days from the 
last POC or the 
member’s 
enrollment date, 
whichever occurred 
last. 

Of the total reported in 
B, the number of 
eligible Community 
Well members whose 
first POC review or 
revision completed 
during the reporting 
period was no more 
than 365 days from the 
last POC or the 
member’s enrollment 
date, whichever 
occurred last.  

Field type: Numeric 
 
Note: Is a subset of B. 
 

D. Total number of 
members classified 
as EDCD members 
as of the first day of 
the reporting period 
eligible for a POC 
review or revision 
during the reporting 
period. 

Total number of 
members classified as 
EDCD members as of 
the first day of the 
reporting period 
eligible for a POC 
review or revision 
during the reporting 
period. 

Field Type: Numeric 
 
 

E. Total number of 
eligible EDCD 
members with a 
POC review or 
revision completed 
during reporting 
period. 

Of those reported in D, 
the number of eligible 
EDCD members with a 
POC review or revision 
completed during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of D. 
 

F. Total number of 
eligible EDCD 
members whose first 
POC review or 
revision completed 
during the reporting 
period was no more 
than 365 days from 
the last POC or the 
member’s 
enrollment date, 
whichever occurred 
last. 

Of the total reported in 
E, the number of 
eligible EDCD 
members whose first 
POC review or revision 
completed during the 
reporting period was 
no more than 365 days 
from the last POC or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Field type: Numeric 
 
Note: Is a subset of E. 
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Element 
Letter 

Element Name Definition Allowable Values 

G. Total number of 
members classified 
as nursing facility 
members as of the 
first day of the 
reporting period 
eligible for a POC 
review or revision 
during the reporting 
period. 

Total number of 
members classified as 
nursing facility 
members as of the first 
day of the reporting 
period eligible for a 
POC review or revision 
during the reporting 
period. 

Field Type: Numeric 
 
 

H. Total number of 
eligible nursing 
facility members 
with a POC review 
or revision 
completed during 
the reporting period. 

Of those reported in G, 
the number of eligible 
nursing facility 
members with a POC 
review or revision 
completed during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of G. 
 

I. Total number of 
eligible nursing 
facility members 
whose first POC 
review or revision 
completed during 
the reporting period 
was no more than 
365 days from the 
last POC or the 
member’s 
enrollment date, 
whichever occurred 
last. 

Of the total reported in 
H, the number of 
eligible nursing facility 
members whose first 
POC review or revision 
completed during the 
reporting period was 
no more than 365 days 
from the last POC or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Field type: Numeric 
 
Note: Is a subset of H. 
 

J. Total number of 
members classified 
as all other 
vulnerable 
subpopulation 
members as of the 
first day of the 
reporting period 
eligible for a POC 
review or revision 
during the reporting 
period. 

Total number of 
members classified as 
all other vulnerable 
subpopulation 
members as of the first 
day of the reporting 
period eligible for a 
POC review or revision 
during the reporting 
period. 

Field Type: Numeric 
 
 



Version: August 7, 2015 
  

VA-63 
 

Element 
Letter 

Element Name Definition Allowable Values 

K. Total number of 
eligible all other 
vulnerable 
subpopulation 
members with a 
POC review or 
revision completed 
during the reporting 
period. 

Of those reported in J, 
the number of eligible 
all other vulnerable 
subpopulation 
members with a POC 
review or revision 
completed during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of J. 
 

L. Total number of 
eligible all other 
vulnerable 
subpopulation 
members whose first 
POC review or 
revision completed 
during the reporting 
period was no more 
than 365 days from 
the last POC or the 
member’s 
enrollment date, 
whichever occurred 
last. 

Of the total reported in 
K, the number of 
eligible all other 
vulnerable 
subpopulation 
members whose first 
POC review or revision 
completed during the 
reporting period was 
no more than 365 days 
from the last POC or 
the member’s 
enrollment date, 
whichever occurred 
last. 

Field type: Numeric 
 
Note: Is a subset of K. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• MMPs should validate that data element C is less than or equal to 
data element B. 

• MMPs should validate that data element E is less than or equal to 
data element D. 

• MMPs should validate that data element F is less than or equal to 
data element E. 

• MMPs should validate that data element H is less than or equal to 
data element G. 
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• MMPs should validate that data element I is less than or equal to 
data element H. 

• MMPs should validate that data element K is less than or equal to 
data element J. 

• MMPs should validate that data element L is less than or equal to 
data element K. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of: 

• Community Well members eligible for a POC review or revision 
who had a POC review or revision completed during the reporting 
period that was no more than 365 days from the completion date of 
the last POC or enrollment date, whichever occurred last.  

• EDCD members eligible for a POC review or revision who had a 
POC review or revision completed during the reporting period that 
was no more than 365 days from the completion date of the last 
POC or enrollment date, whichever occurred last.  

• Nursing facility members eligible for a POC review or revision who 
had a POC review or revision completed during the reporting period 
that was no more than 365 days from the completion date of the 
last POC or enrollment date, whichever occurred last.  

• All other vulnerable subpopulation members eligible for a POC 
review or revision who had a POC review or revision completed 
during the reporting period that was no more than 365 days from 
the completion date of the last POC or enrollment date, whichever 
occurred last.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
data elements A, D, G, and J, regardless if they are disenrolled as 
of the end of the reporting period (i.e., include all members 
regardless if they are currently enrolled or disenrolled as of the last 
day of the reporting period). 

• A members’ Community Well, EDCD, nursing facility, or other 
vulnerable subpopulation status should be based on the members’ 
status at the first day of the reporting period.  

• For reporting member eligible for POC review or revision under 
data element A, D, G, and J, report all members within their 
population in the same MMP who:  
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o Received a POC review or revision within 365 days of their 
last POC (initial or reassessment) during the reporting 
period. 

o Were enrolled for 365 days continuously after their initial 
POC or their last POC review or revision and did not receive 
a POC review or revision within 365 days. 

o Did not receive an initial POC within 365 days of enrollment 
and reached the threshold of 365 days of continuous 
enrollment after initial enrollment without receiving a POC 
review or revision. 

• MMPs should refer to the “Guidance on Assessments and Care 
Plans for Members with a Break in Coverage” section, which begins 
on page VA-5.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org 

 

 

VA2.13 Community Well members, vulnerable subpopulation members, EDCD 
members, and nursing facility members’ POC review or revision due to 
triggering event.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA2. Care 
Coordination 

Semi- Annual Contract Ex:  
1/1-6/30 
7/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

 

  

https://financial-alignment-initiative.norc.org/
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A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element 
Letter 

Element Name Definition Allowable Values 

A. Total number of 
POC reviews or 
revisions completed 
during the reporting 
period for members 
classified as 
Community Well as 
of the first day of the 
reporting period. 

Total number of POC 
reviews or revisions 
completed during the 
reporting period for 
members classified as 
Community Well as of 
the first day of the 
reporting period. 

Field Type: Numeric 
 
 

B. Total number of 
POC reviews or 
revisions completed 
during the reporting 
period for members 
classified as 
Community Well that 
were due to a 
triggering event.  

Of the total reported in 
A, the number of POC 
reviews or revisions 
completed during the 
reporting period for 
members classified as 
Community Well that 
were due to a 
triggering event. 

Field type: Numeric 
 
Note: Is a subset of A. 

C. Total number of 
POC reviews or 
revisions completed 
during the reporting 
period for members 
classified as EDCD 
members as of the 
first day of the 
reporting period. 

Total number of POC 
reviews or revisions 
completed during the 
reporting period for 
members classified as 
EDCD members as of 
the first day of the 
reporting period. 

Field Type: Numeric 
 
 

D. Total number of 
POC reviews or 
revisions completed 
during the reporting 
period for members 
classified as EDCD 
members that were 
due to a triggering 
event.  

Of the total reported in 
C, the number of POC 
reviews or revisions 
completed during the 
reporting period for 
members classified as 
EDCD members that 
were due to a 
triggering event. 

Field type: Numeric 
 
Note: Is a subset of C.  
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Element 
Letter 

Element Name Definition Allowable Values 

E. Total number of 
POC reviews or 
revisions completed 
during the reporting 
period for members 
classified as nursing 
facility members as 
of the first day of the 
reporting period. 

Total number of POC 
reviews or revisions 
completed during the 
reporting period for 
members classified as 
nursing Facility 
members as of the first 
day of the reporting 
period. 

Field Type: Numeric 
 
 

F. Total number of 
POC reviews or 
revisions completed 
during the reporting 
period for members 
classified as nursing 
facility members that 
were due to a 
triggering event.  

Of the total reported in 
E, the number of POC 
reviews or revisions 
completed during the 
reporting period for 
members classified as 
nursing facility 
members that were 
due to a triggering 
event. 

Field type: Numeric 
 
Note: Is a subset of E.  
 

G. Total number of 
POC reviews or 
revisions completed 
during the reporting 
period for members 
classified as all 
other vulnerable 
subpopulation 
members as of the 
first day of the 
reporting period. 

Total number of POC 
reviews or revisions 
completed during the 
reporting period for 
members classified as 
all other vulnerable 
subpopulation 
members as of the first 
day of the reporting 
period. 

Field Type: Numeric 
 
Note: Exclude EDCD 
and NF members.  
 

H. Total number of 
POC reviews or 
revisions completed 
during the reporting 
period for members 
classified as all 
other vulnerable 
subpopulation 
members that were 
due to a triggering 
event.  

Total number of POC 
reviews or revisions 
completed during the 
reporting period for 
members classified as 
all other vulnerable 
subpopulation 
members that were 
due to a triggering 
event. 

Field type: Numeric 
 
Note: Is a subset of G.  
 
Note: Exclude EDCD 
and NF members.  
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B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• MMPs should validate that data element D is less than or equal to 
data element C. 

• MMPs should validate that data element F is less than or equal to 
data element E. 

• MMPs should validate that data element H is less than or equal to 
data element G. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of POC reviews or revisions completed during the reporting period 
for members classified as: 

• Community Well as of the first day of the reporting period that were 
due to a triggering event.  

• EDCD members as of the first day of the reporting period that were 
due to a triggering event.  

• Nursing facility members as of the first day of the reporting period 
that were due to a triggering event.  

• All other vulnerable subpopulation members as of the first day of 
the reporting period that were to a triggering event.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all reassessments for members who meet the 
criteria outlined in Elements A, C, E, and G regardless if they are 
disenrolled as of the end of the reporting period (i.e., include all 
members regardless if they are currently enrolled or disenrolled as 
of the last day of the reporting period). 

• A members’ Community Well, EDCD, nursing facility, or other 
vulnerable subpopulation status should be based on the members’ 
status at the first day of the reporting period.  
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• This measure is evaluating existing POCs that are reviewed or 
revised, not a members initial POC.  

• A triggering event is defined as a hospitalization or significant 
change in health or functional status (e.g., change in the ability to 
perform activities of daily living and instrumental activities of daily 
living). 

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org   

 
 

VA2.14 Medication Reconciliation Post-Discharge.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA2. Care 
Coordination 

Annually 
 

Contract Calendar Year By the end of the 
sixth month 
following the last 
day of the 
reporting period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
inpatient 
discharges during 
the reporting 
period. 

Total number of 
inpatient discharges 
that occurred between 
January 1 and 
December 1 during 
the reporting period. 

Field Type: Numeric 

https://financial-alignment-initiative.norc.org/
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

B. Total number of 
inpatient 
discharges for 
which a medication 
reconciliation was 
conducted by a 
prescribing 
practitioner, clinical 
pharmacist or 
registered nurse on 
or within 30 days of 
the inpatient 
discharge. 

Of the total reported in 
A, the number of 
inpatient discharges 
for which a medication 
reconciliation was 
conducted by a 
prescribing 
practitioner, clinical 
pharmacist, or 
registered nurse on or 
within 30 days of the 
inpatient discharge. 

Field Type: Numeric 
  
Note: Is a subset of A. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the percentage of inpatient 
discharges from January 1–December 1 of the reporting period for 
which a medication reconciliation was conducted by a prescribing 
practitioner, clinical pharmacist, or registered nurse on or within 30 
days of the inpatient discharge.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all inpatient discharges for members who 
meet the criteria outlined in Element A and were continuously 
enrolled from the date of discharge through 30 days after the 
discharge, regardless of whether they are disenrolled as of the end 



Version: August 7, 2015 
  

VA-71 
 

of the reporting period (i.e., include all members regardless of 
whether they are currently enrolled or disenrolled as of the last day 
of the reporting period).  

• The denominator for this measure is based on discharges, not 
members. 

• If a member has more than one discharge, include all discharges 
on or between January 1 and December 1 of the reporting period. 

• Medication reconciliation is a type of review in which the discharge 
medications are reconciled with the most recent medication list in 
the outpatient medical record.  

• Medication Reconciliation can be identified using codes in Table 
VA-4. 

• For data element A, if the discharge is followed by a readmission or 
direct transfer to an acute or non-acute facility within the 30-day 
follow-up period, count only the readmission discharge or the 
discharge from the facility to which the member was transferred. 

• For data element A, exclude both the initial discharge and the 
readmission/direct transfer discharge if the readmission/direct 
transfer discharge occurs after December 1 of the reporting period. 

• Members must be continuously enrolled in the MMP from the date 
of discharge through 30 days after discharge with no gap in 
enrollment, to be included in this measure. 

• If a member remains in an acute or non-acute facility through 
December 1 of the reporting period, a discharge is not included in 
the measure for this member. However, the MMP must have a 
method for identifying the member’s status for the remainder of the 
reporting period, and may not assume the member remained in the 
facility based only on the absence of a charge before December 1.  

 

Table VA-4: Codes to Identify Medication Reconciliation 

CPT 

99495, 99496, 1111F 

 
F. Data Submission – how MMPs will submit data collected to CMS and the 

state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org 

 

  

https://financial-alignment-initiative.norc.org/
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Section VAIII. Enrollee Protections 

 

VA3.1 The number of critical incident and abuse reports for members receiving 
LTSS. 

IMPLEMENTATION 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA3. Enrollee 
Protections 

Monthly Contract Current Month 
Ex:  
1/1 – 1/31 

By the end of the 
month following 
the last day of the 
reporting period 

ONGOING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA3. Enrollee 
Protections 

Quarterly  Contract Current 
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last 
day of the 
reporting period  

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
members receiving 
LTSS. 

Total number of 
members receiving 
LTSS during the 
reporting period.  

Field Type: Numeric 

B. Total number of 
critical incident and 
abuse reports. 

Of the total reported 
in A, the number of 
critical incident and 
abuse reports during 
the reporting period.  

Field Type: Numeric 
 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  
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C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the number of critical incident and 
abuse reports per 1,000 members receiving LTSS.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
Element A regardless if they are disenrolled as of the end of the 
reporting period (i.e., include all members regardless if they are 
currently enrolled or disenrolled as of the last day of the reporting 
period). 

• For data element B, MMPs should include all new critical incident 
and abuse cases that are reported during the reporting period, 
regardless if the case status is open or closed as of the last day of 
the reporting period. 

• Critical incident and abuse reports could be reported by the MMP or 
any provider, and are not limited to only those providers defined as 
LTSS providers.   

• It is possible for members to have more than one critical incident 
and/or abuse report during the reporting period. All critical incident 
and abuse reports during the reporting period should be counted.  

• Critical incident refers to any actual or alleged event or situation 
that creates a significant risk of substantial or serious harm to the 
physical or mental health, safety or well-being of a member. 

• Abuse refers to: 
i. Willful use of offensive, abusive, or demeaning language 

by a caretaker that causes mental anguish; 
ii. Knowing, reckless, or intentional acts or failures to act 

which cause injury or death to an individual or which places 
that individual at risk of injury or death; 

iii. Rape or sexual assault; 
iv. Corporal punishment or striking of an individual; 
v. Unauthorized use or the use of excessive force in the 

placement of bodily restraints on an individual; and 
vi. Use of bodily or chemical restraints on an individual which 

is not in compliance with federal or state laws and 
administrative regulations. 
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F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
 

VA3.2 Documentation of abuse, neglect, or exploitation and safety concerns or 
risk in the physical environment.  

Please note: No MMP reporting to NORC is required for this measure 
as part of the reporting requirements; MMPs should continue to follow 
the CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.   

https://financial-alignment-initiative.norc.org/
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Section VAIV. Organizational Structure and Staffing 

 

VA4.1 Americans with Disabilities Act (ADA) compliance. 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA4. 
Organizational 
Structure and 
Staffing 

Annually Contract Calendar Year By the end of the 
second month 
following the last 
day of the 
reporting period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. ADA Compliance 
Plan. 

ADA Compliance 
Plan that describes 
the policies and 
procedures for 
maintaining ADA 
compliance.  

Field Type: N/A 
 
Note: File will be 
uploaded to FTP site 
as a separate 
attachment. 

B. ADA Compliance or 
Quality Officer.  

Identification of the 
staff person 
responsible for ADA 
compliance. 

Field Type: N/A 
 
Note: File will be 
uploaded to FTP site 
as a separate 
attachment. 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• MMPs must submit an ADA Compliance Plan that aligns with the 
requirements outlined in this measure specification. If deficiencies 
are identified in the MMP’s ADA Compliance Plan or the 
policies/procedures described therein, the MMP will be notified and 
provided with the opportunity to correct the deficiencies. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm that all required information is included in each element as 
outlined below. 

• Confirm that the reported ADA Compliance Plan is the most current 
plan in a readable format. 

• Confirm that the reported ADA Compliance Officer or Quality 
Officer is the current staff member in the position. 
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D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will verify that each 
reported element follows the requirements outlined below. CMS and the state 
may request documentation to support the plan’s implementation to achieve 
and maintain ADA compliance. 

• ADA Compliance Plan (Element A) – The ADA Compliance Plan 
should clearly describe the policies and procedures for maintaining 
compliance with the ADA requirements. The plan can either be part 
of the organization’s overall compliance plan or a separate 
document that just describes ADA compliance. The plan should 
include:  

i. Process for maintaining ADA compliance  
ii. Person and committee responsible for oversight 
iii. Description of training for network provider staff 
iv. Description of training for Interdisciplinary Care Team 

members 
v. Description of provider site assessment for compliance and 

frequency of assessment  
vi. Description of how non-compliant findings are remediated, 

including: 
1. Process for documenting non-compliance  
2. Process for documenting actions taken to remediate 

non-compliance 
3. Individual(s) responsible for remediation 
4. Timeline for remediation  
5. Monitoring and oversight of the remediation process 

vii. Committee meeting minutes to validate oversight of the ADA 
Compliance Plan 

viii. Annual assessment of the ADA Compliance Plan, including: 
1. Assessment of completion of planned activities and 

that the objectives of the plan were met 
2. Identification of issues or barriers that impacted 

meeting the objectives of the work plan  
3. Recommended interventions to overcome barriers 

and issues identified 
4. Overall effectiveness of the ADA Compliance Plan 

• ADA Compliance or Quality Officer (Element B) – This 
document should identify the staff person responsible for ADA 
compliance and also provide his/her job description. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should refer to the Virginia three-way contract for specific 
requirements pertaining to ADA physical access compliance.  

• The ADA Compliance Officer or Quality Officer may be the same 
individual that serves as the MMP Compliance Officer.  
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• MMPs should refer to the following links for additional guidance on 
physical access for individuals with mobility disabilities:  
http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm and 
http://www.adachecklist.org  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data transmission site 
established by CMS. This site can be accessed at the following 
web address: 
https://fm.hshapps.com/login.aspx?ReturnUrl=%2fdefault.aspx  

• For data submission, each data element above should be uploaded 
as a separate attachment.  

• Required File Format is Microsoft Word File.  
• The file name extension should be “.docx” 
• File name= VA_(CONTRACTID)_(REPORTING 

PERIOD)_(SUBMISSIONDATE)_(ELEMENTNAME).docx.  
• Replace (CONTRACTID) with the contract ID, 

(REPORTINGPERIOD) with the year and month of the beginning of 
the reporting period in YYYYMM format (e.g., February 2014 would 
be 201402), (SUBMISSIONDATE) with the year, month, and date 
of the submission in YYYYMMDD format (e.g., March 31, 2014 
would be 20140331), and (ELEMENTNAME) with the element 
name listed below. 

• For element letter “A”, the (ELEMENTNAME) should be (PLAN). 
• For element letter “B”, the (ELEMENTNAME) should be 

(OFFICER). 

  

http://www.ada.gov/medcare_mobility_ta/medcare_ta.htm
http://www.adachecklist.org/
https://fm.hshapps.com/login.aspx?ReturnUrl=%2fdefault.aspx
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VA4.2 Care coordinator training for supporting self-direction under the 
demonstration. 

IMPLEMENTATION 

Reporting Section 
Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA4. Organizational 
Structure and 
Staffing 

Monthly Contract Current Month 
Ex: 1/1 – 1/31 

By the end of the 
first month 
following the last 
day of the 
reporting period 

ONGOING 

Reporting Section 
Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA4. Organizational 
Structure and 
Staffing 

Annually Contract Calendar Year By the end of the 
second month 
following the last 
day of the 
reporting period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of FTE 
care coordinators.  

Total number of FTE 
care coordinators in 
the MMP during the 
reporting period.  

Field Type: Numeric 

B. Total number of FTE 
care coordinators 
that have undergone 
training for 
supporting self-
direction under the 
demonstration.  

Of the total reported 
in A, the number of 
FTE care 
coordinators that 
have undergone 
training for 
supporting self-
direction under the 
demonstration. 

Field Type: Numeric 

 
Note: Is a subset of A.  

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  
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C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the percentage of FTE care 
coordinators that have undergone training for supporting self-
direction.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should refer to the Virginia three-way contract for specific 
requirements pertaining to a care coordinator.  

• MMPs should refer to the Virginia three-way contract for specific 
requirements pertaining to training for supporting self-direction.  

• A care coordinator includes all full-time and part-time staff. 
• FTE is full time equivalent. FTE is based on the average number of 

hours worked per week. For example, a care coordinator who 
works an average of 35 hours a week counts as one FTE. A care 
coordinator who works an average of 17.5 hours a week counts as 
half an FTE.  

• The training referenced in data element B is defined within the 
training plan submitted by the MMP to DMAS for review.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
 

VA4.3 Licensure/certification requirements for new EDCD waiver providers.  

Please note: No MMP reporting to NORC is required for this measure 
as part of the reporting requirements; MMPs should continue to follow 
the CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS. 

 
  

https://financial-alignment-initiative.norc.org/
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VA4.4 Continuing licensure/certification requirements for EDCD waiver 
providers.  

Please note: No MMP reporting to NORC is required for this measure as 
part of the reporting requirements; MMPs should continue to follow the 
CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS. 

 

VA4.5 Non-licensed/non-certified EDCD waiver provider enrollment.  

Please note: No MMP reporting to NORC is required for this measure 
as part of the reporting requirements; MMPs should continue to follow 
the CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS. 

 

VA4.6 EDCD waiver provider agency direct support staff with criminal 
background checks.  

Please note: No MMP reporting to NORC is required for this measure 
as part of the reporting requirements; MMPs should continue to follow 
the CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  

 

VA4.7 EDCD waiver provider staff training requirements. 

Please note: No MMP reporting to NORC is required for this measure as 
part of the reporting requirements; MMPs should continue to follow the 
CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  

 

VA4.8 Consumer-directed employees who are trained.  

Please note: No MMP reporting to NORC is required for this measure 
as part of the reporting requirements; MMPs should continue to follow 
the CCC MMP Waiver Assurances Sampling Methodology and Other 
Expectations issued by DMAS in conducting waiver quality assurances 
and reporting directly to DMAS.  
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Section VAV. Performance and Quality Improvement  

 

VA5.1 Members with Severe Mental Illness (SMI) receiving primary care 
services.  

CONTINUOUS REPORTING 

Reporting Section 
Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA5. Performance 
and Quality 
Improvement 

Annually Contract Calendar Year By the end of the 
fourth month 
following the last 
day of the 
reporting period  

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition Allowable Values 

A. Total number of 
members with an 
SMI diagnosis. 

Total number of 
members who were 
continuously enrolled 
in the MMP during 
the reporting period 
with an SMI 
diagnosis during the 
reporting period. 

Field Type: Numeric  
 

B. Total number of 
members with an 
SMI diagnosis who 
received primary 
care services. 

Of the total reported 
in A, the number of 
members with an 
SMI diagnosis who 
received primary 
care services during 
the reporting period. 

Field Type: Numeric 
 
Note: Is a subset of A. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation Checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 
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• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the percentage of members with an 
SMI diagnosis during the reporting period who received primary 
care services during the reporting period. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• During CY1, members must be continuously enrolled in the MMP 
for six months during the reporting period, with no gaps in 
enrollment, to be included in this measure.  

• Beginning CY2, members must be continuously enrolled in the 
MMP for 11 out of 12 months during the reporting period to be 
included in this measure.  

• Codes to identify mental illness diagnosis are provided in Table VA-
5. Members with a principal diagnosis code of severe mental illness 
should be included in this measure.  

• Codes to identify primary care services are provided in Table VA-6.  
 

Table VA-5: Codes to Identify Severe Mental Illness Diagnosis 

ICD-9-CM Diagnosis 

295–299 

 

Table VA-6: Codes to Identify Ambulatory Health Services 

Description CPT HCPCS 
ICD-9-CM 
Diagnosis 

UB Revenue 

Office or other 
outpatient 
services  

99201-99205, 
99211-99215, 
99241-99245 

  
051x, 0520-0523, 
0526-0529, 0982, 
0983 

Home services 
99341-99345, 
99347-99350 

   

Nursing facility 
care 

99304-99310, 
99315, 
99316,99318 

  0524, 0525 

Domiciliary, rest 
home or custodial 
care services 

99324-99328, 
99334-99337 

   

Preventive 
medicine 

99385-99387, 
99395-99397, 
99401-99404, 
99411, 99412, 
99420, 99429 

G0344, G0402, 
G0438, G0439 
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Table VA-6: Codes to Identify Ambulatory Health Services 

Description CPT HCPCS 
ICD-9-CM 
Diagnosis 

UB Revenue 

Ophthalmology 
and optometry 

92002, 92004, 
92012, 92014 

   

General medical 
examination 

  
V70.0, V70.3, 
V70.5, V70.6, 
V70.8, V70.9 

 

 
F. Data Submission – how MMPs will submit data collected to CMS and the 

state.  

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org 

 

 

VA5.2 Recovery-oriented measures for persons with Severe Mental Illness 
(SMI) receiving mental health services. 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA5. 
Performance and 
Quality 
Improvement 

Semi-
Annually, 
beginning 
CY 2016  

Contract Ex:  
1/1 – 6/30 
7/1 – 12/31 
 

By the end of the 
sixth month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
members 21-65 
years of age 
diagnosed with SMI.  

Total number of 
members 21-65 years 
of age who were 
continuously enrolled 
in the MMP for the 
entire reporting period 
with a diagnosis of 
SMI.  

Field Type: Numeric 
 
 

https://financial-alignment-initiative.norc.org/
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

B. Total number of 
members who were 
employed full- or 
part-time or 
temporarily 
employed at any 
point during the 
reporting period.  

Of the total reported in 
A, the number of 
members who were 
employed full- or part-
time or temporarily 
employed at any point 
during the reporting 
period.  

Field Type: Numeric 
 
Note: Is a subset of A. 
 

C. Total number of 
members diagnosed 
with SMI who were 
newly enrolled in the 
MMP. 

Total number of 
members diagnosed 
with SMI who were 
newly enrolled in the 
MMP during the 
reporting period. 

Field Type: Numeric 

D.  Total number of 
members enrolled in 
the MMP who had a 
new diagnosis of 
SMI.  

Total number of 
members enrolled in 
the MMP who had a 
new diagnosis of SMI 
during the reporting 
period.  

Field Type: Numeric 

E. Total number of 
members who 
received at least 
one meaningful care 
management 
service within 30 
days of enrollment.  

Of the total reported in 
C, the number of 
members who 
received at least one 
meaningful care 
management service 
within 30 days of 
enrollment.  

Field Type: Numeric 
 
Note: Is a subset of C. 
 

F.  Total number of 
members who 
received at least 
one meaningful care 
management 
service within 30 
days of SMI 
diagnosis date.  

Of the total reported in 
D, the number of 
members who 
received at least one 
meaningful care 
management service 
within 30 days of SMI 
diagnosis date.  

Field Type: Numeric 
 
Note: Is a subset of D. 
 

G. Total number of 
members who 
received at least five 
additional 
meaningful care 
management 
services within 90 
days of enrollment. 

Of the total reported in 
C, the number of 
members who 
received at least five 
additional meaningful 
care management 
services within 90 
days of enrollment. 

Field Type: Numeric 
 
Note: Is a subset of C. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

H. Total number of 
members who 
received at least five 
additional 
meaningful care 
management 
services within 90 
days of SMI 
diagnosis date. 

Of the total reported in 
D, the number of 
members who 
received at least five 
additional meaningful 
care management 
services within 90 
days of SMI diagnosis 
date. 

Field Type: Numeric 
 
Note: Is a subset of D. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• MMPs should validate that data elements E and G are less than or 
equal to data element C.  

• MMPs should validate that data elements F and H are less than or 
equal to data element D.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the percentage of members age 
21-65 diagnosed with SMI who were continuously enrolled for the 
entire reporting period and who were employed full- or part-time or 
temporarily employed at any point during the reporting period. 

• CMS and the state will also evaluate the percentage of members: 
i. Diagnosed with SMI who were newly enrolled in the MMP 

during the reporting period who received at least one 
meaningful care management service within 30 days of 
enrollment. 

ii. Enrolled in the MMP who had a new diagnosis of SMI 
during the reporting period who received at least one 
meaningful care management service within 30 days of 
SMI diagnosis date. 

iii. Diagnosed with SMI who were newly enrolled in the MMP 
during the reporting period who received at least five 
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additional meaningful care management services within 90 
days of enrollment. 

iv. Enrolled in the MMP who had a new diagnosis of SMI 
during the reporting period who received at least five 
additional meaningful care management services within 90 
days of SMI diagnosis date. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• Employed Full Time: Employed 35 hours a week or more; includes 
Armed Forces. This does not include individuals receiving 
supported or sheltered employment (sheltered employment are 
programs that provide work in a non-integrated setting that is 
compensated in accordance with the Fair Labor Standards Act for 
individuals with disabilities who are not ready, are unable, or 
choose not to enter into competitive employment in an integrated 
setting). 

• Employed Part Time: Employed less than 35 hours a week. This 
does not include an individual receiving supported or sheltered 
employment. 

• The diagnosis of SMI reported in data element A could have 
occurred at any time, and not necessarily during the current 
reporting period (i.e., the member may have been diagnosed with 
SMI prior to the start of the current reporting period).  

• Reporting of Element B is based on members’ self-reported 
employment status. Include members who self-reported that they 
were employed full- or part-time or were temporarily employed for 
any length of time during the reporting period.  

• Meaningful care management services include meaningful 
member-to-care coordinator encounters and targeted case 
management services provided by Community Service Boards 
(CSBs). Meaningful member-to-care coordinator encounters only 
include direct communication between a member and his/her care 
coordinator over the phone or face-to-face. Voicemail message, 
letters, and no-show appointments are examples of outreach 
attempts that should not be counted as meaningful care 
management services.  

• For purposes of reporting this measure, the 30 day and 90 day time 
periods in data elements E-H are equivalent to one and three full 
calendar months, respectively.  

• For data element E, members must be enrolled from the date of 
enrollment through 30 days following their effective enrollment date, 
with no gaps in enrollment to be included in this measure.  
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• For data element F, members must be enrolled from the day of SMI 
diagnosis through 30 days following the SMI diagnosis date, with 
no gaps in enrollment to be included in this measure. 

• For data element G, members must be enrolled from the date of 
enrollment through 90 days following their effective enrollment date, 
with no gaps in enrollment to be included in this measure. 

• For data element G, the date of enrollment must occur within the 
reporting period, but the receipt of meaningful care management 
services may not be in the same reporting period. For example, if a 
member is enrolled during the last three months of the reporting 
period, look up to the third month of the following reporting period to 
identify the receipt of meaningful care management services. 

• For data element H, members must be enrolled from the day of SMI 
diagnosis through 90 days following the SMI diagnosis date, with 
no gaps in enrollment to be included in this measure. 

• For data element H, the date of SMI diagnosis must occur within 
the reporting period, but the receipt of meaningful care 
management services may not be in the same reporting period. For 
example, if a member is newly diagnosed with SMI during the last 
three months of the reporting period, look up to the third month of 
the following reporting period to identify the receipt of meaningful 
care management services. 

• Codes to identify mental illness diagnosis are provided in Table VA-
7. Members with a principal diagnosis code of severe mental illness 
should be included in this measure.  
 

Table VA-7: Codes to Identify Severe Mental Illness Diagnosis 

ICD-9-CM Diagnosis 

295–299 

 
F. Data Submission – how MMPs will submit data collected to CMS and the 

state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  
 

 

  

https://financial-alignment-initiative.norc.org/
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VA5.3 Adjudicated clean claims.i 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA5. 
Performance and 
Quality 
Improvement 

Quarterly Contract Current  
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
adjudicated clean 
claims.  

Total number of 
adjudicated clean 
claims during the 
reporting period.  

Field Type: Numeric 

B. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered EDCD 
waiver services. 

Of the total reported in 
A, the number of 
adjudicated clean 
claims for traditional 
Medicaid covered 
EDCD waiver services 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of A. 

C. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered EDCD 
waiver services 
paid using the 
correct rate within 
14 days of receipt. 

Of the total reported in 
B, the number of 
adjudicated clean 
claims for traditional 
Medicaid covered 
EDCD waiver services 
paid using the correct 
rate within 14 days of 
receipt. 

Field Type: Numeric 
 
Note: Is a subset of B. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

D. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered EDCD 
waiver services 
paid using the 
correct rate within 
30 days of receipt. 

Of the total reported in 
B, the number of 
adjudicated clean 
claims for traditional 
Medicaid covered 
EDCD waiver services 
paid using the correct 
rate within 30 days of 
receipt. 

Field Type: Numeric 
 
Note: Is a subset of B. 

E. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered nursing 
facility services. 

Of the total reported in 
A, the number of 
adjudicated clean 
claims for traditional 
Medicaid covered 
nursing facility services 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of A. 

F. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered nursing 
facility services 
paid using the 
correct rate within 
14 days of receipt. 

Of the total reported in 
E, the number of 
adjudicated clean 
claims for traditional 
Medicaid covered 
nursing facility services 
paid using the correct 
rate within 14 days of 
receipt. 

Field Type: Numeric 
 
Note: Is a subset of E. 

G. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered nursing 
facility services 
paid using the 
correct rate within 
30 days of receipt. 

Of the total reported in 
E, the number of 
adjudicated clean 
claims for traditional 
Medicaid covered 
nursing facility services 
paid using the correct 
rate within 30 days of 
receipt. 

Field Type: Numeric 
 
Note: Is a subset of E. 

H. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered behavioral 
health services. 

Of the total reported in 
A, the number of 
adjudicated clean 
claims for traditional 
Medicaid behavioral 
health covered 
services during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of A. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

I. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered behavioral 
health services paid 
using the correct 
rate within 14 days 
of receipt. 

Of the total reported in 
H, the number of 
adjudicated clean 
claims for traditional 
Medicaid covered 
behavioral health 
services paid using the 
correct rate within 14 
days of receipt. 

Field Type: Numeric 
 
Note: Is a subset of H. 

J. Total number of 
adjudicated clean 
claims for 
traditional Medicaid 
covered behavioral 
health services paid 
using the correct 
rate within 30 days 
of receipt. 

Of the total reported in 
H, the number of 
adjudicated clean 
claims for traditional 
Medicaid covered 
behavioral health 
services paid using the 
correct rate within 30 
days of receipt. 

Field Type: Numeric 
 
Note: Is a subset of H. 

K. Total number of 
adjudicated clean 
claims for other 
traditional Medicaid 
covered services. 

Of the total reported in 
A, the number of 
adjudicated clean 
claims for other 
traditional Medicaid 
covered services 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of A. 
 
Exclude EDCD, 
nursing facility, and 
behavioral health 
services claims.  

L. Total number of 
adjudicated clean 
claims for other 
traditional Medicaid 
covered services 
paid using the 
correct rate within 
14 days of receipt. 

Of the total reported in 
K, the number of 
adjudicated clean 
claims for other 
traditional Medicaid 
covered services paid 
using the correct rate 
within 14 days of 
receipt. 

Field Type: Numeric 
 
Note: Is a subset of K. 
 
Exclude EDCD, 
nursing facility, and 
behavioral health 
services claims.  

M. Total number of 
adjudicated clean 
claims for other 
traditional Medicaid 
covered services 
paid using the 
correct rate within 
30 days of receipt. 

Of the total reported in 
K, the number of 
adjudicated clean 
claims for other 
traditional Medicaid 
covered services paid 
using the correct rate 
within 30 days of 
receipt. 

Field Type: Numeric 
 
Note: Is a subset of K. 
 
Exclude EDCD, 
nursing facility, and 
behavioral health 
services claims.  
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B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• The quality withhold benchmark for CY 2015 is 90%. 
• For withhold purposes, the measure is calculated as follows for CY 

2015: 
i. Denominator: Total number of adjudicated clean claims for 

EDCD covered services, traditional Medicaid covered 
nursing facility services, traditional Medicaid covered 
behavioral health services,  and other traditional Medicaid 
covered services (Data Elements, B, E, H, and K) summed 
over 4 quarters. 

ii. Numerator: Total number of adjudicated clean claims for 
EDCD covered services paid within 14 days of receipt, 
traditional Medicaid covered nursing facility services paid 
within 14 days of receipt, traditional Medicaid covered 
behavioral health services paid within 14 days of receipt, 
and other traditional Medicaid covered services paid within 
14 days of receipt (Data Elements C,F, I, and L) summed 
over 4 quarters. 

• For more information, refer to the Quality Withhold Technical Notes 
(DY 1): Virginia-Specific Measures. 

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data elements B, E, H, and K are less 
than or equal to data element A.  

• MMPs should validate that data elements C and D are less than or 
equal to data element B.  

• MMPs should validate that data elements F and G are less than or 
equal to data element E.  

• MMPs should validate that data element I and J are less than or 
equal to data element H.  

• MMPs should validate that data elements L and M are less than or 
equal to data element K.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of:  

• Adjudicated clean claims for traditional Medicaid covered EDCD 
waiver services that were paid using the correct rate within 14 days 
of receipt.  

• Adjudicated clean claims for traditional Medicaid covered EDCD 
waiver services that were paid using the correct rate within 30 days 
of receipt.  
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• Adjudicated clean claims for traditional Medicaid covered nursing 
facility services that were paid using the correct rate within 14 days 
of receipt.  

• Adjudicated clean claims for traditional Medicaid covered nursing 
facility services that were paid using the correct rate within 30 days 
of receipt.  

• Adjudicated clean claims for traditional Medicaid covered 
behavioral health services that were paid using the correct rate 
within 14 days of receipt.  

• Adjudicated clean claims for traditional Medicaid covered 
behavioral health services that were paid using the correct rate 
within 30 days of receipt.  

• Adjudicated clean claims for other traditional Medicaid covered 
services that were paid using the correct rate within 14 days of 
receipt.  

• Adjudicated clean claims for other traditional Medicaid covered 
services that were paid using the correct rate within 30 days of 
receipt.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should refer to Chapter 5 of the Provider Manual to identify 
adjudicated claim requirements. This manual can be accessed via 
the following web address: 
https://www.virginiamedicaid.dmas.virginia.gov/wps/portal/Provider
Manual  

• MMPs should include all adjudicated clean claims for members who 
meet the criteria outlined in all element A, regardless if they are 
disenrolled as of the end of the reporting period (i.e., include all 
members regardless if they are currently enrolled or disenrolled as 
of the last day of the reporting period).  

• Clean claims include claims with errors originating from the 
Contractor’s claims systems, but do not include claims from a 
provider who is under investigation for fraud or abuse, or claims 
under review for Medical Necessity.  

• Please refer to page 171 of the Virginia three-way contract for more 
information regarding timely provider payments.  

• Other traditional Medicaid covered services include LTSS outside 
of EDCD waiver and NF services, community behavioral health 
services, etc.  

• Exclude nursing facilities, EDCD services, and LTC pharmacies 
within a nursing facility from other traditional Medicaid covered 
services. 

• Report the number of adjudicated clean claims for Medicaid 
including crossover claims. 

https://www.virginiamedicaid.dmas.virginia.gov/wps/portal/ProviderManual
https://www.virginiamedicaid.dmas.virginia.gov/wps/portal/ProviderManual
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• A “clean” claim is one that has no defect, impropriety, lack of any 
required substantiating documentation, or particular circumstance 
requiring special treatment that prevents timely payment. 

• Do not include reprocessed claims. 
• Transportation clean claims should be included in other traditional 

Medicaid clean claims (Data Element K). 

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
 

VA5.4 Adherence to Antipsychotic Medications for Individuals with 
Schizophrenia.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA5. 
Performance and 
Quality 
Improvement 

Annually 
 

Contract Calendar Year By the end of the 
sixth month 
following the last 
day of the 
reporting period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
members age 21-
64 with 
schizophrenia.  

Total number of 
members age 21-64 
with schizophrenia, 
who were 
continuously enrolled 
in the MMP during the 
reporting period, and 
who were enrolled on 
December 31 of the 
reporting period.  

Field Type: Numeric 

https://financial-alignment-initiative.norc.org/
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

B. Total number of 
members who 
received a 
proportion of days 
covered (PDC) of at 
least 80% for their 
antipsychotic 
medications during 
the reporting 
period..  

Of the total reported in 
A, the number of 
members who 
received a PDC of at 
least 80% for their 
antipsychotic 
medications during 
the reporting period. 

Field Type: Numeric 
  
Note: Is a subset of A. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the percentage of members 21–64 
years of age during the reporting period with schizophrenia who 
achieved a PDC of at least 80% for their antipsychotic medications 
during the reporting period. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• For data element A, members meet at least one of the following 
criteria: 

i. At least one acute inpatient encounter with any diagnosis 
of schizophrenia.  

ii. At least two visits in an outpatient, intensive outpatient, 
partial hospitalization, ED or non-acute inpatient setting, on 
different dates of service with any diagnosis of 
schizophrenia. 
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• The index prescription start date (IPSD) refers to the earliest 
prescription dispensing date for any antipsychotic medication 
during the between January 1 and September 30 of the reporting 
period. 

• Treatment Period refers to the period of time beginning on the IPSD 
through the last day of the reporting period. 

• The proportion of days covered (PDC) refers to the number of days 
a member is covered by at least one antipsychotic medication 
prescription, divided by the number of days in the treatment period. 

• Oral medication dispensing event refers to one prescription of an 
amount lasting 30 days or less. To calculate dispensing events for 
prescriptions longer than 30 days, divide the days’ supply by 30 
and round down to the convert. For example, a 100-day 
prescription is equal to three dispensing events.  

i. Multiple prescriptions for different medications dispensed 
on the same day are counted as separate dispensing 
events. If multiple prescriptions for the same medication 
are dispensed on the same day, use the prescription with 
the longest days’ supply. Use the Drug ID to determine of 
the prescriptions are the same or different.  

• Long-acting injections dispensing event refers to injections, which 
count as one dispensing event. Multiple J codes or NDCs for the 
same or different medication on the same day are counted as a 
single dispensing event. 

• Follow the instructions below to determine how to calculate the 
number of days covered for oral medications 

i. If multiple prescriptions for the same or different oral 
medications are dispensed on the same day, calculate 
number of days covered by an antipsychotic medication 
(for data element B) using the prescription with the longest 
days’ supply.  

ii. If multiple prescriptions for different oral medications are 
dispensed on different days, count each day within the 
treatment period only once toward data element B.  

iii. If multiple prescriptions for the same oral medication are 
dispensed on different days, sum the days’ supply and use 
the total to calculate the number of days covered by an 
antipsychotic medication (for data element B).  

1. For example, if three antipsychotic prescriptions for 
the same oral medication are dispensed on different 
days, each with a 30-day supply; sum the days’ 
supply for a total of 90 days covered by an oral 
antipsychotic (even if there is overlap). Use the drug 
ID provided on the NDC list to determine if the 
prescriptions are the same or different.  
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• To calculate the number of days covered for long acting injections 
(for data element B), use the days’ supply specified for the 
medication in Table VA-18.  

i. For multiple J Codes or NDCs for the same or different 
medications on the same day, use the medication with the 
longest days’ supply.  

ii. For multiple J Codes or NDCs for the same or different 
medications on different days with overlapping days’ 
supply, count each day within the treatment period only 
once toward data element B.  

• Continuous enrollment is defined as no more than one gap in 
enrollment of up to 45 days during each year of continuous 
enrollment (i.e., the reporting period). To determine continuous 
enrollment for a member for whom enrollment is verified monthly, 
the member may not have more than a 1-month gap in coverage 
(i.e., a member whose coverage lapses for 2 months [60 days] is 
not considered continuously enrolled). 

• Follow the steps below to identify the eligible population for data 
element A. 

1. Identify members with schizophrenia as those who 
met at least one of the following criteria during the 
reporting period: 

a. At least one acute inpatient encounter with 
any diagnosis of schizophrenia. Either of the 
following combinations meets criteria: 

i. Table VA-8 with Table VA-9 
ii. Table VA-10 and Table VA-9 

b. At least two visits in an outpatient, intensive 
outpatient, partial hospitalization, ED or non-
acute inpatient setting, on different dates of 
service, with any diagnosis of schizophrenia. 
Any two of the follow code combinations meet 
criteria: 

i. Table VA-11 with Table VA-9 
ii. Table VA-12 and Table VA-9 
iii. Table VA-13 with Table VA-9 
iv. Table VA-14 and Table VA-9 
v. Table VA-15 with Table VA-9 
vi. Table VA-16 and Table VA-9 

2. Identify required exclusions. 
a. A diagnosis of dementia (Table VA-17). 
b. Did not have at least two antipsychotic 

medication dispensing events, with at least 
one of the events occurring on or between 
January 1 and September 30. There are two 
ways to identify dispensing events: by 
claim/encounter data and by pharmacy data. 
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The MMP must use both methods to identify 
dispensing events, but an event need only be 
identified by one method to be counted.  

i. To identify antipsychotic medications 
from claim/encounter data, use Table 
VA-19. 

ii. To identify antipsychotic medications 
from pharmacy data, use Table VA-18. 

• Follow the steps outlined below to identify numerator compliance 
(data element B). 

1. Identify the IPSD. The IPSD is the earliest dispensing 
event for any antipsychotic medication (Table VA-18 
and Table VA-19) during the reporting period. 

2. To determine the treatment period, calculate the 
number of days from the IPSD (inclusive) to the end 
of the reporting period. 

3. Count the days covered by at least one antipsychotic 
medication (Table VA-18 and Table VA-19) during 
the treatment period. To ensure that days’ supply 
that extend beyond the reporting period are not 
counted, subtract any days’ supply that extends 
beyond December 31 of the reporting period.  

4. Calculate the member’s PDC using the following 
equation. Round to two decimal places, using the .5 
rule.  
 

Total days covered by an antipsychotic medication in 
the treatment period (Step 3) 

Total days in treatment period (Step 2) 

 

5. Sum the number of members whose PDC is ≥80% 
for their treatment period. 

 

Table VA-8: Codes to Identify Behavioral Health Stand Alone Acute Inpatient 

UB-Rev Code 

0100, 0101, 0110, 0111, 0112, 0113, 0114, 0119, 0120, 0121, 0122, 0123, 0124, 0129, 
0130, 0131, 0132, 0133, 0134, 0139, 0140, 0141, 0142, 0143, 0144, 0149, 0150, 0151, 
0152, 0153, 0154, 0159, 0160, 0164, 0167, 0169, 0200, 0201, 0202, 0203, 0204, 0206, 
0207, 0208, 0209, 0210, 0211, 0212, 0213, 0214, 0219, 0720, 0721, 0722, 0723, 0724, 
0729, 0987 

 

Table VA-9: Codes to Identify Schizophrenia 

ICD-9 CM Diagnosis Codes 

295 
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Table VA-10: Codes to Identify BH Acute Inpatient Stays 

CPT  POS 

90791, 90792, 90801, 90802, 90816, 90817, 
90818, 90819, 90821, 90822, 90823, 90824, 
90826, 90827, 90828, 90829, 90832, 90833, 
90834, 90836, 90837, 90838, 90839, 90840, 
90845,90847, 90849, 90853, 90857, 90862, 
90870, 90875, 90876, 99221, 99222, 99223, 
99231, 99232, 99233, 99238, 99239, 99251, 
99252, 99253, 99254, 99255, 99291 

WITH 21, 51 

 

Table VA-11: Codes to Identify BH Stand Alone Outpatient/PH/IOP Stays 

CPT UB-Rev HCPCS 

90804, 90805, 90806, 90807, 
90808, 90809, 90810, 90811, 
90812, 90813, 90814, 90815, 
98960, 98961, 98962, 99078, 
99201, 99202, 99203, 99204, 
99205, 99211, 99212, 99213, 
99214, 99215, 99217, 99218, 
99219, 99220, 99241, 99242, 
99243, 99244, 99245, 99341, 
99342, 99343, 99344, 99345, 
99347, 99348, 99349, 99350, 
99384, 99385, 99386, 99387, 
99394, 99395, 99396, 99397, 
99401, 99402, 99403, 99404, 
99411, 99412, 99510 

0510, 0513, 0516, 0517, 0519, 
0520, 0521, 0522, 0523, 0526, 
0527, 0528, 0529, 0900, 0901, 
0902, 0903, 0904, 0905, 0907, 
0911, 0912, 0913, 0914, 0915, 
0916, 0917, 0919, 0982, 0983 

G0155, G0176, G0177, G0409, 
G0410, G0411, H0002, H0004, 
H0031, H0034, H0035, H0036, 
H0037, H0039, H0040, H2000, 
H2001, H2010, H2011, H2012, 
H2013, H2014, H2015, H2016, 
H2017, H2018, H2019, H2020, 
M0064, S0201, S9480, S9484, 
S9485 

 

Table VA-12: Codes to Identify BH Outpatient/PH/IOP Stays 

CPT  POS 

90791, 90792, 90801, 90802, 90816, 90817, 
90818, 90819, 90821, 90822, 90823, 90824, 
90826, 90827, 90828, 90829, 90832, 90833, 
90834, 90836, 90837, 90838, 90839, 90840, 
90845, 90847, 90849, 90853, 90857, 90862, 
90870, 90875, 90876, 99221, 99222, 99223, 
99231, 99232, 99233, 99238, 99239, 99251, 
99252, 99253, 99254, 99255, 99291 

WITH 03, 05, 07, 09, 11, 12, 13, 14, 15, 20, 22, 
24, 33, 49, 50, 52, 53, 71, 72 

 

Table VA-13: Codes to Identify ED Visits 

CPT UB-Rev 

99281, 99282, 99283, 
99284, 99285 

0450, 0451, 0452, 0456, 
0459, 0981 

 

Table VA-14: Codes to Identify BH ED Stays 

CPT  POS 
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90791, 90792, 90801, 90802, 90832, 90833, 
90834, 90836, 90837, 90838, 90839, 90840, 
90845, 90847, 90849, 90853, 90857, 90862, 
90870, 90875, 90876, 99291 

WITH 23 

 

Table VA-15: Codes to Identify BH Stand Alone Non-acute Inpatient Stays 

CPT UB-Rev HCPCS 

99304, 99305, 99306, 99307, 
99308, 99309, 99310, 99315, 
99316, 99318, 99324, 99325, 
99326, 99327, 99328, 99334, 
99335, 99336, 99337 

0118, 0128, 0138, 0148, 0158, 
0190, 0191, 0192, 0193, 0194, 
0199, 0524, 0525, 0550, 0551, 
0552, 0559, 0660, 0661, 0662, 
0663, 0669, 1000, 1001, 1003, 

1004, 1005 

H0017, H0018, H0019, T2048 

 

Table VA-16: Codes to Identify BH Non-acute Inpatient Stays 

CPT  POS 

90791, 90792, 90801, 90802, 90816, 90817, 
90818, 90819, 90821, 90822, 90823, 90824, 
90826, 90827, 90828, 90829, 90832, 90833, 
90834, 90836, 90837, 90838, 90839, 90840, 
90845, 90847, 90849, 90853, 90857, 90862, 
90870, 90875, 90876, 99291 

WITH 31, 32, 56 

 

Table VA-17: Codes to Identify Dementia 

ICD-9 CM Diagnosis Codes 

290, 294.0, 294.1, 294.2, 331.0, 331.82 

 

Table VA-18: Antipsychotic Medications  

Description Prescription Covered Days 

Miscellaneous antipsychotic 
agents 

 Aripiprazole 

 Asenapine 

 Clozapine 

 Haloperidol 

 Iloperidone 

 Loxapine 

 Lurisadone 

 Molindone  

 Olanzapine 

 Paliperidone 

 Pimozide 

 Quetiapine 

 Quetiapine 
fumarate 

 Risperidone 

 Ziprasidone 

 

Phenothiazine antipsychotics  Chlorpromazine 

 Fluphenazine 

 Perphenazine 

 Perphenazine-
amitriptyline  

 Prochlorperazine 

 Thioridazine 

 Trifluoperazine 

 

Psychotherapeutic 
combinations 

 Fluoxetine-olanzapine  

Thioxanthenes  Thiothixene  
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Table VA-18: Antipsychotic Medications  

Description Prescription Covered Days 

Long-acting injections  Aripiprazole 

 Fluphenazine 
decanoate 

 Haloperidol 
decanoate  

 Olanzapine 

 Paliperidone 
palmitate 

28 days supply 

 Risperidone 14 days supply 

 

Table VA-19 

HCPCS Codes to Identify Long-Acting 
Injections 28 Days Supply 

 
HCPCS Codes to Identify Long-Acting 

Injections 14 Days Supply 

J1631, J2358, J2426, J2680 OR J2794 

 
F. Data Submission – how MMPs will submit data collected to CMS and the 

state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  
 

 
 

VA5.5 Antidepressant Medication Management.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA5. 
Performance and 
Quality 
Improvement 

Annually Contract Calendar Year 
 

By the end of the 
third month 
following the last 
day of the 
reporting period 

 

  

https://financial-alignment-initiative.norc.org/
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A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
members age 21 
and older, with a 
diagnosis of major 
depression and who 
were treated with 
antidepressant 
medication. 

Total number of 
members age 21 and 
older, with a diagnosis 
of major depression 
and who were treated 
with antidepressant 
medication during the 
reporting period.  

Field Type: Numeric 
 
 
 
 
 
 
 
 

 

B. Total number of 
members who 
remained on an 
antidepressant 
medication for at 
least 84 days during 
the 114-day period 
following the index 
prescription start 
date. 

Of the total reported in 
A, the number of 
members who 
remained on an 
antidepressant 
medication for at least 
84 days during the 
114-day period 
following the index 
prescription start date. 

Field Type: Numeric 
  
Note: Is a subset of A. 
  

C. Total number of 
members who 
remained on an 
antidepressant 
medication for at 
least 180 days 
during the 231-day 
period following the 
index prescription 
start date. 

Of the total reported in 
A, the number of 
members who 
remained on an 
antidepressant 
medication for at least 
180 days during the 
231-day period 
following the index 
prescription start date. 

Field Type: Numeric 
  
Note: Is a subset of A. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  
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• MMPs should validate that data elements B and C are less than or 
equal to data element A. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of members age 21 years and older with a diagnosis of major 
depression and who were treated with antidepressant medication who: 

• Remained on an antidepressant medication for at least 84 days (12 
weeks) (effective acute phase treatment). 

• Remained on an antidepressant medication for at least 180 days (6 
months) (effective continuation phase treatment). 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• The Intake Period is the 12-month window starting on May 1 of the 
previous calendar year and ending on April 30 of the current 
calendar year. 

• The Index Prescription Start Date (IPSD) is defined as the earliest 
prescription dispensing date for an antidepressant medication 
during the Intake Period 

• Negative Medication History is defined as a period of 105 days prior 
to the IPSD when the member had no pharmacy claims for either 
new or refill prescriptions for an antidepressant medication. 

• Treatment days are defined as the actual number of calendar days 
covered with prescriptions within the specified 180-day (6-month) 
measurement interval. For Effective Continuation Phase Treatment, 
a prescription of 90 days (3 months) supply dispensed on the 151st 
day will have 80 days counted in the 231-day interval. 

• The member must be continuously enrolled for 105 days prior to 
the IPSD through 231 days after the IPSD, with no more than one 
gap in enrollment. 

• The member must be 21 years and older as of April 30 of the 
current calendar year.  

• To determine continuous enrollment for a member for whom 
enrollment is verified monthly, the member may not have more than 
a 1-month gap in coverage (i.e., a member whose coverage lapses 
for 2 months [60 days] is not considered continuously enrolled). 

• Follow the steps below to identify the eligible population for data 
element A. 

1. Determine the IPSD. Identify the date of the earliest 
dispensing event for an antidepressant medication 
(Table VA-20) during the Intake Period  
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2. Exclude members who did not have a diagnosis of 
major depression in an inpatient, outpatient, ED, 
intensive outpatient, or partial hospitalization setting 
during the 121-day period from 60 days prior to the 
IPSD through 60 days after the IPSD. Members who 
meet any of the following criteria remain in data 
element A: 

a. An outpatient visit, intensive outpatient 
encounter or partial hospitalization with any 
diagnosis of major depression. Either of the 
following code combinations meets criteria: 

i. Table VA-21 with Table VA-22 
ii. Table VA-23 with Table VA-22 

b. An ED visit (Table VA-13) with any diagnosis 
of major depression (Table VA-22). 

c. Inpatient encounter (acute or non-acute) with 
any diagnosis of major depression (Table VA-
22). 

For an inpatient (acute or non-acute) encounter, use the 
date of discharge.  
For a direct transfer, use the discharge date from the 
facility where the member was transferred.  

3. Test for Negative Medication History. Exclude members 
who filled a prescription for antidepressant medication 105 
days prior to the IPSD 

4. Calculate continuous enrollment. Members should be 
continuously enrolled 105 days prior to the IPSD through 
231 days after the IPSD. 

 For calculating Effective Acute Phase Treatment (data element B), 
members must have at least 84 days (12 weeks) of continuous 
treatment with antidepressant medication (Table VA-20) during the 
114-day period following the IPSD (inclusive). The continuous 
treatment allows gaps in medication treatment up to a total of 30 
days during the 114-day period. Gaps can include either washout 
period gaps to change medication or treatment gaps to refill the 
same medication.  

o Regardless of the number of gaps, there may be no more 
than 30 gap days. Count any combination of gaps (e.g., two 
washout gaps of 15 days each, or two washout gaps of 10 
days each and one treatment gap of 10 days).  

 For calculating the Effective Continuation Phase Treatment (data 
element C), members must have at least 180 days (6 months) of 
continuous treatment with antidepressant medication (Table VA-20) 
during the 231-day period following the IPSD (inclusive). 
Continuous treatment allows gaps in medication treatment up to a 
total of 51 days during the 231-day period. Gaps can include either 
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washout period gaps to change medication or treatment gaps to 
refill the same medication.  

o Regardless of the number of gaps, there may be no more 
than 51 gap days. Count any combination of gaps (e.g., two 
washout gaps of 25 days each, or two washout gaps of 10 
days each and one treatment gap of 10 days). 

• MMPs may have different methods for billing intensive outpatient 
encounters and partial hospitalizations. Some methods may be 
comparable to outpatient billing, with separate claims for each date 
of service; others may be comparable to inpatient billing, with an 
admission date, a discharge date, and units of service. MMPs 
whose billing methods are comparable to inpatient billing may count 
each unit of service as an individual visit. The unit of service must 
have occurred during the period specified (e.g., during the Intake 
Period). 

• Instead of annual reporting for a calendar year, it should be 
reported quarterly with calendar year to the end of current quarter 
reporting period. 

 

Table VA-20: Antidepressant Medications 

Description Prescription 

Miscellaneous 
antidepressants 

• Bupropion  • Vilazodone  

Monoamine oxidase 
inhibitors 

• Isocarboxazid  
• Phenelzine  

• Selegiline  
• Tranylcypromine  

Phenylpiperazine 
antidepressants 

• Nefazodone  • Trazodone  

Psychotherapeutic 
combinations 

• Amitriptyline-chlordiazepoxide  
• Amitriptyline-perphenazine  

• Fluoxetine-olanzapine 

SSNRI antidepressants • Desvenlafaxine  
• Duloxetine  

• Venlafaxine  

SSRI antidepressants • Citalopram  
• Escitalopram  
• Fluoxetine  

• Fluvoxamine  
• Paroxetine  
• Sertraline  

Tetracyclic 
antidepressants 

• Maprotiline  • Mirtazapine  

Tricyclic antidepressants •Amitriptyline  
• Amoxapine  
•Clomipramine  
• Desipramine  
• Doxepin  

• Imipramine  
• Nortriptyline  
• Protriptyline  
• Trimipramine  
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Table VA-21: Codes to Identify AMM Stand Alone Visits 

CPT UB-Rev HCPCS 

90804, 90805, 90806, 90807, 
90808, 90809, 90810, 90811, 
90812, 90813, 90814, 90815, 
98960, 98961, 98962, 99078, 
99201, 99202, 99203, 99204, 
99205, 99211, 99212, 99213, 
99214, 99215, 99217, 99218, 
99219, 99220, 99241, 99242, 
99243, 99244, 99245, 99341, 
99342, 99343, 99344, 99345, 
99347, 99348, 99349, 99350, 
99384, 99385, 99386, 99387, 
99394, 99395, 99396, 99397, 
99401, 99402, 99403, 99404, 
99411, 99412, 99510 

0510, 0513, 0515, 0516, 0517, 
0519, 0520, 0521, 0522, 0523, 
0526, 0527, 0528, 0529, 0900, 
0901, 0902, 0903, 0904, 0905, 
0907, 0911, 0912, 0913, 0914, 
0915, 0916, 0917, 0919, 0982, 

0983 

G0155, G0176, G0177, G0409, 
G0410, G0411, H0002, H0004, 
H0031, H0034, H0035, H0036, 
H0037, H0039, H0040, H2000, 
H2001, H2010, H2011, H2012, 
H2013, H2014, H2015, H2016, 
H2017, H2018, H2019, H2020, 
M0064, S0201, S9480, S9484, 

S9485 

 

Table VA-22: Codes to Identify Major Depression 

ICD-9 CM Diagnosis Codes 

296.20, 296.21, 296.22, 296.23, 296.24, 296.25, 296.30, 
296.31, 296.32, 296.33, 296.34, 296.35, 298.0, 311 

 

Table VA-23: AMM Visits 

CPT  POS 

90791, 90792, 90801, 90802, 90816, 90817, 
90818, 90819, 90821, 90822, 90823, 90824, 
90826, 90827, 90828, 90829, 90832, 90833, 
90834, 90836, 90837, 90838, 90839, 90840, 
90845, 90847, 90849, 90853, 90857, 90862, 
90870, 90875, 90876, 99221, 99222, 99223, 
99231, 99232, 99233, 99238, 99239, 99251, 
99252, 99253, 99254, 99255 

WITH 03, 05, 07, 09, 11, 12, 13, 14, 15, 20, 22, 
24, 33, 49, 50, 52, 53, 71, 72 

 

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site 
established by CMS. This site can be accessed at the following 
web address: https://Financial-Alignment-Initiative.NORC.org  

 
  

https://financial-alignment-initiative.norc.org/
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Section VAVI. Systems  

 

VA6.1 Plan Enrollee Medical Record. 

IMPLEMENTATION 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA6. Systems Monthly Contract Current Month 
Ex:  
1/1 – 1/31 

By the end of the 
month following 
the last day of the 
reporting period  

ONGOING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA6. Systems Semi-
Annually 

Contract Ex: 
1/1 – 6/30 
7/1 – 12/31 
 

By the end of the 
second month 
following the last 
day of the 
reporting period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition Allowable Values 

A. Number of members 
whose race data are 
collected and 
maintained in the 
Plan Enrollee 
Medical Record.  

Number of members 
enrolled at the end of 
the reporting period 
whose race data are 
collected and 
maintained in the Plan 
Enrollee Medical 
Record.  

Field Type: Numeric  
 

B. Number of members 
whose ethnicity data 
are collected and 
maintained in the 
Plan Enrollee 
Medical Record.  

Number of members 
enrolled at the end of 
the reporting period 
whose ethnicity data 
are collected and 
maintained in the Plan 
Enrollee Medical 
Record.  

Field Type: Numeric  
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Element  
Letter 

Element Name Definition Allowable Values 

C. Number of members 
whose primary 
language data are 
collected and 
maintained in the 
Plan Enrollee 
Medical Record.  

Number of members 
enrolled at the end of 
the reporting period 
whose primary 
language data are 
collected and 
maintained in the Plan 
Enrollee Medical 
Record.  

Field Type: Numeric  
 

 

D.  Number of members 
whose 
homelessness data 
are collected and 
maintained in the 
Plan Enrollee 
Medical Record.  

Number of members 
enrolled at the end of 
the reporting period 
whose homelessness 
data are collected and 
maintained in the Plan 
Enrollee Medical 
Record.  

Field Type: Numeric  
 

 

E.  Number of members 
whose disability type 
data are collected 
and maintained in 
the Plan Enrollee 
Medical Record.  

Number of members 
enrolled at the end of 
the reporting period 
whose disability type 
data are collected and 
maintained in the Plan 
Enrollee Medical 
Record.  

Field Type: Numeric  
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation Checks – validation checks that should be performed by 
each MMP prior to data submission. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will obtain enrollment information from CMS’ 
Web site and will evaluate the percentage of members whose: 
o Race data are collected and maintained in the Plan Enrollee 

Medical Record.  
o Ethnicity data are collected and maintained in the Plan 

Enrollee Medical Record.  
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o Primary language data are collected and maintained in the 
Plan Enrollee Medical Record. 

o Homelessness data are collected and maintained in the Plan 
Enrollee Medical Record.  

o Disability type data are collected and maintained in the Plan 
Enrollee Medical Record.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• For all data elements, please include the total number of members 
whose status is document in the Plan Enrollee Medical Record, 
regardless of the value.  

i. For example, data element D captures the number of 
members whose homelessness data are collected and 
maintained in the Plan Enrollee Medical Record. MMPs 
should report the total number of members who have this 
information documented, even if the member is not 
homeless. The number reported should not simply 
represent the number of documented homeless members.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

  

https://financial-alignment-initiative.norc.org/
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Section VAVII. Utilization  

 

VA7.1 EDCD waiver members who used consumer-directed services. 

IMPLEMENTATION 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA7. Utilization Monthly Contract Current Month 
Ex: 
1/1 – 1/31 

By the end of the 
first month following 
the last day of the 
reporting period  

ONGOING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA7. Utilization Quarterly  Contract Current  
Calendar 
Quarter  
Ex: 
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element 
Letter 

Element Name Definition Allowable Values 

A. Total number of 
members who are 
covered under an 
EDCD waiver. 

Total number of 
members who are 
covered under an 
EDCD waiver during 
the reporting period. 

Field Type: Numeric 
 

B. Total number of 
EDCD waiver 
members who used 
consumer-directed 
services. 

Of the total reported in 
A, the number of EDCD 
waiver members who 
used consumer-
directed services during 
the reporting period. 

Field Type: Numeric 
 
Note: Is a subset of A. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  
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C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A. 

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the percentage of EDCD waiver 
members who used consumer-directed services during the 
reporting period.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all EDCD waiver members regardless of 
whether the waiver member was enrolled through passive 
enrollment or opt-in enrollment. Medicaid-only members should not 
be included. 

• MMPs should include all members who meet the criteria outlined in 
Element A, regardless of whether they are disenrolled as of the end 
of the reporting period (i.e., include all members regardless of 
whether they are currently enrolled or disenrolled as of the last day 
of the reporting period).  

• Consumer-directed services are support services that are 
necessary to enable an individual to remain at or return home 
rather than enter an institution. Services may include assistance 
with bathing, dressing, toileting, transferring, and nutritional support 
necessary for consumers to remain in their own homes or in the 
community. Services can also include supervision, respite, and 
companion services.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state.  

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
  

https://financial-alignment-initiative.norc.org/
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VA7.2 EDCD waiver members who experienced an increase or decrease in 
authorized personal care hours or respite care hours. 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA7. Utilization Quarterly Contract Current  
Calendar 
Quarter  
Ex:  
1/1-3/31 
4/1-6/30 
7/1-9/30 
10/1-12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element 
Letter 

Element Name Definition Allowable Values 

A. Total number of 
members who were 
covered under an 
EDCD waiver. 

Total number of 
members who were 
continuously enrolled in 
the MMP during the 
reporting period who 
were covered under an 
EDCD waiver for the 
entire reporting period. 

Field Type: Numeric 
 

B. Total number of 
EDCD waiver 
members whose 
authorized personal 
care hours 
decreased.  

Of the total reported in 
A, the number of EDCD 
waiver members whose 
authorized personal 
care hours decreased 
during the reporting 
period.  

Field Type: Numeric 
 
Note: Is a subset of A. 
 

C. Total number of 
EDCD waiver 
members whose 
authorized personal 
care hours 
increased. 

Of the total reported in 
A, the number of EDCD 
waiver members whose 
authorized personal 
care hours increased 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of A. 
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Element 
Letter 

Element Name Definition Allowable Values 

D. Total number of 
EDCD waiver 
members whose 
authorized respite 
care hours 
decreased.  

Of the total reported in 
A, the number of EDCD 
waiver members whose 
authorized respite care 
hours decreased during 
the reporting period.  

Field Type: Numeric 
 
Note: Is a subset of A. 
 

E. Total number of 
EDCD waiver 
members whose 
authorized respite 
care hours 
increased.  

Of the total reported in 
A, the number of EDCD 
waiver members whose 
authorized respite care 
hours increased during 
the reporting period.  

Field Type: Numeric 
 
Note: Is a subset of A. 
 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission. 

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data elements B, C, D, and E are less 
than or equal to data element A.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of EDCD waiver members whose authorized:  

• Personal care hours decreased during the reporting period.  
• Personal care hours increased during the reporting period.  
• Respite care hours decreased during the reporting period.  
• Respite care hours increased during the reporting period.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions. 

• MMPs should include all EDCD waiver members regardless of 
whether the waiver member was enrolled through passive 
enrollment or opt-in enrollment. Medicaid-only members should not 
be included.  

• The EDCD waiver member must be continuously enrolled in the 
MMP during the reporting period, with no gaps in enrollment.  

• Personal care services means long-term maintenance or support 
services necessary to enable the individual to remain at or return 
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home rather than enter a nursing facility. Personal care services 
are provided to individuals in the areas of activities of daily living, 
access to the community, monitoring of self-administered 
medications or other medical needs, and the monitoring of health 
status and physical condition. Where the individual requires 
assistance with activities of daily living, and where specified in the 
plan of care, such supportive services may include assistance with 
instrumental activities of daily living. Services may be provided in 
home and community settings to enable an individual to maintain 
the health status and functional skills necessary to live in the 
community or participate in community activities. 

• Respite care services means those short-term personal care 
services provided to individuals who are unable to care for 
themselves because of the absence of or need for the relief of the 
unpaid caregiver who normally provides the care. 

• Authorized hours are service hours authorized by a county social 
worker. The social worker will assess the types of services the 
member needs and the number of hours the county will authorize 
for each of these services. 

F. Data Submission – how MMPs will submit data collected to CMS and the 
state.  

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 

VA7.3 Unduplicated members receiving HCBS and unduplicated members 
receiving nursing facility services. 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA7. Utilization Annually Contract Calendar Year 
 

By the end of the 
fourth month 
following the last 
day of the reporting 
period 

 
  

https://financial-alignment-initiative.norc.org/
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A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated. 

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
members. 

Total number of 
members who were 
continuously enrolled 
in the MMP for six 
months during the 
reporting period.  

Field Type: Numeric 

B. Total number of 
members receiving 
HCBS.  

Of the total reported in 
A, the number of 
members receiving 
HCBS during the 
reporting period who 
did not receive 
nursing facility 
services during the 
reporting period.  

Field Type: Numeric 
 
Note: Is a subset of A. 

C. Total number of 
members receiving 
nursing facility 
services.  

Of the total reported in 
A, the number of 
members receiving 
nursing facility 
services during the 
reporting period who 
did not receive HCBS 
during the reporting 
period.  

Field Type: Numeric 
 
Note: Is a subset of A. 

 

 

D. Total number of 
members receiving 
both HCBS and 
nursing facility 
services during the 
reporting period.  

Of the total reported in 
A, the number of 
members receiving 
both HCBS and 
nursing facility 
services during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of A. 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  
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C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data elements B, C, and D are less than 
or equal to data element A.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will obtain enrollment data from CMS’ Web site 
and will evaluate the percentage of members receiving:  

o HCBS during the reporting period who did not receive 
nursing facility services during the reporting period. 

o Nursing facility services during the reporting period who did 
not receive HCBS during the reporting period. 

o Both HCBS and nursing facility services during the 
reporting period. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
Element A, regardless of whether they are disenrolled as of the end 
of the reporting period (i.e., include all members regardless of 
whether they are currently enrolled or disenrolled as of the last day 
of the reporting period).  

• Members receiving HCBS should only be counted for data element 
B (unduplicated). Members receiving nursing facility services 
should only be counted for data element C (unduplicated). 
Members receiving both HCBS and nursing facility services should 
only be counted for data element D (unduplicated). Data elements 
B, C, and D are mutually exclusive. 

• Unduplicated means a member should only be counted once for 
the type of service they receive. For example, if a member received 
nursing facility services in two different facilities during the reporting 
period, they would only count once towards members receiving 
nursing facility services during the reporting period (data element 
C).  

• Include members who were receiving HCBS or nursing facility 
services for any length of time during the reporting period.  

• HCBS refers to Home and Community Based Services.  
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F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
 

VA7.4 Average length of receipt in HCBS. 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 

Period 
Due Date 

VA7. Utilization Annually Contract Calendar Year 
 

By the end of the 
fourth month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
members receiving 
HCBS. 

Total number of 
members receiving 
HCBS during the 
reporting period.  

Field Type: Numeric 

B. Total number of days 
members were 
enrolled in HCBS. 

Of the total reported in 
A, the number of days 
members were 
enrolled in HCBS 
during the reporting 
period.  

Field Type: Numeric 
  

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• All data elements should be positive values.  
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D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. 

• CMS and the state will evaluate the number of days members were 
enrolled in HCBS during the reporting period.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who meet the criteria outlined in 
Element A, regardless of whether they are disenrolled as of the end 
of the reporting period (i.e., include all members regardless of 
whether they are currently enrolled or disenrolled as of the last day 
of the reporting period).  

• HCBS refers to Home and Community Based Services.  

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
 

VA7.5 Plan All-Cause Readmissions.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA7. Utilization Quarterly Contract Year Start to End 
of the Quarter 
Ex:  
1/1/15-3/31/15 
1/1/15-6/30/15 
1/1/15-9/30/15 
1/1/15-12/31/15 
 

By the end of the 
fourth month 
following the last 
day of the reporting 
period 
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A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of index 
hospital stays for 
members age 21-64 
during the reporting 
period. 

Total number of index 
hospital stays for 
members age 21-64 
during the reporting 
period. 

Field Type: Numeric 

B. Total number of index 
hospital stays that 
resulted in a 30-day 
readmission for 
members age 21-64 
during the reporting 
period. 

Of the total reported in A, 
the number of index 
hospital stays that resulted 
in a 30-day readmission 
for members age 21-64 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of A.  

C. Average adjusted 
probability of 
readmission for 
members age 21-64. 

Average adjusted 
probability of readmission 
for members age 21-64. 

Field Type: Numeric 

D. Total number of index 
hospital stays for 
members age 65 and 
older during the 
reporting period. 

Total number of index 
hospital stays for 
members age 65 and 
older during the reporting 
period. 

Field Type: Numeric 

E. Total number of index 
hospital stays that 
resulted in a 30-day 
readmission for 
members age 65 and 
older during the 
reporting period. 

Of the total reported in D, 
the number of index 
hospital stays that resulted 
in a 30-day readmission 
for members age 65 and 
older during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of D. 

F. Average adjusted 
probability of 
readmission for 
members age 65 and 
older. 

Average adjusted 
probability of readmission  
for members age 65 and 
older. 

Field Type: Numeric 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  
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• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A.  

• MMPs should validate that data elements E is less than or equal to 
data element D.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of: 

• Observed readmissions for members age 21-64. 
• Adjusted readmissions for members age 21-64. 
• Observed readmissions for members age 65 and older. 
• Adjusted readmissions for members age 65 and older. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included.  

• This measure should be reported cumulatively on a quarterly basis, 
beginning with Q1. For example, the first reporting period will be 
January 1 through March 31 (i.e., end of quarter1) and the second 
reporting period will be January 1 through June 30 (i.e., the end of 
quarter 2).  

• Index Hospital Stay (IHS) refers to an acute inpatient stay with a 
discharge during the current reporting period.  

• Index Admission Date is the IHS admission date. 
• Index Discharge Date is the IHS discharge date. The index 

discharge date must occur on or between the current reporting 
period. 

• Index Readmission Stay is an acute inpatient stay for any diagnosis 
with an admission date within 30 days of a previous Index 
Discharge Date. 

• Index Readmission Date is the admission date associated with the 
Index Readmission Stay. 

• A planned hospital stay is when the hospital stay meets criteria as 
outlined in Step 5 below. 

• The classification period is 365 days prior to and including an Index 
Discharge Date. 

• The member must be continuously enrolled for the 365 days prior 
to the Index Discharge Date through 30 days after the Index 
Discharge Date with no more than one gap in enrollment of up to 
45 days during the 365 days prior to the Index Discharge Date and 
no gap during the 30 days following the Index Discharge Date. 
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• The date of the hospital index stay must occur within the reporting 
period, but the readmission may not be in the same reporting 
period. For example, if a hospital index stay occurs during the last 
month of the reporting period, look to the first month of the following 
reporting period to identify the readmission.  

• The denominator for this measure is based on discharges, not 
members. Include all acute inpatient discharges for members who 
had one or more discharges during the current reporting period. 

• Follow the steps below to identify acute inpatient stays (data 
elements A and D): 

1. Identify all acute inpatient stays with a discharge date 
during the current reporting period.  

a. Include acute admissions to behavioral 
healthcare facilities.  

2. Acute-to-acute transfers: Keep the original 
admission date as the Index Admission Date, but use 
the transfer’s discharge date as the Index Discharge 
Date.  

3. Exclude hospital stays where the Index Admission 
Date is the same as the Index Discharge Date. 

4. Exclude stays for the following reasons:   
a. Inpatient stays with discharges for death 
b. Acute inpatient discharge with a  principal 

diagnosis of pregnancy (Table VA-27) 
c. Acute inpatient discharge with a principal 

diagnosis of a condition originating in the 
perinatal period (Table VA-28) 

5. For all acute inpatient discharges identified using 
steps 1-4, determine if there was a planned hospital 
stay within 30 days using all acute inpatient stays. 
Exclude any acute inpatient discharge as an Index 
Hospital Stay if the admission date of the first 
planned hospital stay is within 30 days and includes 
any of the following: 

a. A principal diagnosis of maintenance 
chemotherapy (Table VA-29) 

b. A principal diagnosis of rehabilitation (Table 
VA-30) 

c. An organ transplant (Table VA-31) 
d. A potentially planned procedure (Table VA-32) 

without a principal acute diagnosis (Table VA-
33)  
Example 1: For a member with the following 
acute inpatient stays, exclude stay 1 as an 
Index Hospital Stay 
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o Stay 1(January 30-February1 of the 
reporting period): Acute inpatient 
discharge with a principal diagnosis of 
COPD.  

o Stay 2 (February 5-7 of the reporting 
period): Acute inpatient discharge with 
a principal diagnosis of maintenance 
chemotherapy. 

Example 2: For a member with the following 
acute inpatient stays, exclude stays 2 and 3 
as Index Hospital Stays in the following 
scenario. (Note: To determine if a stay should 
be excluded, identify the index hospitalization 
and the FIRST readmission (if there is one)).  
If the FIRST readmission was planned for, 
drop the index. 

o Stay 1 (January 15-17 of the reporting 
period): Acute inpatient discharge with 
a principal diagnosis of diabetes. 

o Stay 2 (January 30-February 1 of the 
reporting period): Acute inpatient 
discharge with a principal diagnosis of 
COPD 

o Stay 3 (February 5-7 of the reporting 
period): Acute inpatient discharge with 
an organ transplant.  

o Stay 4 (February 10-15 of the reporting 
period): Acute inpatient discharge with 
a principal diagnosis of rehabilitation  

6. Calculate continuous enrollment 
7. Assign each acute inpatient stay to one age (21-64 

or 65 and older) category.   
Risk Adjustment Determination 
• For each IHS, use the following steps to identify risk adjustment 

categories based on the presences of surgeries, discharge 
condition, comorbidity, age and gender. 

• Surgeries - Determine if the member underwent surgery during the 
inpatient stay. Download the list of codes from the NCQA web site 
(Table HCC-Surg) and use it to identify surgeries. Consider an IHS 
to include a surgery if at least one procedure code in Table HCC-
Surg is present from any provider between the admission and 
discharge dates.  

• Discharge Conditions - Assign a discharge Clinical Condition (CC) 
category code to the IHS based on its primary discharge diagnosis, 
using Table PCR-DischCC (downloadable from the NCQA web 
site). For acute-to-acute transfers, use the transfer’s primary 
discharge diagnosis.  
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o Exclude diagnoses that cannot be mapped to Table PCR-
DischCC.  

• Comorbidities 
1. Identify all diagnoses for encounters during the 

classification period. Include the following when 
identifying encounters: 

a. Outpatient visits (Table VA-34) 
b. Observation visits (Table VA-35) 
c. Non-acute inpatient encounters (Table VA-36) 
d. Acute inpatient encounters (Table VA-37) 
e. ED visits (Table VA-13) 

o Exclude the primary discharge diagnosis on the 
IHS. 

2. Assign each diagnosis to one comorbid Clinical 
Condition (CC) category using Table CC—Comorbid 
(downloadable from the NCQA web site). 

a. Exclude all diagnoses that cannot be assigned 
to a comorbid CC category. For members with 
no qualifying diagnoses from face-to-face 
encounters, skip to the Risk Adjustment 
Weighting section.  

b. All digits must match exactly when mapping 
diagnosis codes to the comorbid CCs.  

3. Determine HCCs for each comorbid CC identified. 
Refer to Table VA-25, HCC—Rank for examples. 
Download the full list of codes from the NCQA web 
site.  

a. For each stay’s comorbid CC list, match the 
comorbid CC code to the comorbid CC code 
in the table and assign: 

i. The ranking group 
ii. The rank 
iii. The HCC 

b. For comorbid CCs that do not match to Table 
HCC—Rank, use the comorbid CC as the 
HCC and assign a rank of 1. 

c. Note: One comorbid CC can map to multiple 
HCCs; each HCC can have one or more 
comorbid CCs.  

4. Assess each ranking group separately and select 
only the highest ranked HCC in each ranking group 
using the Rank column (1 is the highest rank 
possible). 

a. Drop all other HCCs in each ranking group, 
and de-duplicate the HCC list if necessary. 
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b. Example: Assume a stay with the following 
comorbid CCs: CC-15, CC-19, CC-80 
(assume no other CCs). 

i. CC-80 does not have a map to the 
ranking table and becomes HCC-80. 

ii. HCC-15 is part of Ranking Group 1 and 
HCC-19 is part of Ranking Groups 
Diabetes 1-Diabetes 4. Because CC-15 
is ranked higher than CC-19 in Ranking 
Group Diabetes 1, the comorbidity is 
assigned as HCC-15 for Ranking 
Group 1. Because CC-19 is ranked 
higher in Ranking Groups Diabetes 2–
4, the comorbidity is assigned as HCC-
19 for these ranking groups.  

iii. The final comorbidities for this 
discharge are HCC-15, HCC-19, and 
HCC-80. 

 

Table VA-25: Example HCC—Rank 

Ranking 
Group 

CC Description Rank HCC 

NA CC-80 Congestive Heart Failure NA HCC-80 

Diabetes 1 
CC-15 

Diabetes with Renal or Peripheral Circulatory 
Manifestation 

1 HCC-15 

CC-16 
Diabetes with Neurologic or Other Specified 
Manifestation 

2 HCC-16 

CC-17 Diabetes with Acute Complications 3 HCC-17 

CC-18 
Diabetes with Ophthalmologic or Unspecified 
Manifestation 

4 HCC-18 

CC-19 Diabetes without Complications 5 HCC-19 

Diabetes 2 
CC-16 

Diabetes with Neurologic or Other Specified 
Manifestation 

1 HCC-16 

CC-17 Diabetes with Acute Complications 2 HCC-17 

CC-18 
Diabetes with Ophthalmologic or Unspecified 
Manifestation 

3 HCC-18 

CC-19 Diabetes without Complication 4 HCC-19 

Diabetes 3 CC-17 Diabetes with Acute Complications 1 HCC-17 

CC-18 
Diabetes with Ophthalmologic or Unspecified 
Manifestation 

2 HCC-18 

CC-19 Diabetes without Complication 3 HCC-19 

Diabetes 4 
CC-18 

Diabetes with Ophthalmologic or Unspecified 
Manifestation 

1 HCC-18 

CC-19 Diabetes without Complication 2 HCC-19 

5. Identify combination HCCs listed in Table VA-26, 
HCC—Comb for examples. Download the full list of 
codes from the NCQA web site. 



Version: August 7, 2015 
  

VA-124 
 

a. Some combinations suggest a great amount 
of risk when observed together. For example, 
when diabetes and CHF are present, an 
increased amount of risk is evident. Additional 
HCCs are selected to account for these 
relationships. 

b. Compare each stay’s list of unique HCCs to 
those in the HCC column in Table HCC—
Comb and assign any additional HCC 
conditions.  

c. For fully nested combinations (e.g., the 
diabetes/CHF combination is nested in the 
diabetes/ CHF/renal combination), use only 
the more comprehensive pattern. In this 
example, only the diabetes/CHF/renal 
combination is counted.  

d. For overlapping combinations (e.g., the CHF, 
COPD combination overlaps the CHF/renal/ 
diabetes combination), use both sets of 
combinations. In this example, both 
CHF/COPD and CHF/renal/diabetes 
combinations are counted.  

e. Based on the combinations, a member can 
have none, one or more of these added 
HCCs.  

f. Example: For a stay with comorbidities HCC-
15, HCC-19 and HCC-80 (assume no other 
HCCs), assign HCC-901 in addition to HCC-
15, HCC-19 and HCC-80. This does not 
replace HCC-15, HCC-19 or HCC-80. 
 

Table VA-26: Example HCC—Comb 
Combination: Diabetes and CHF 

Comorbid HCC Comorbid HCC Comorbid HCC Combination HCC 

HCC-15 HCC-80 NA HCC-901 

HCC-16 HCC-80 NA HCC-901 

HCC-17 HCC-80 NA HCC-901 

HCC-18 HCC-80 NA HCC-901 

HCC-19 HCC-80 NA HCC-901 
 

Risk Adjustment Weighting 
• For each IHS, use the following steps to identify risk adjustment 

weights based on presence of surgeries, discharge condition, 
comorbidity, age and gender. Download the full list of codes from 
the NCQA web site. 

1. For each IHS with a surgery, link the surgery weight.  
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a. For ages 21-64: Use Table PCR-MA-
OtherWeights-Under65 

b. For age 65 and older: Use Table PCR-MA-
OtherWeights-65plus. 

2. For each IHS with a discharge CC Category, link the 
primary discharge weights.  

a. For ages 21-64: Use Table PCR-MA-
DischCC-Weight-Under65 

b. For age 65 and older: Use Table PCR-MA- 
DischCC- Weight-65plus. 

3. For each IHS with a comorbidity HCC Category, link 
the weights.  

a. For ages 21-64: Use Table PCR-MA-
ComorbHCC-Weight-Under65 

b. For age 65 and older: Use Table PCR-MA-
ComorbHCC-Weight-65plus. 

4. Link the age and gender weights for each IHS. 
a. For ages 21-64: Use Table PCR-MA-

OtherWeights-Under65 
b. For age 65 and older: Use Table PCR-MA-

OtherWeights-65plus. 
5. Identify the base risk weight. 

a. For ages 21-64: Use Table PCR-MA-
OtherWeights-Under65 

b. For age 65 and older: Use Table PCR-MA-
OtherWeights-65plus. 

6. Sum all weights associated with the IHS (i.e., 
presence of surgery, primary discharge diagnosis, 
comorbidities, age, gender and base risk weight). 

7. Use the formula below to calculate the adjusted 
probability of a readmission based on the sum of the 
weights for each IHS. 

e(∑WeightsforIHS ) 
Adjusted probability of readmission =  1 + e(∑WeightsforIHS ) 

 
OR 

 
Adjusted probability of readmission =  
[exp (sum of weights for IHS)] / [1 + exp (sum of weights for 
IHS)] “exp” refers to the exponential or antilog function. 

 
8. Use the formula below and the adjusted probability of 

readmission calculated in Step 7 to calculate the 
variance for each IHS. 
 
Variance = Adjusted probability of readmission x (1 – 
Adjusted probability of readmission) 
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a. Example: If the adjusted probability of 
readmission is 0.1518450741 for an IHS, then 
the variance for this IHS is 0.1518450741 x 
0.8481549259 = 0.1287881476 

b. Note: The variance is calculated at the IHS 
level. MMPs must sum the variances for each 
age and total category when populating the 
Total Variance cells in the reporting tables. 

• To identify numerator compliance (data elements B and E), identify 
discharges that have at least one acute readmission for any 
diagnosis within 30 days of the Index Discharge Date, using the 
following steps: 

1. Identify all acute inpatient stays with an admission 
date during the reporting period. 

2. Acute-to-acute transfers: Keep the original 
admission date as the Index Admission Date, but use 
the transfer’s discharge date as the Index Discharge 
Date. 

3. Exclude acute inpatient hospital discharges with a 
principal diagnosis of pregnancy (Table VA-27) or for 
a condition originating in the perinatal period (Table 
VA-28). 

4. For each IHS, determine if any of the acute inpatient 
stays have an admission date within 30 days after 
the Index Discharge Date. 

• For reporting data elements A and D, count the number of IHS for 
each age group.  

• Follow the steps below to report risk adjustment: 
1. Calculate the average adjusted probability for each 

IHS for each age and the overall total.  
a. MMPs must calculate the probability of 

readmission for each hospital stay within the 
applicable age group to calculate the average. 
For the total age category, the probability of 
readmission for all hospital stays in the age 
categories must be averaged together; MMPs 
cannot take the average of the average 
adjusted probabilities reported for each age.  

2. Round to four decimal places using the .5 rule.  
a. Note: Do not take the average of the cells in 

the reporting table.  
b. Repeat for each subsequent age group.  

3. Calculate the total (sum) variance for each age and 
the overall total.  

4. Round to four decimal places using the .5 rule.  
• For reporting data elements B and E, count the number of IHS with 

a readmission within 30 days for each age group. 
 



Version: August 7, 2015 
  

VA-127 
 

Table VA-27: Codes to Identify Pregnancy  

ICD-9-CM Diagnosis 

630-679, V22, V23, V28 

 

Table VA-28: Codes to Identify Conditions Originating in the 
Perinatal Period 

ICD-9-CM Diagnosis 

760-779, V21, V29-V37, V39 

 
Table VA-29: Codes to Identify Chemotherapy 

Maintenance 

ICD-9 

V58.11, V66.2, V67.2, V58.12, V66.1, V58.0, V67.1 

 

Table VA-30: Codes to Identify Rehabilitation 

ICD-9 

V53.8, V57.0, V57.21, V57.22, V52.4, V58.82, V52.0, 
V52.1, V52.8, V52.9, V57.4, V57.81, V57.1, V57.89, 

V57.9, V57.3 

 

Table VA-31: Codes to Identify an Organ Transplant 

Value Set ICD-9-CM ICD-9-PCS HCPCS CPT UB Revenue 

Kidney Transplant V42.0 55.69, 55.61 S2065 50300, 50320, 
50340, 50360, 
50365, 50370, 
50380 

0367 

Bone Marrow 
Transplant 

 41.00, 41.01, 
41.02, 41.03, 
41.04, 41.05, 
41.06, 41.07, 
41.08, 41.09,  
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Table VA-31: Codes to Identify an Organ Transplant 

Value Set ICD-9-CM ICD-9-PCS HCPCS CPT UB Revenue 

Organ Transplant 
other than Kidney 

 33.50, 33.51, 
33.52, 33.6, 
37.51, 37.52, 
37.53, 37.54, 
41.94, 46.97, 
50.51, 50.59, 
52.80, 52.81, 
52.82, 52.83, 
52.84, 52.85, 

52.86,  

S2061, S2055, 
S2060, S2152, 
S2054, S2053 

32850, 32851, 
32852, 32853, 
32854, 32855, 
32856, 33930, 
33933, 33935, 
33940, 33944, 
33945, 44132, 
44133, 44135, 
44136, 44137, 
44715, 44720, 
44721, 47133, 
47135, 47136, 
47140, 47141, 
47142, 47143, 
47144, 47145, 
47146, 47147, 
48160, 48550, 
48551, 48552, 
48554, 48556 

0362, 0810, 
0811, 0812, 
0813, 0819 

 
  



Version: August 7, 2015 
  

VA-129 
 

Table VA-32: Codes to Identify a Potentially Planned Procedure 

ICD-9-PCS 

00.50, 00.51, 00.52, 00.53, 00.54, 00.56, 00.57, 00.61, 00.62, 00.63, 00.64, 00.65, 00.66,00.70, 00.71, 00.72, 00.73, 00.74, 00.75, 00.76, 00.77, 00.80, 
00.81, 00.82, 00.83, 00.84,00.85, 00.86, 00.87, 01.20, 01.29, 01.6, 02.01, 02.02, 02.03, 02.04, 02.05, 02.06, 02.07,02.11, 02.12, 02.13, 02.14, 02.21, 
02.22, 02.91, 02.92, 02.93, 02.94, 02.96, 02.99, 03.01,03.02, 03.09, 03.1, 03.29, 03.4, 03.51, 03.52, 03.53, 03.59, 03.6, 03.71, 03.72, 03.79, 03.8,03.90, 
03.91, 03.92, 03.93, 03.94, 03.97, 03.98, 03.99, 04.01, 04.02, 04.03, 04.04, 04.05,04.06, 04.07, 04.2, 04.3, 04.41, 04.42, 04.5, 04.6, 04.71, 04.72, 04.73, 
04.74, 04.75, 04.76,04.79, 04.91, 04.92, 04.93, 04.99, 05.0, 05.21, 05.22, 05.23, 05.24, 05.25, 05.29, 05.81,05.89, 05.9, 06.01, 06.02, 06.09, 06.2, 06.31, 
06.39, 06.4, 06.50, 06.51, 06.52, 06.6, 06.7,06.81, 06.89, 06.91, 06.92, 06.93, 06.94, 06.95, 06.98, 06.99, 07.21, 07.22, 07.29, 07.3,07.41, 07.42, 07.43, 
07.44, 07.45, 07.49, 07.52, 07.53, 07.54, 07.59, 07.61, 07.62, 07.63,07.64, 07.65, 07.68, 07.69, 07.72, 07.79, 07.80, 07.81, 07.82, 07.83, 07.84, 07.92, 
07.93, 07.94, 07.95, 07.98, 07.99, 17.11, 17.12, 17.13, 17.21, 17.22, 17.23, 17.24, 17.31, 17.32, 17.33, 17.34, 17.35, 17.36, 17.39, 17.51, 17.52, 17.53, 
17.54, 17.55, 17.61, 17.63, 21.4, 21.61, 21.62, 21.69, 21.72, 21.99, 22.31, 22.39, 22.41, 22.42, 22.50, 22.51, 22.52, 22.53, 22.60, 22.61, 22.62, 22.63, 
22.64, 22.71, 22.79, 22.9, 24.2, 25.1, 25.2, 25.3, 25.4, 25.59, 25.94, 25.99, 26.21, 26.29, 26.30, 26.31, 26.32, 26.41, 26.42, 26.49, 26.99, 27.0, 27.1, 
27.31, 27.32, 27.42, 27.43, 27.49, 27.53, 27.54, 27.55, 27.56, 27.57, 27.59, 27.61, 27.62, 27.63, 27.64, 27.69, 27.71, 27.72, 27.73, 27.79, 27.92, 27.99, 
28.0, 28.4, 28.5, 28.91, 28.92, 28.99, 29.0, 29.2, 29.31, 29.32, 29.33, 29.39, 29.4, 29.51, 29.52, 29.53, 29.54, 29.59, 29.92, 29.99, 30.01, 30.29, 30.3, 
30.4, 31.41, 31.45, 31.48, 31.49, 31.74, 32.20, 32.21, 32.22, 32.23, 32.24, 32.25, 32.26, 32.27, 32.29, 32.30, 32.39, 32.41, 32.49, 32.50, 32.59, 33.20, 
33.21, 33.25, 33.28, 33.29, 34.02, 34.20, 34.21, 34.22, 34.23, 34.24, 34.25, 34.26, 34.27, 34.28, 34.29, 34.6, 35.00, 35.01, 35.02, 35.03, 35.04, 35.05, 
35.06, 35.07, 35.08, 35.09, 35.10, 35.11, 35.12, 35.13, 35.14, 35.20, 35.21, 35.22, 35.23, 35.24, 35.25, 35.26, 35.27, 35.28, 35.31, 35.32, 35.33, 35.34, 
35.35, 35.39, 35.41, 35.42, 35.50, 35.51, 35.52, 35.53, 35.54, 35.55, 35.60, 35.61, 35.62, 35.63, 35.70, 35.71, 35.72, 35.73, 35.81, 35.82, 35.83, 35.84, 
35.91, 35.92, 35.93, 35.94, 35.95, 35.96, 35.97, 35.98, 35.99, 36.03, 36.09, 36.10, 36.11, 36.12, 36.13, 36.14, 36.15, 36.16, 36.17, 36.19, 36.2, 36.31, 
36.32, 36.33, 36.34, 36.39, 36.91, 36.99, 37.10, 37.11, 37.12, 37.20, 37.21, 37.22, 37.23, 37.24, 37.25, 37.26, 37.27, 37.28, 37.29, 37.31, 37.32, 37.33, 
37.34, 37.35, 37.36, 37.37, 37.41, 37.49, 37.52, 37.53, 37.54, 37.55, 37.60, 37.61, 37.62, 37.63, 37.64, 37.65, 37.66, 37.67, 37.68, 37.70, 37.71, 37.72, 
37.73, 37.74, 37.75, 37.76, 37.77, 37.78, 37.79, 37.80, 37.81, 37.82, 37.83, 37.85, 37.86, 37.87, 37.89, 37.90, 37.91, 37.94, 37.95, 37.96, 37.97, 37.98, 
37.99, 38.01, 38.02, 38.11, 38.12, 38.18, 38.21, 38.22, 38.26, 38.29, 38.31, 38.32, 38.34, 38.41, 38.42, 38.44, 38.51, 38.52, 38.59, 38.61, 38.62, 38.64, 
38.81, 38.82, 39.0, 39.1, 39.21, 39.22, 39.23, 39.24, 39.25, 39.26, 39.28, 39.29, 39.71, 39.72, 39.73, 39.74, 39.75, 39.76, 39.78, 39.81, 39.82, 39.83, 
39.84, 39.85, 39.86, 39.87, 39.88, 39.89, 40.0, 40.11, 40.19, 40.21, 40.22, 40.23, 40.24, 40.29, 40.3, 40.40, 40.41, 40.42, 40.50, 40.51, 40.52, 40.53, 
40.54, 40.59, 40.61, 40.62, 40.63, 40.64, 40.69, 40.9, 41.1, 41.2, 41.32, 41.33, 41.38, 41.39, 41.41, 41.42, 41.43, 41.5, 41.91, 41.92, 41.93, 41.95, 41.98, 
41.99, 43.5, 43.6, 43.7, 43.81, 43.82, 43.89, 43.91, 43.99, 45.41, 45.71, 45.72, 45.73, 45.74, 45.75, 45.76, 45.79, 45.81, 45.82, 45.83, 48.40, 48.41, 48.42, 
48.43, 48.49, 48.50, 48.51, 48.52, 48.59, 48.61, 48.62, 48.63, 48.64, 48.65, 48.69, 50.0, 50.21, 50.22, 50.23, 50.24, 50.25, 50.26, 50.29, 50.3, 50.4, 50.61, 
50.69, 51.02, 51.03, 51.04, 51.21, 51.22, 51.23, 51.24, 51.31, 51.32, 51.33, 51.34, 51.35, 51.36, 51.37, 51.39, 51.41, 51.42, 51.43, 51.49, 51.51, 51.59, 
51.61, 51.62, 51.63, 51.69, 51.71, 51.72, 51.79, 51.81, 51.82, 51.83, 51.89, 51.91, 51.92, 51.93, 51.94, 51.95, 51.99, 52.01, 52.09, 52.22, 52.3, 52.4, 
52.51, 52.52, 52.53, 52.59, 52.6, 52.7, 52.92, 52.95, 52.96, 52.99, 53.00, 53.01, 53.02, 53.03, 53.04, 53.05, 53.10, 53.11, 53.12, 53.13, 53.14, 53.15, 
53.16, 53.17, 53.21, 53.29, 53.31, 53.39, 53.41, 53.42, 53.43, 53.49, 53.51, 53.59, 53.61, 53.62, 53.63, 53.69, 53.71, 53.72, 53.75, 53.80, 53.81, 53.82, 
53.83, 53.84, 53.9, 54.0, 54.12, 54.19, 54.3, 54.4, 54.61, 54.62, 54.63, 54.64, 54.71, 54.72, 54.73, 54.74, 54.75, 54.92, 54.93, 54.94, 54.95, 55.03, 55.04, 
55.31, 55.32, 55.33, 55.34, 55.35, 55.39, 55.4, 55.51, 55.52, 55.53, 55.54, 55.7, 55.81, 55.82, 55.83, 55.84, 55.85, 55.86, 55.87, 55.89, 55.91, 55.97, 
55.98, 55.99, 56.1, 56.2, 56.40, 56.41, 56.42, 56.51, 56.52, 56.61, 56.62, 56.71, 56.72, 56.73, 56.74, 56.75, 56.79, 56.81, 56.82, 56.83, 56.84, 56.85, 
56.86, 56.89, 56.92, 56.93, 56.94, 56.95, 56.99, 57.12, 57.18, 57.19, 57.21, 57.22, 57.51, 57.59, 57.6, 57.71, 57.79, 57.81, 57.82, 57.83, 57.84, 57.85, 
57.86, 57.87, 57.88, 57.89, 57.91, 57.93, 57.96, 57.97, 57.98, 57.99, 58.0, 58.1, 58.31, 58.39, 58.41, 58.42, 58.43, 58.44, 58.45, 58.46, 58.47, 58.49, 58.5, 
58.6, 58.91, 58.92, 58.93, 58.99, 59.00, 59.02, 59.03, 59.09, 59.11, 59.12, 59.19, 59.3, 59.4, 59.5, 59.6, 59.71, 59.72, 59.79, 59.91, 59.92, 59.95, 60.21, 
60.29, 60.3, 60.4, 60.5, 60.61, 60.62, 60.69, 60.96, 60.97, 65.01, 65.09, 65.21, 65.22, 65.23, 65.24, 65.25, 65.29, 65.31, 65.39, 65.41, 65.49, 65.51, 65.52, 
65.53, 65.54, 65.61, 65.62, 65.63, 65.64, 65.71, 65.72, 65.73, 65.74, 65.75, 65.76, 65.79, 65.81, 65.89, 65.91, 65.92, 65.93, 65.94, 65.95, 65.99, 66.01, 
66.02, 67.61, 67.62, 67.69, 68.0, 68.31, 68.39, 68.41, 68.49, 68.51, 68.59, 68.61, 68.69, 68.71, 68.79, 68.8, 68.9, 69.21, 69.22, 69.23, 69.29, 69.3, 69.41, 
69.42, 69.49, 69.95, 69.97, 69.98, 69.99, 70.12, 70.13, 70.14, 70.31, 70.32, 70.33, 70.4, 70.50, 70.51, 70.52, 70.53, 70.54, 70.55, 70.61, 70.62, 70.63, 
70.64, 70.71, 70.72, 70.73, 70.74, 70.75, 70.76, 70.77, 70.78, 70.79, 70.8, 70.91, 70.92, 70.93, 70.94, 70.95, 71.01, 71.09, 71.22, 71.23, 71.24, 71.29, 
71.3, 71.4, 71.5, 71.61, 71.62, 71.71, 71.72, 71.79, 71.8, 71.9, 76.01, 76.11, 76.19, 76.2, 76.31, 76.39, 77.40, 77.41, 77.42, 77.43, 77.44, 77.45, 77.46, 
77.47, 77.48, 77.49, 77.60, 77.61, 77.62, 77.63, 77.64, 77.65, 77.66, 77.67, 77.68, 77.69, 77.70, 77.71, 77.72, 77.73, 77.74, 77.75, 77.76, 77.77, 77.78, 
77.79, 77.80, 77.81, 77.82, 77.83, 77.84, 77.85, 77.86, 77.87, 77.88, 77.89, 78.80, 78.81, 78.82, 78.83, 78.84, 78.85, 78.86, 78.87, 78.88, 78.89, 80.30, 
80.31, 80.32, 80.33, 80.34, 80.35, 80.36, 80.37, 80.38, 80.39, 80.50, 80.51, 80.53, 80.54, 80.59, 81.00, 81.01, 81.02, 81.03, 81.04, 81.05, 81.06, 81.07, 
81.08, 81.30, 81.31, 81.32, 81.33, 81.34, 81.35, 81.36, 81.37, 81.38, 81.39, 81.42, 81.43, 81.44, 81.46, 81.47, 81.49, 81.51, 81.52, 81.53, 81.54, 81.55, 
81.56, 81.57, 81.59, 81.62, 81.63, 81.64, 81.71, 81.72, 81.73, 81.74, 81.75, 81.79, 81.80, 81.81, 81.82, 81.83, 81.84, 81.85, 81.88, 81.97, 83.21, 83.29, 
84.10, 84.11, 84.12, 84.13, 84.14, 84.15, 84.16, 84.17, 84.18, 84.19, 84.51, 84.59, 84.60, 84.61, 84.62, 84.63, 84.64, 84.65, 84.66, 84.67, 84.68, 84.69, 
84.80, 84.81, 84.82, 84.83, 84.84, 84.85, 85.20, 85.21, 85.22, 85.23, 85.41, 85.42, 85.43, 85.44, 85.45, 85.46, 85.47, 85.48, 86.22, 86.28, 86.3, 86.4, 
86.60, 86.61, 86.62, 86.63, 86.64, 86.65, 86.66, 86.67, 86.69, 86.70, 86.71, 86.72, 86.73, 86.74, 86.75, 86.94, 86.95, 86.96, 86.97, 86.98, 88.52, 88.53, 
88.54, 88.55, 88.56, 88.57, 94.26, 94.27, 98.51 
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001.0, 001.1, 001.9, 002.0, 002.1, 002.2, 002.3, 002.9, 003.0, 003.1, 003.20, 003.21, 003.22, 003.29, 003.8, 003.9, 
004.0, 004.1, 004.2, 004.3, 004.8, 004.9, 005.0, 005.1, 005.2, 005.3, 005.4, 005.81, 005.89, 005.9, 006.0, 006.1, 
006.2, 006.3, 006.4, 006.5, 006.6, 006.8, 006.9, 007.0, 007.1, 007.2, 007.3, 007.4, 007.5, 007.8, 007.9, 008.00, 
008.01, 008.02, 008.03, 008.04, 008.09, 008.1, 008.2, 008.3, 008.41, 008.42, 008.43, 008.44, 008.45, 008.46, 008.47, 
008.49, 008.5, 008.61, 008.62, 008.63, 008.64, 008.65, 008.66, 008.67, 008.69, 008.8, 009.0, 009.1, 009.2, 009.3, 
010.00, 010.01, 010.02, 010.03, 010.04, 010.05, 010.06, 010.10, 010.11, 010.12, 010.13, 010.14, 010.15, 010.16, 
010.80, 010.81, 010.82, 010.83, 010.84, 010.85, 010.86, 010.90, 010.91, 010.92, 010.93, 010.94, 010.95, 010.96, 
011.00, 011.01, 011.02, 011.03, 011.04, 011.05, 011.06, 011.10, 011.11, 011.12, 011.13, 011.14, 011.15, 011.16, 
011.20, 011.21, 011.22, 011.23, 011.24, 011.25, 011.26, 011.30, 011.31, 011.32, 011.33, 011.34, 011.35, 011.36, 
011.40, 011.41, 011.42, 011.43, 011.44, 011.45, 011.46, 011.50, 011.51, 011.52, 011.53, 011.54, 011.55, 011.56, 
011.60, 011.61, 011.62, 011.63, 011.64, 011.65, 011.66, 011.70, 011.71, 011.72, 011.73, 011.74, 011.75, 011.76, 
011.80, 011.81, 011.82, 011.83, 011.84, 011.85, 011.86, 011.90, 011.91, 011.92, 011.93, 011.94, 011.95, 011.96, 
012.00, 012.01, 012.02, 012.03, 012.04, 012.05, 012.06, 012.10, 012.11, 012.12, 012.13, 012.14, 012.15, 012.16, 
012.20, 012.21, 012.22, 012.23, 012.24, 012.25, 012.26, 012.30, 012.31, 012.32, 012.33, 012.34, 012.35, 012.36, 
012.80, 012.81, 012.82, 012.83, 012.84, 012.85, 012.86, 013.00, 013.01, 013.02, 013.03, 013.04, 013.05, 013.06, 
013.10, 013.11, 013.12, 013.13, 013.14, 013.15, 013.16, 013.20, 013.21, 013.22, 013.23, 013.24, 013.25, 013.26, 
013.30, 013.31, 013.32, 013.33, 013.34, 013.35, 013.36, 013.40, 013.41, 013.42, 013.43, 013.44, 013.45, 013.46, 
013.50, 013.51, 013.52, 013.53, 013.54, 013.55, 013.56, 013.60, 013.61, 013.62, 013.63, 013.64, 013.65, 013.66, 
013.80, 013.81, 013.82, 013.83, 013.84, 013.85, 013.86, 013.90, 013.91, 013.92, 013.93, 013.94, 013.95, 013.96, 
014.00, 014.01, 014.02, 014.03, 014.04, 014.05, 014.06, 014.80, 014.81, 014.82, 014.83, 014.84, 014.85, 014.86, 
015.00, 015.01, 015.02, 015.03, 015.04, 015.05, 015.06, 015.10, 015.11, 015.12, 015.13, 015.14, 015.15, 015.16, 
015.20, 015.21, 015.22, 015.23, 015.24, 015.25, 015.26, 015.50, 015.51, 015.52, 015.53, 015.54, 015.55, 015.56, 
015.60, 015.61, 015.62, 015.63, 015.64, 015.65, 015.66, 015.70, 015.71, 015.72, 015.73, 015.74, 015.75, 015.76, 
015.80, 015.81, 015.82, 015.83, 015.84, 015.85, 015.86, 015.90, 015.91, 015.92, 015.93, 015.94, 015.95, 015.96, 
016.00, 016.01, 016.02, 016.03, 016.04, 016.05, 016.06, 016.10, 016.11, 016.12, 016.13, 016.14, 016.15, 016.16, 
016.20, 016.21, 016.22, 016.23, 016.24, 016.25, 016.26, 016.30, 016.31, 016.32, 016.33, 016.34, 016.35, 016.36, 
016.40, 016.41, 016.42, 016.43, 016.44, 016.45, 016.46, 016.50, 016.51, 016.52, 016.53, 016.54, 016.55, 016.56, 
016.60, 016.61, 016.62, 016.63, 016.64, 016.65, 016.66, 016.70, 016.71, 016.72, 016.73, 016.74, 016.75, 016.76, 
016.90, 016.91, 016.92, 016.93, 016.94, 016.95, 016.96, 017.00, 017.01, 017.02, 017.03, 017.04, 017.05, 017.06, 
017.10, 017.11, 017.12, 017.13, 017.14, 017.15, 017.16, 017.20, 017.21, 017.22, 017.23, 017.24, 017.25, 017.26, 
017.30, 017.31, 017.32, 017.33, 017.34, 017.35, 017.36, 017.40, 017.41, 017.42, 017.43, 017.44, 017.45, 017.46, 
017.50, 017.51, 017.52, 017.53, 017.54, 017.55, 017.56, 017.60, 017.61, 017.62, 017.63, 017.64, 017.65, 017.66, 
017.70, 017.71, 017.72, 017.73, 017.74, 017.75, 017.76, 017.80, 017.81, 017.82, 017.83, 017.84, 017.85, 017.86, 
017.90, 017.91, 017.92, 017.93, 017.94, 017.95, 017.96, 018.00, 018.01, 018.02, 018.03, 018.04, 018.05, 018.06, 
018.80, 018.81, 018.82, 018.83, 018.84, 018.85, 018.86, 018.90, 018.91, 018.92, 018.93, 018.94, 018.95, 018.96, 
020.0, 020.1, 020.2, 020.3, 020.4, 020.5, 020.8, 020.9, 021.0, 021.1, 021.2, 021.3, 021.8, 021.9, 022.0, 022.1, 022.2, 
022.3, 022.8, 022.9, 023.0, 023.1, 023.2, 023.3, 023.8, 023.9, 024, 025, 026.0, 026.9, 027.0, 027.1, 027.2, 027.8, 
027.9, 030.0, 030.1, 030.2, 030.3, 030.8, 030.9, 031.0, 031.1, 031.2, 031.8, 031.9, 032.0, 032.1, 032.2, 032.3, 032.81, 
032.83, 032.84, 032.85, 032.89, 032.9, 033.0, 033.1, 033.8, 033.9, 034.0, 034.1, 035, 036.0, 036.1, 036.2, 036.3, 
036.81, 036.89, 036.9, 037, 038.0, 038.10, 038.11, 038.12, 038.19, 038.2, 038.3, 038.40, 038.41, 038.42, 038.43, 
038.44, 038.49, 038.8, 038.9, 039.0, 039.1, 039.2, 039.3, 039.4, 039.8, 039.9, 040.0, 040.1, 040.2, 040.3, 040.42, 
040.81, 040.82, 040.89, 041.00, 041.01, 041.02, 041.03, 041.04, 041.05, 041.09, 041.10, 041.11, 041.12, 041.19, 
041.2, 041.3, 041.41, 041.42, 041.43, 041.49, 041.5, 041.6, 041.7, 041.81, 041.82, 041.83, 041.84, 041.85, 041.86, 
041.89, 041.9, 042, 045.00, 045.01, 045.02, 045.03, 045.10, 045.11, 045.12, 045.13, 045.20, 045.21, 045.22, 045.23, 
045.90, 045.91, 045.92, 045.93, 046.0, 046.11, 046.19, 046.2, 046.3, 046.71, 046.72, 046.79, 046.8, 046.9, 047.0, 
047.1, 047.8, 047.9, 048, 049.0, 049.1, 049.8, 049.9, 050.0, 050.1, 050.2, 050.9, 051.01, 051.02, 051.1, 051.2, 051.9, 
052.0, 052.1, 052.2, 052.7, 052.8, 052.9, 053.0, 053.10, 053.11, 053.12, 053.13, 053.14, 053.19, 053.20, 053.21, 
053.22, 053.29, 053.71, 053.79, 053.8, 053.9, 054.0, 054.10, 054.11, 054.12, 054.13, 054.19, 054.2, 054.3, 054.40, 
054.41, 054.42, 054.43, 054.44, 054.49, 054.5, 054.6, 054.71, 054.72, 054.73, 054.74, 054.79, 054.8, 054.9, 055.0, 
055.1, 055.2, 055.71, 055.79, 055.8, 055.9, 056.00, 056.01, 056.09, 056.79, 056.8, 056.9, 057.0, 057.8, 057.9, 058.10, 
058.11, 058.12, 058.21, 058.29, 058.81, 058.82, 058.89, 059.00, 059.01, 059.09, 059.10, 059.11, 059.12, 059.19, 
059.20, 059.21, 059.22, 059.8, 059.9, 060.0, 060.1, 060.9, 061, 062.0, 062.1, 062.2, 062.3, 062.4, 062.5, 062.8, 062.9, 
063.0, 063.1, 063.2, 063.8, 063.9, 064, 065.0, 065.1, 065.2, 065.3, 065.4, 065.8, 065.9, 066.0, 066.1, 066.2, 066.3, 
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066.40, 066.41, 066.42, 066.49, 066.8, 066.9, 071, 072.0, 072.1, 072.2, 072.3, 072.71, 072.72, 072.79, 072.8, 072.9, 
073.0, 073.7, 073.8, 073.9, 074.0, 074.1, 074.3, 074.8, 075, 076.0, 076.1, 076.9, 077.0, 077.1, 077.2, 077.3, 077.4, 
077.8, 077.98, 077.99, 078.0, 078.10, 078.11, 078.12, 078.19, 078.2, 078.3, 078.4, 078.5, 078.6, 078.7, 078.81, 
078.82, 078.88, 078.89, 079.0, 079.1, 079.2, 079.3, 079.4, 079.50, 079.51, 079.52, 079.53, 079.59, 079.6, 079.81, 
079.82, 079.83, 079.88, 079.89, 079.98, 079.99, 080, 081.0, 081.1, 081.2, 081.9, 082.0, 082.1, 082.2, 082.3, 082.40, 
082.41, 082.49, 082.8, 082.9, 083.0, 083.1, 083.2, 083.8, 083.9, 084.0, 084.1, 084.2, 084.3, 084.4, 084.5, 084.6, 
084.7, 084.8, 084.9, 085.0, 085.1, 085.2, 085.3, 085.4, 085.5, 085.9, 086.0, 086.1, 086.2, 086.3, 086.4, 086.5, 086.9, 
087.0, 087.1, 087.9, 088.0, 088.81, 088.82, 088.89, 088.9, 090.0, 090.1, 090.2, 090.3, 090.40, 090.41, 090.42, 090.49, 
090.5, 090.6, 090.7, 090.9, 091.0, 091.1, 091.2, 091.3, 091.4, 091.50, 091.51, 091.52, 091.61, 091.62, 091.69, 091.7, 
091.81, 091.82, 091.89, 091.9, 092.0, 092.9, 093.0, 093.1, 093.20, 093.21, 093.22, 093.23, 093.24, 093.81, 093.82, 
093.89, 093.9, 094.0, 094.1, 094.2, 094.3, 094.81, 094.82, 094.83, 094.84, 094.85, 094.86, 094.87, 094.89, 094.9, 
095.0, 095.1, 095.2, 095.3, 095.4, 095.5, 095.6, 095.7, 095.8, 095.9, 096, 097.0, 097.1, 097.9, 098.0, 098.10, 098.11, 
098.12, 098.13, 098.14, 098.15, 098.16, 098.17, 098.19, 098.2, 098.30, 098.31, 098.32, 098.33, 098.34, 098.35, 
098.36, 098.37, 098.39, 098.40, 098.41, 098.42, 098.43, 098.49, 098.50, 098.51, 098.52, 098.53, 098.59, 098.6, 
098.7, 098.81, 098.82, 098.83, 098.84, 098.85, 098.86, 098.89, 099.0, 099.1, 099.2, 099.3, 099.40, 099.41, 099.49, 
099.50, 099.51, 099.52, 099.53, 099.54, 099.55, 099.56, 099.59, 099.8, 099.9, 100.0, 100.81, 100.89, 100.9, 101, 
102.0, 102.1, 102.2, 102.3, 102.4, 102.5, 102.6, 102.7, 102.8, 102.9, 103.0, 103.1, 103.2, 103.3, 103.9, 104.0, 104.8, 
104.9, 110.0, 110.1, 110.2, 110.3, 110.4, 110.5, 110.6, 110.8, 110.9, 111.0, 111.1, 111.2, 111.3, 111.8, 111.9, 112.0, 
112.1, 112.2, 112.3, 112.4, 112.5, 112.81, 112.82, 112.83, 112.84, 112.85, 112.89, 112.9, 114.0, 114.1, 114.2, 114.3, 
114.4, 114.5, 114.9, 115.00, 115.01, 115.02, 115.03, 115.04, 115.05, 115.09, 115.10, 115.11, 115.12, 115.13, 115.14, 
115.15, 115.19, 115.90, 115.91, 115.92, 115.93, 115.94, 115.95, 115.99, 116.0, 116.1, 116.2, 117.0, 117.1, 117.2, 
117.3, 117.4, 117.5, 117.6, 117.7, 117.8, 117.9, 118, 120.0, 120.1, 120.2, 120.3, 120.8, 120.9, 121.0, 121.1, 121.2, 
121.3, 121.4, 121.5, 121.6, 121.8, 121.9, 122.0, 122.1, 122.2, 122.3, 122.4, 122.5, 122.6, 122.7, 122.8, 122.9, 123.0, 
123.1, 123.2, 123.3, 123.4, 123.5, 123.6, 123.8, 123.9, 124, 125.0, 125.1, 125.2, 125.3, 125.4, 125.5, 125.6, 125.7, 
125.9, 126.0, 126.1, 126.2, 126.3, 126.8, 126.9, 127.0, 127.1, 127.2, 127.3, 127.4, 127.5, 127.6, 127.7, 127.8, 127.9, 
128.0, 128.1, 128.8, 128.9, 129, 130.0, 130.1, 130.2, 130.3, 130.4, 130.5, 130.7, 130.8, 130.9, 131.00, 131.01, 131.02, 
131.03, 131.09, 131.8, 131.9, 132.0, 132.1, 132.2, 132.3, 132.9, 133.0, 133.8, 133.9, 134.0, 134.1, 134.2, 134.8, 
134.9, 135, 136.0, 136.1, 136.21, 136.29, 136.3, 136.4, 136.5, 136.8, 136.9, 137.0, 137.1, 137.2, 137.3, 137.4, 138, 
139.0, 139.1, 139.8, 274.00, 274.01, 274.02, 274.03, 274.10, 274.11, 274.19, 274.81, 274.82, 274.89, 274.9, 276.0, 
276.1, 276.2, 276.3, 276.4, 276.50, 276.51, 276.52, 276.61, 276.69, 276.7, 276.8, 276.9, 277.83, 277.88, 279.10, 
279.19, 279.50, 279.51, 279.52, 279.53, 282.41, 282.42, 282.5, 282.60, 282.61, 282.62, 282.63, 282.64, 282.68, 
282.69, 285.1, 285.3, 287.41, 288.00, 288.01, 288.02, 288.03, 288.04, 288.09, 288.1, 288.2, 288.3, 288.4, 288.50, 
288.51, 288.59, 288.60, 288.61, 288.62, 288.63, 288.64, 288.65, 288.66, 288.69, 288.8, 288.9, 289.1, 289.2, 289.3, 
289.53, 290.0, 290.10, 290.11, 290.12, 290.13, 290.20, 290.21, 290.3, 290.40, 290.41, 290.42, 290.43, 290.8, 290.9, 
291.0, 291.1, 291.2, 291.3, 291.4, 291.5, 291.81, 291.82, 291.89, 291.9, 292.0, 292.11, 292.12, 292.2, 292.81, 292.82, 
292.83, 292.84, 292.85, 292.89, 292.9, 293.0, 293.1, 293.84, 293.89, 293.9, 294.0, 294.10, 294.11, 294.20, 294.21, 
294.8, 294.9, 300.00, 300.01, 300.02, 300.09, 300.10, 300.11, 300.12, 300.13, 300.14, 300.15, 300.16, 300.19, 
300.20, 300.21, 300.22, 300.23, 300.29, 300.3, 300.5, 300.6, 300.7, 300.81, 300.82, 300.89, 300.9, 301.0, 301.10, 
301.11, 301.12, 301.13, 301.20, 301.21, 301.22, 301.3, 301.4, 301.50, 301.51, 301.59, 301.6, 301.7, 301.81, 301.82, 
301.83, 301.84, 301.89, 301.9, 302.0, 302.1, 302.2, 302.3, 302.4, 302.50, 302.51, 302.52, 302.53, 302.6, 302.70, 
302.71, 302.72, 302.73, 302.74, 302.75, 302.76, 302.79, 302.81, 302.82, 302.83, 302.84, 302.85, 302.89, 302.9, 
303.00, 303.01, 303.02, 303.03, 303.90, 303.91, 303.92, 303.93, 304.00, 304.01, 304.02, 304.03, 304.10, 304.11, 
304.12, 304.13, 304.20, 304.21, 304.22, 304.23, 304.30, 304.31, 304.32, 304.33, 304.40, 304.41, 304.42, 304.43, 
304.50, 304.51, 304.52, 304.53, 304.60, 304.61, 304.62, 304.63, 304.70, 304.71, 304.72, 304.73, 304.80, 304.81, 
304.82, 304.83, 304.90, 304.91, 304.92, 304.93, 305.00, 305.01, 305.02, 305.03, 305.1, 305.20, 305.21, 305.22, 
305.23, 305.30, 305.31, 305.32, 305.33, 305.40, 305.41, 305.42, 305.43, 305.50, 305.51, 305.52, 305.53, 305.60, 
305.61, 305.62, 305.63, 305.70, 305.71, 305.72, 305.73, 305.80, 305.81, 305.82, 305.83, 305.90, 305.91, 305.92, 
305.93, 306.0, 306.1, 306.2, 306.3, 306.4, 306.50, 306.51, 306.52, 306.53, 306.59, 306.6, 306.7, 306.8, 306.9, 307.1, 
307.40, 307.41, 307.42, 307.43, 307.44, 307.45, 307.46, 307.47, 307.48, 307.49, 307.50, 307.51, 307.52, 307.53, 
307.54, 307.59, 307.80, 307.81, 307.89, 308.0, 308.1, 308.2, 308.3, 308.4, 308.9, 309.0, 309.1, 309.22, 309.23, 
309.24, 309.28, 309.29, 309.3, 309.4, 309.81, 309.82, 309.83, 309.89, 309.9, 310.0, 310.1, 310.2, 310.81, 310.89, 
310.9, 312.00, 312.01, 312.02, 312.03, 312.10, 312.11, 312.12, 312.13, 312.20, 312.21, 312.22, 312.23, 312.30, 
312.31, 312.32, 312.33, 312.34, 312.35, 312.39, 312.4, 312.81, 312.82, 312.89, 312.9, 313.0, 313.1, 313.21, 313.22, 
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313.3, 313.81, 313.82, 313.83, 314.00, 314.01, 314.1, 314.2, 314.8, 314.9, 316, 320.0, 320.1, 320.2, 320.3, 320.7, 
320.81, 320.82, 320.89, 320.9, 321.0, 321.1, 321.2, 321.3, 321.4, 321.8, 322.0, 322.1, 322.2, 322.9, 323.01, 323.02, 
323.1, 323.2, 323.41, 323.42, 323.51, 323.52, 323.61, 323.62, 323.63, 323.71, 323.72, 323.81, 323.82, 323.9, 324.0, 
324.1, 324.9, 326, 327.00, 327.01, 327.09, 327.10, 327.11, 327.12, 327.13, 327.14, 327.19, 327.20, 327.21, 327.22, 
327.23, 327.24, 327.25, 327.26, 327.27, 327.29, 327.40, 327.41, 327.42, 327.43, 327.44, 327.49, 327.51, 327.59, 
327.8, 331.0, 331.11, 331.19, 331.2, 331.82, 333.92, 339.00, 339.01, 339.02, 339.03, 339.04, 339.05, 339.09, 339.10, 
339.11, 339.12, 339.20, 339.21, 339.22, 339.3, 339.41, 339.42, 339.43, 339.44, 339.81, 339.82, 339.83, 339.84, 
339.85, 339.89, 341.20, 341.21, 341.22, 342.00, 342.01, 342.02, 342.10, 342.11, 342.12, 342.80, 342.81, 342.82, 
342.90, 342.91, 342.92, 343.0, 343.1, 343.2, 343.3, 343.4, 343.8, 343.9, 344.00, 344.01, 344.02, 344.03, 344.04, 
344.09, 344.1, 344.2, 344.30, 344.31, 344.32, 344.40, 344.41, 344.42, 344.5, 344.60, 344.81, 344.89, 344.9, 345.00, 
345.01, 345.10, 345.11, 345.2, 345.3, 345.40, 345.41, 345.50, 345.51, 345.60, 345.61, 345.70, 345.71, 345.80, 
345.81, 345.90, 345.91, 346.00, 346.01, 346.02, 346.03, 346.10, 346.11, 346.12, 346.13, 346.20, 346.21, 346.22, 
346.23, 346.30, 346.31, 346.32, 346.33, 346.40, 346.41, 346.42, 346.43, 346.50, 346.51, 346.52, 346.53, 346.60, 
346.61, 346.62, 346.63, 346.70, 346.71, 346.72, 346.73, 346.80, 346.81, 346.82, 346.83, 346.90, 346.91, 346.92, 
346.93, 348.1, 349.0, 349.1, 349.31, 349.39, 357.5, 360.00, 360.01, 360.02, 360.03, 360.04, 360.11, 360.12, 360.13, 
360.14, 360.19, 360.20, 360.21, 360.23, 360.24, 360.29, 360.30, 360.31, 360.32, 360.33, 360.34, 360.40, 360.41, 
360.42, 360.43, 360.44, 360.50, 360.51, 360.52, 360.53, 360.54, 360.55, 360.59, 360.60, 360.61, 360.62, 360.63, 
360.64, 360.65, 360.69, 360.81, 360.89, 360.9, 361.00, 361.01, 361.02, 361.03, 361.04, 361.05, 361.06, 361.07, 
361.10, 361.11, 361.12, 361.13, 361.14, 361.19, 361.2, 361.30, 361.31, 361.32, 361.33, 361.81, 361.89, 361.9, 
362.01, 362.02, 362.03, 362.04, 362.05, 362.06, 362.07, 362.10, 362.11, 362.12, 362.13, 362.14, 362.15, 362.16, 
362.17, 362.18, 362.20, 362.21, 362.22, 362.23, 362.24, 362.25, 362.26, 362.27, 362.29, 362.30, 362.31, 362.32, 
362.33, 362.34, 362.35, 362.36, 362.37, 362.40, 362.41, 362.42, 362.43, 362.50, 362.51, 362.52, 362.53, 362.54, 
362.55, 362.56, 362.57, 362.60, 362.61, 362.62, 362.63, 362.64, 362.65, 362.66, 362.70, 362.71, 362.72, 362.73, 
362.74, 362.75, 362.76, 362.77, 362.81, 362.82, 362.83, 362.84, 362.85, 362.89, 362.9, 363.00, 363.01, 363.03, 
363.04, 363.05, 363.06, 363.07, 363.08, 363.10, 363.11, 363.12, 363.13, 363.14, 363.15, 363.20, 363.21, 363.22, 
363.30, 363.31, 363.32, 363.33, 363.34, 363.35, 363.40, 363.41, 363.42, 363.43, 363.50, 363.51, 363.52, 363.53, 
363.54, 363.55, 363.56, 363.57, 363.61, 363.62, 363.63, 363.70, 363.71, 363.72, 363.8, 363.9, 364.00, 364.01, 
364.02, 364.03, 364.04, 364.05, 364.10, 364.11, 364.21, 364.22, 364.23, 364.24, 364.3, 364.41, 364.42, 364.51, 
364.52, 364.53, 364.54, 364.55, 364.56, 364.57, 364.59, 364.60, 364.61, 364.62, 364.63, 364.64, 364.70, 364.71, 
364.72, 364.73, 364.74, 364.75, 364.76, 364.77, 364.81, 364.82, 364.89, 364.9, 367.0, 367.1, 367.20, 367.21, 367.22, 
367.31, 367.32, 367.4, 367.51, 367.52, 367.53, 367.81, 367.89, 367.9, 368.00, 368.01, 368.02, 368.03, 368.10, 
368.11, 368.12, 368.13, 368.14, 368.15, 368.16, 368.2, 368.30, 368.31, 368.32, 368.33, 368.34, 368.40, 368.41, 
368.42, 368.43, 368.44, 368.45, 368.46, 368.47, 368.51, 368.52, 368.53, 368.54, 368.55, 368.59, 368.60, 368.61, 
368.62, 368.63, 368.69, 368.8, 368.9, 369.00, 369.01, 369.02, 369.03, 369.04, 369.05, 369.06, 369.07, 369.08, 
369.10, 369.11, 369.12, 369.13, 369.14, 369.15, 369.16, 369.17, 369.18, 369.20, 369.21, 369.22, 369.23, 369.24, 
369.25, 369.3, 369.4, 369.60, 369.61, 369.62, 369.63, 369.64, 369.65, 369.66, 369.67, 369.68, 369.69, 369.70, 
369.71, 369.72, 369.73, 369.74, 369.75, 369.76, 369.8, 369.9, 370.00, 3 70.01, 370.02, 370.03, 370.04, 370.05, 
370.06, 370.07, 370.20, 370.21, 370.22, 370.23, 370.24, 370.31, 370.32, 370.33, 370.34, 370.35, 370.40, 370.44, 
370.49, 370.50, 370.52, 370.54, 370.55, 370.59, 370.60, 370.61, 370.62, 370.63, 370.64, 370.8, 370.9, 371.00, 
371.01, 371.02, 371.03, 371.04, 371.05, 371.10, 371.11, 371.12, 371.13, 371.14, 371.15, 371.16, 371.20, 371.21, 
371.22, 371.23, 371.24, 371.30, 371.31, 371.32, 371.33, 371.40, 371.41, 371.42, 371.43, 371.44, 371.45, 371.46, 
371.48, 371.49, 371.50, 371.51, 371.52, 371.53, 371.54, 371.55, 371.56, 371.57, 371.58, 371.60, 371.61, 371.62, 
371.70, 371.71, 371.72, 371.73, 371.81, 371.82, 371.89, 371.9, 372.00, 372.01, 372.02, 372.03, 372.04, 372.05, 
372.06, 372.10, 372.11, 372.12, 372.13, 372.14, 372.15, 372.20, 372.21, 372.22, 372.30, 372.31, 372.33, 372.34, 
372.39, 372.40, 372.41, 372.42, 372.43, 372.44, 372.45, 372.50, 372.51, 372.52, 372.53, 372.54, 372.55, 372.56, 
372.61, 372.62, 372.63, 372.64, 372.71, 372.72, 372.73, 372.74, 372.75, 372.81, 372.89, 372.9, 373.00, 373.01, 
373.02, 373.11, 373.12, 373.13, 373.2, 373.31, 373.32, 373.33, 373.34, 373.4, 373.5, 373.6, 373.8, 373.9, 374.00, 
374.01, 374.02, 374.03, 374.04, 374.05, 374.10, 374.11, 374.12, 374.13, 374.14, 374.20, 374.21, 374.22, 374.23, 
374.30, 374.31, 374.32, 374.33, 374.34, 374.41, 374.43, 374.44, 374.45, 374.46, 374.50, 374.51, 374.52, 374.53, 
374.54, 374.55, 374.56, 374.81, 374.82, 374.83, 374.84, 374.85, 374.86, 374.87, 374.89, 374.9, 375.00, 375.01, 
375.02, 375.03, 375.11, 375.12, 375.13, 375.14, 375.15, 375.16, 375.20, 375.21, 375.22, 375.30, 375.31, 375.32, 
375.33, 375.41, 375.42, 375.43, 375.51, 375.52, 375.53, 375.54, 375.55,  375.56, 375.57, 375.61, 375.69, 375.81, 
375.89, 375.9, 376.00, 376.01, 376.02, 376.03, 376.04, 376.10, 376.11, 376.12, 376.13, 376.21, 376.22, 376.30, 
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376.31, 376.32, 376.33, 376.34, 376.35, 376.36, 376.40, 376.41, 376.42, 376.43, 376.44, 376.45, 376.46, 376.47, 
376.50, 376.51, 376.52, 376.6, 376.81, 376.82, 376.89, 376.9, 377.00, 377.01, 377.02, 377.03, 377.04, 377.10, 
377.11, 377.12, 377.13, 377.14, 377.15, 377.16, 377.21, 377.22, 377.23, 377.24, 377.30, 377.31, 377.32, 377.33, 
377.34, 377.39, 377.41, 377.42, 377.43, 377.49, 377.51, 377.52, 377.53, 377.54, 377.61, 377.62, 377.63, 377.71, 
377.72, 377.73, 377.75, 377.9, 378.00, 378.01, 378.02, 378.03, 378.04, 378.05, 378.06, 378.07, 378.08, 378.10, 
378.11, 378.12, 378.13, 378.14, 378.15, 378.16, 378.17, 378.18, 378.20, 378.21, 378.22, 378.23, 378.24, 378.30, 
378.31, 378.32, 378.33, 378.34, 378.35, 378.40, 378.41, 378.42, 378.43, 378.44, 378.45, 378.50, 378.51, 378.52, 
378.53, 378.54, 378.55, 378.56, 378.60, 378.61, 378.62, 378.63, 378.71, 378.72, 378.73, 378.81, 378.82, 378.83, 
378.84, 378.85, 378.86, 378.87, 378.9, 379.00, 379.01, 379.02, 379.03, 379.04, 379.05, 379.06, 379.07, 379.09, 
379.11, 379.12, 379.13, 379.14, 379.15, 379.16, 379.19, 379.21, 379.22, 379.23, 379.24, 379.25, 379.26, 379.27, 
379.29, 379.31, 379.32, 379.33, 379.34, 379.39, 379.40, 379.41, 379.42, 379.43, 379.45, 379.46, 379.49, 379.50, 
379.51, 379.52, 379.53, 379.54, 379.55, 379.56, 379.57, 379.58, 379.59, 379.60, 379.61, 379.62, 379.63, 379.8, 
379.90, 379.91, 379.92, 379.93, 379.99, 381.00, 381.01, 381.02, 381.03, 381.04, 381.05, 381.06, 381.10, 381.19, 
381.20, 381.29, 381.3, 381.4, 381.50, 381.51, 381.52, 381.60, 381.61, 381.62, 381.63, 381.7, 381.81, 381.89, 381.9, 
382.00, 382.01, 382.02, 382.1, 382.2, 382.3, 382.4, 382.9, 383.00, 383.01, 383.02, 383.1, 383.20, 383.21, 383.22, 
383.30, 383.31, 383.32, 383.33, 383.81, 383.89, 383.9, 384.20, 384.21, 384.22, 384.23, 384.24, 384.25, 384.81, 
384.82, 384.9, 385.00, 385.01, 385.02, 385.03, 385.09, 385.10, 385.11, 385.12, 385.13, 385.19, 385.21, 385.22, 
385.23, 385.24, 386.00, 386.01, 386.02, 386.03, 386.04, 386.10, 386.11, 386.12, 386.19, 386.2, 386.30, 386.31, 
386.32, 386.33, 386.34, 386.35, 386.40, 386.41, 386.42, 386.43, 386.48, 386.50, 386.51, 386.52, 386.53, 386.54, 
386.55, 386.56, 386.58, 386.8, 386.9, 387.0, 387.1, 387.2, 387.8, 387.9, 390, 391.0, 391.1, 391.2, 391.8, 391.9, 392.0, 
392.9, 398.0, 398.90, 398.91, 398.99, 401.0, 402.00, 402.01, 402.10, 402.11, 402.90, 402.91, 403.00, 403.01, 403.10, 
403.11, 403.90, 403.91, 404.00, 404.01, 404.02, 404.03, 404.10, 404.11, 404.12, 404.13, 404.90, 404.91, 404.92, 
404.93, 405.01, 405.09, 405.11, 405.19, 405.91, 405.99, 410.00, 410.01, 410.02, 410.10, 410.11, 410.12, 410.20, 
410.21, 410.22, 410.30, 410.31, 410.32, 410.40, 410.41, 410.42, 410.50, 410.51, 410.52, 410.60, 410.61, 410.62, 
410.70, 410.71, 410.72, 410.80, 410.81, 410.82, 410.90, 410.91, 410.92, 414.02, 414.03, 414.04, 414.05, 414.07, 
414.10, 414.11, 414.12, 414.19, 415.11, 420.0, 420.90, 420.91, 420.99, 421.0, 421.1, 421.9, 422.0, 422.90, 422.91, 
422.92, 422.93, 422.99, 423.0, 423.1, 423.2, 423.3, 425.5, 426.0, 426.10, 426.11, 426.12, 426.13, 426.2, 426.3, 426.4, 
426.50, 426.51, 426.52, 426.53, 426.54, 426.6, 426.7, 426.81, 426.82, 426.9, 427.2, 427.41, 427.42, 427.5, 427.69, 
427.89, 427.9, 428.0, 428.1, 428.20, 428.21, 428.23, 428.30, 428.31, 428.33, 428.40, 428.41, 428.43, 428.9, 429.0, 
429.1, 429.2, 429.3, 429.4, 429.5, 429.6, 429.71, 429.79, 429.81, 429.82, 429.83, 429.89, 429.9, 430, 431, 432.0, 
432.1, 432.9, 433.01, 433.11, 433.21, 433.31, 433.81, 433.91, 434.00, 434.01, 434.10, 434.11, 434.90, 434.91, 435.0, 
435.1, 435.2, 435.3, 435.8, 435.9, 436, 437.2, 440.30, 440.31, 440.32, 444.01, 444.09, 444.1, 444.21, 444.22, 444.81, 
444.89, 444.9, 445.01, 445.02, 445.81, 445.89, 449, 451.0, 451.11, 451.19, 451.2, 451.81, 451.82, 451.83, 451.84, 
451.89, 451.9, 452, 453.0, 453.1, 453.2, 453.3, 453.40, 453.41, 453.42, 453.50, 453.51, 453.52, 453.6, 453.71, 
453.72, 453.73, 453.74, 453.75, 453.76, 453.77, 453.79, 453.81, 453.82, 453.83, 453.84, 453.85, 453.86, 453.87, 
453.89, 453.9, 455.0, 455.1, 455.2, 455.3, 455.4, 455.5, 455.6, 455.7, 455.8, 455.9, 456.0, 456.20, 458.21, 458.29, 
460, 461.0, 461.1, 461.2, 461.3, 461.8, 461.9, 462, 463, 464.00, 464.01, 464.10, 464.11, 464.20, 464.21, 464.30, 
464.31, 464.4, 464.50, 464.51, 465.0, 465.8, 465.9, 466.0, 466.11, 466.19, 473.0, 473.1, 473.2, 473.3, 473.8, 473.9, 
474.00, 474.01, 474.02, 474.10, 474.11, 474.12, 474.2, 474.8, 474.9, 475, 477.1, 480.0, 480.1, 480.2, 480.3, 480.8, 
480.9, 481, 482.0, 482.1, 482.2, 482.30, 482.31, 482.32, 482.39, 482.40, 482.41, 482.42, 482.49, 482.81, 482.82, 
482.83, 482.84, 482.89, 482.9, 483.0, 483.1, 483.8, 484.1, 484.3, 484.5, 484.6, 484.7, 484.8, 485, 486, 487.0, 487.1, 
487.8, 488.01, 488.02, 488.09, 488.11, 488.12, 488.19, 488.81, 488.82, 488.89, 490, 491.0, 491.1, 491.20, 491.21, 
491.22, 491.8, 491.9, 492.0, 492.8, 493.00, 493.01, 493.02, 493.10, 493.11, 493.12, 493.20, 493.21, 493.22, 493.81, 
493.82, 493.90, 493.91, 493.92, 494.0, 494.1, 496, 507.0, 510.0, 510.9, 511.0, 511.1, 511.89, 511.9, 512.0, 512.1, 
512.2, 512.81, 512.82, 512.83, 512.84, 512.89, 513.0, 517.1, 517.3, 518.0, 518.1, 518.2, 518.51, 518.52, 518.53, 
518.6, 518.7, 518.81, 518.82, 518.83, 518.84, 519.00, 519.01, 519.02, 519.09, 527.0, 527.1, 527.2, 527.3, 527.4, 
527.5, 527.6, 527.7, 527.8, 527.9, 528.00, 528.01, 528.02, 528.09, 528.1, 528.2, 528.3, 528.4, 528.5, 528.6, 528.71, 
528.72, 528.79, 528.8, 528.9, 529.0, 529.1, 529.2, 529.3, 529.4, 529.5, 529.6, 529.8, 529.9, 530.7, 530.82, 530.86, 
530.87, 531.00, 531.01, 531.10, 531.11, 531.20, 531.21, 531.30, 531.31, 531.40, 531.41, 531.50, 531.51, 531.60, 
531.61, 531.70, 531.71, 531.90, 531.91, 532.00, 532.01, 532.10, 532.11, 532.20, 532.21, 532.30, 532.31, 532.40, 
532.41, 532.50, 532.51, 532.60, 532.61, 532.70, 532.71, 532.90, 532.91, 533.00, 533.01, 533.10, 533.11, 533.20, 
533.21, 533.30, 533.31, 533.40, 533.41, 533.50, 533.51, 533.60, 533.61, 533.70, 533.71, 533.90, 533.91, 534.00, 
534.01, 534.10, 534.11, 534.20, 534.21, 534.30, 534.31, 534.40, 534.41, 534.50, 534.51, 534.60, 534.61, 534.70, 
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534.71, 534.90, 534.91, 535.00, 535.01, 535.10, 535.11, 535.20, 535.21, 535.30, 535.31, 535.40, 535.41, 535.50, 
535.51, 535.60, 535.61, 535.70, 535.71, 536.40, 536.41, 536.42, 536.49, 539.01, 539.09, 539.81, 539.89, 540.0, 
540.1, 540.9, 541, 542, 543.0, 543.9, 558.3, 558.41, 558.42, 558.9, 560.0, 560.1, 560.2, 560.30, 560.31, 560.32, 
560.39, 560.81, 560.89, 560.9, 562.00, 562.01, 562.02, 562.03, 562.10, 562.11, 562.12, 562.13, 564.2, 564.3, 564.4, 
567.0, 567.1, 567.21, 567.22, 567.23, 567.29, 567.38, 567.39, 567.81, 567.82, 567.89, 567.9, 569.3, 569.5, 569.60, 
569.61, 569.62, 569.69, 569.71, 569.79, 571.0, 571.1, 571.2, 571.3, 574.00, 574.01, 574.30, 574.31, 574.60, 574.61, 
574.80, 574.81, 575.0, 575.12, 576.1, 577.0, 578.0, 578.1, 578.9, 579.3, 584.5, 584.6, 584.7, 584.8, 584.9, 586, 
590.00, 590.01, 590.10, 590.11, 590.2, 590.3, 590.80, 590.81, 590.9, 595.0, 595.1, 595.2, 595.3, 595.4, 595.81, 
595.82, 595.89, 595.9, 596.81, 596.82, 596.83, 597.0, 597.80, 597.81, 597.89, 598.00, 598.01, 599.0, 601.0, 601.1, 
601.2, 601.3, 601.4, 601.8, 601.9, 603.1, 604.0, 604.90, 604.91, 604.99, 607.1, 607.2, 608.0, 608.4, 614.0, 614.1, 
614.2, 614.3, 614.4, 614.5, 614.6, 614.7, 614.8, 614.9, 615.0, 615.1, 615.9, 616.0, 616.10, 616.11, 616.2, 616.3, 
616.4, 616.50, 616.51, 616.81, 616.89, 616.9, 620.0, 620.1, 620.2, 625.71, 629.31, 629.32, 648.30, 648.31, 648.32, 
648.33, 648.34, 648.40, 648.41, 648.42, 648.43, 648.44, 655.50, 655.51, 655.53, 680.0, 680.1, 680.2, 680.3, 680.4, 
680.5, 680.6, 680.7, 680.8, 680.9, 681.00, 681.01, 681.02, 681.10, 681.11, 681.9, 682.0, 682.1, 682.2, 682.3, 682.4, 
682.5, 682.6, 682.7, 682.8, 682.9, 683, 684, 685.0, 685.1, 686.00, 686.01, 686.09, 686.1, 686.8, 686.9, 690.10, 
690.11, 690.12, 690.18, 690.8, 691.0, 691.8, 692.0, 692.1, 692.2, 692.3, 692.4, 692.5, 692.6, 692.70, 692.71, 692.72, 
692.73, 692.74, 692.76, 692.77, 692.79, 692.81, 692.82, 692.83, 692.84, 692.89, 692.9, 693.0, 693.1, 693.8, 693.9, 
694.0, 694.1, 694.2, 694.3, 694.4, 694.5, 694.60, 694.61, 694.8, 694.9, 695.0, 695.10, 695.11, 695.12, 695.13, 695.14, 
695.15, 695.19, 695.2, 695.3, 695.4, 695.50, 695.51, 695.52, 695.53, 695.54, 695.55, 695.56, 695.57, 695.58, 695.59, 
695.81, 695.89, 695.9, 696.0, 696.1, 696.2, 696.3, 696.4, 696.5, 696.8, 697.0, 697.1, 697.8, 697.9, 698.0, 698.1, 
698.2, 698.3, 698.4, 698.8, 698.9, 708.0, 708.1, 708.2, 708.3, 708.4, 708.5, 708.8, 708.9, 712.10, 712.11, 712.12, 
712.13, 712.14, 712.15, 712.16, 712.17, 712.18, 712.19, 712.20, 712.21, 712.22, 712.23, 712.24, 712.25, 712.26, 
712.27, 712.28, 712.29, 712.30, 712.31, 712.32, 712.33, 712.34, 712.35, 712.36, 712.37, 712.38, 712.39, 712.80, 
712.81, 712.82, 712.83, 712.84, 712.85, 712.86, 712.87, 712.88, 712.89, 712.90, 712.91, 712.92, 712.93, 712.94, 
712.95, 712.96, 712.97, 712.98, 712.99, 716.10, 716.11, 716.12, 716.13, 716.14, 716.15, 716.16, 716.17, 716.18, 
716.19, 717.0, 717.1, 717.2, 717.3, 717.40, 717.41, 717.42, 717.43, 717.49, 717.5, 717.6, 717.7, 717.81, 717.82, 
717.83, 717.84, 717.85, 717.89, 717.9, 718.00, 718.01, 718.02, 718.03, 718.04, 718.05, 718.07, 718.08, 718.09, 
718.30, 718.31, 718.32, 718.33, 718.34, 718.35, 718.36, 718.37, 718.38, 718.39, 742.0, 742.1, 742.2, 742.3, 760.71, 
760.72, 760.73, 760.75, 771.81, 779.5, 780.01, 780.02, 780.03, 780.09, 780.1, 780.2, 780.31, 780.32, 780.33, 780.39, 
780.4, 780.50, 780.51, 780.52, 780.53, 780.54, 780.55, 780.56, 780.57, 780.58, 780.59, 780.60, 780.61, 780.62, 
780.63, 780.64, 780.65, 780.66, 780.71, 780.72, 780.79, 780.93, 780.94, 780.95, 780.96, 780.97, 780.99, 781.4, 
781.5, 781.6, 781.93, 782.3, 782.61, 782.62, 782.8, 782.9, 783.0, 783.6, 784.0, 784.2, 784.91, 785.0, 785.50, 785.51, 
785.52, 785.59, 785.6, 786.50, 786.51, 786.59, 787.01, 787.02, 787.03, 787.04, 789.00, 789.01, 789.02, 789.03, 
789.04, 789.05, 789.06, 789.07, 789.09, 789.60, 789.61, 789.62, 789.63, 789.64, 789.65, 789.66, 789.67, 789.69, 
790.1, 790.3, 790.6, 790.7, 790.8, 790.91, 790.92, 790.93, 790.94, 790.95, 790.99, 792.4, 792.9, 793.2, 793.99, 794.9, 
795.05, 795.15, 795.19, 795.31, 795.39, 795.4, 795.71, 795.81, 795.82, 795.89, 796.0, 796.3, 796.4, 796.5, 796.6, 
796.75, 796.79, 796.9, 797, 798.0, 798.1, 798.2, 798.9, 799.01, 799.02, 799.1, 799.21, 799.22, 799.23, 799.24, 
799.25, 799.29, 799.3, 799.81, 799.82, 799.89, 799.9, 800.00, 800.01, 800.02, 800.03, 800.04, 800.05, 800.06, 
800.09, 800.10, 800.11, 800.12, 800.13, 800.14, 800.15, 800.16, 800.19, 800.20, 800.21, 800.22, 800.23, 800.24, 
800.25, 800.26, 800.29, 800.30, 800.31, 800.32, 800.33, 800.34, 800.35, 800.36, 800.39, 800.40, 800.41, 800.42, 
800.43, 800.44, 800.45, 800.46, 800.49, 800.50, 800.51, 800.52, 800.53, 800.54, 800.55, 800.56, 800.59, 800.60, 
800.61, 800.62, 800.63, 800.64, 800.65, 800.66, 800.69, 800.70, 800.71, 800.72, 800.73, 800.74, 800.75, 800.76, 
800.79, 800.80, 800.81, 800.82, 800.83, 800.84, 800.85, 800.86, 800.89, 800.90, 800.91, 800.92, 800.93, 800.94, 
800.95, 800.96, 800.99, 801.00, 801.01, 801.02, 801.03, 801.04, 801.05, 801.06, 801.09, 801.10, 801.11, 801.12, 
801.13, 801.14, 801.15, 801.16, 801.19, 801.20, 801.21, 801.22, 801.23, 801.24, 801.25, 801.26, 801.29, 801.30, 
801.31, 801.32, 801.33, 801.34, 801.35, 801.36, 801.39, 801.40, 801.41, 801.42, 801.43, 801.44, 801.45, 801.46, 
801.49, 801.50, 801.51, 801.52, 801.53, 801.54, 801.55, 801.56, 801.59, 801.60, 801.61, 801.62, 801.63, 801.64, 
801.65, 801.66, 801.69, 801.70, 801.71, 801.72, 801.73, 801.74, 801.75, 801.76, 801.79, 801.80, 801.81, 801.82, 
801.83, 801.84, 801.85, 801.86, 801.89, 801.90, 801.91, 801.92, 801.93, 801.94, 801.95, 801.96, 801.99, 802.0, 
802.1, 802.20, 802.21, 802.22, 802.23, 802.24, 802.25, 802.26, 802.27, 802.28, 802.29, 802.30, 802.31, 802.32, 
802.33, 802.34, 802.35, 802.36, 802.37, 802.38, 802.39, 802.4, 802.5, 802.6, 802.7, 802.8, 802.9, 803.00, 803.01, 
803.02, 803.03, 803.04, 803.05, 803.06, 803.09, 803.10, 803.11, 803.12, 803.13, 803.14, 803.15, 803.16, 803.19, 
803.20, 803.21, 803.22, 803.23, 803.24, 803.25, 803.26, 803.29, 803.30, 803.31, 803.32, 803.33, 803.34, 803.35, 
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803.36, 803.39, 803.40, 803.41, 803.42, 803.43, 803.44, 803.45, 803.46, 803.49, 803.50, 803.51, 803.52, 803.53, 
803.54, 803.55, 803.56, 803.59, 803.60, 803.61, 803.62, 803.63, 803.64, 803.65, 803.66, 803.69, 803.70, 803.71, 
803.72, 803.73, 803.74, 803.75, 803.76, 803.79, 803.80, 803.81, 803.82, 803.83, 803.84, 803.85, 803.86, 803.89, 
803.90, 803.91, 803.92, 803.93, 803.94, 803.95, 803.96, 803.99, 804.00, 804.01, 804.02, 804.03, 804.04, 804.05, 
804.06, 804.09, 804.10, 804.11, 804.12, 804.13, 804.14, 804.15, 804.16, 804.19, 804.20, 804.21, 804.22, 804.23, 
804.24, 804.25, 804.26, 804.29, 804.30, 804.31, 804.32, 804.33, 804.34, 804.35, 804.36, 804.39, 804.40, 804.41, 
804.42, 804.43, 804.44, 804.45, 804.46, 804.49, 804.50, 804.51, 804.52, 804.53, 804.54, 804.55, 804.56, 804.59, 
804.60, 804.61, 804.62, 804.63, 804.64, 804.65, 804.66, 804.69, 804.70, 804.71, 804.72, 804.73, 804.74, 804.75, 
804.76, 804.79, 804.80, 804.81, 804.82, 804.83, 804.84, 804.85, 804.86, 804.89, 804.90, 804.91, 804.92, 804.93, 
804.94, 804.95, 804.96, 804.99, 806.00, 806.01, 806.02, 806.03, 806.04, 806.05, 806.06, 806.07, 806.08, 806.09, 
806.10, 806.11, 806.12, 806.13, 806.14, 806.15, 806.16, 806.17, 806.18, 806.19, 806.20, 806.21, 806.22, 806.23, 
806.24, 806.25, 806.26, 806.27, 806.28, 806.29, 806.30, 806.31, 806.32, 806.33, 806.34, 806.35, 806.36, 806.37, 
806.38, 806.39, 806.4, 806.5, 806.60, 806.61, 806.62, 806.69, 806.70, 806.71, 806.72, 806.79, 806.8, 806.9, 810.00, 
810.01, 810.02, 810.03, 810.10, 810.11, 810.12, 810.13, 811.00, 811.01, 811.02, 811.03, 811.09, 811.10, 811.11, 
811.12, 811.13, 811.19, 812.00, 812.01, 812.02, 812.03, 812.09, 812.10, 812.11, 812.12, 812.13, 812.19, 812.20, 
812.21, 812.30, 812.31, 812.40, 812.41, 812.42, 812.43, 812.44, 812.49, 812.50, 812.51, 812.52, 812.53, 812.54, 
812.59, 813.00, 813.01, 813.02, 813.03, 813.04, 813.05, 813.06, 813.07, 813.08, 813.10, 813.11, 813.12, 813.13, 
813.14, 813.15, 813.16, 813.17, 813.18, 813.20, 813.21, 813.22, 813.23, 813.30, 813.31, 813.32, 813.33, 813.40, 
813.41, 813.42, 813.43, 813.44, 813.45, 813.46, 813.47, 813.50, 813.51, 813.52, 813.53, 813.54, 813.80, 813.81, 
813.82, 813.83, 813.90, 813.91, 813.92, 813.93, 814.00, 814.01, 814.02, 814.03, 814.04, 814.05, 814.06, 814.07, 
814.08, 814.09, 814.10, 814.11, 814.12, 814.13, 814.14, 814.15, 814.16, 814.17, 814.18, 814.19, 815.00, 815.01, 
815.02, 815.03, 815.04, 815.09, 815.10, 815.11, 815.12, 815.13, 815.14, 815.19, 816.00, 816.01, 816.02, 816.03, 
816.10, 816.11, 816.12, 816.13, 817.0, 817.1, 818.0, 818.1, 819.0, 819.1, 820.00, 820.01, 820.02, 820.03, 820.09, 
820.10, 820.11, 820.12, 820.13, 820.19, 820.20, 820.21, 820.22, 820.30, 820.31, 820.32, 820.8, 820.9, 821.00, 
821.01, 821.10, 821.11, 821.20, 821.21, 821.22, 821.23, 821.29, 821.30, 821.31, 821.32, 821.33, 821.39, 822.0, 
822.1, 823.00, 823.01, 823.02, 823.10, 823.11, 823.12, 823.20, 823.21, 823.22, 823.30, 823.31, 823.32, 823.40, 
823.41, 823.42, 823.80, 823.81, 823.82, 823.90, 823.91, 823.92, 824.0, 824.1, 824.2, 824.3, 824.4, 824.5, 824.6, 
824.7, 824.8, 824.9, 825.0, 825.1, 825.20, 825.21, 825.22, 825.23, 825.24, 825.25, 825.29, 825.30, 825.31, 825.32, 
825.33, 825.34, 825.35, 825.39, 826.0, 826.1, 827.0, 827.1, 830.0, 830.1, 831.00, 831.01, 831.02, 831.03, 831.04, 
831.09, 831.10, 831.11, 831.12, 831.13, 831.14, 831.19, 832.00, 832.01, 832.02, 832.03, 832.04, 832.09, 832.10, 
832.11, 832.12, 832.13, 832.14, 832.19, 832.2, 833.00, 833.01, 833.02, 833.03, 833.04, 833.05, 833.09, 833.10, 
833.11, 833.12, 833.13, 833.14, 833.15, 833.19, 834.00, 834.01, 834.02, 834.10, 834.11, 834.12, 835.00, 835.01, 
835.02, 835.03, 835.10, 835.11, 835.12, 835.13, 836.0, 836.1, 836.2, 836.3, 836.4, 836.50, 836.51, 836.52, 836.53, 
836.54, 836.59, 836.60, 836.61, 836.62, 836.63, 836.64, 836.69, 837.0, 837.1, 838.00, 838.01, 838.02, 838.03, 
838.04, 838.05, 838.06, 838.09, 838.10, 838.11, 838.12, 838.13, 838.14, 838.15, 838.16, 838.19, 839.00, 839.01, 
839.02, 839.03, 839.04, 839.05, 839.06, 839.07, 839.08, 839.10, 839.11, 839.12, 839.13, 839.14, 839.15, 839.16, 
839.17, 839.18, 839.20, 839.21, 839.30, 839.31, 839.40, 839.41, 839.42, 839.49, 839.50, 839.51, 839.52, 839.59, 
839.61, 839.69,  839.71, 839.79, 839.8, 839.9, 840.0, 840.1, 840.2, 840.3, 840.4, 840.5, 840.6, 840.7, 840.8, 840.9, 
841.0, 841.1, 841.2, 841.3, 841.8, 841.9, 842.00, 842.01, 842.02, 842.09, 842.10, 842.11, 842.12, 842.13, 842.19, 
843.0, 843.1, 843.8, 843.9, 844.0, 844.1, 844.2, 844.3, 844.8, 844.9, 845.00, 845.01, 845.02, 845.03, 845.09, 845.10, 
845.11, 845.12, 845.13, 845.19, 846.0, 846.1, 846.2, 846.3, 846.8, 846.9, 847.0, 847.1, 847.2, 847.3, 847.4, 847.9, 
848.0, 848.1, 848.2, 848.3, 848.40, 848.41, 848.42, 848.49, 848.5, 848.8, 848.9, 850.0, 850.11, 850.12, 850.2, 850.3, 
850.4, 850.5, 850.9, 851.00, 851.01, 851.02, 851.03, 851.04, 851.05, 851.06, 851.09, 851.10, 851.11, 851.12, 851.13, 
851.14, 851.15, 851.16, 851.19, 851.20, 851.21, 851.22, 851.23, 851.24, 851.25, 851.26, 851.29, 851.30, 851.31, 
851.32, 851.33, 851.34, 851.35, 851.36, 851.39, 851.40, 851.41, 851.42, 851.43, 851.44, 851.45, 851.46, 851.49, 
851.50, 851.51, 851.52, 851.53, 851.54, 851.55, 851.56, 851.59, 851.60, 851.61, 851.62, 851.63, 851.64, 851.65, 
851.66, 851.69, 851.70, 851.71, 851.72, 851.73, 851.74, 851.75, 851.76, 851.79, 851.80, 851.81, 851.82, 851.83, 
851.84, 851.85, 851.86, 851.89, 851.90, 851.91, 851.92, 851.93, 851.94, 851.95, 851.96, 851.99, 852.00, 852.01, 
852.02, 852.03, 852.04, 852.05, 852.06, 852.09, 852.10, 852.11, 852.12, 852.13, 852.14, 852.15, 852.16, 852.19, 
852.20, 852.21, 852.22, 852.23, 852.24, 852.25, 852.26, 852.29, 852.30, 852.31, 852.32, 852.33, 852.34, 852.35, 
852.36, 852.39, 852.40, 852.41, 852.42, 852.43, 852.44, 852.45, 852.46, 852.49, 852.50, 852.51, 852.52, 852.53, 
852.54, 852.55, 852.56, 852.59, 853.00, 853.01, 853.02, 853.03, 853.04, 853.05, 853.06, 853.09, 853.10, 853.11, 
853.12, 853.13, 853.14, 853.15, 853.16, 853.19, 854.00, 854.01, 854.02, 854.03, 854.04, 854.05, 854.06, 854.09, 
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854.10, 854.11, 854.12, 854.13, 854.14, 854.15, 854.16, 854.19, 860.0, 860.1, 860.2, 860.3, 860.4, 860.5, 861.00, 
861.01, 861.02, 861.03, 861.10, 861.11, 861.12, 861.13,  861.20, 861.21, 861.22, 861.30, 861.31, 861.32, 862.0, 
862.1, 862.21, 862.22, 862.29, 862.31, 862.32, 862.39, 862.8, 862.9, 863.0, 863.1, 863.20, 863.21, 863.29, 863.30, 
863.31, 863.39, 863.40, 863.41, 863.42, 863.43, 863.44, 863.45, 863.46, 863.49, 863.50, 863.51, 863.52, 863.53, 
863.54, 863.55, 863.56, 863.59, 863.80, 863.81, 863.82, 863.83, 863.84, 863.85, 863.89, 863.90, 863.91, 863.92, 
863.93, 863.94, 863.95, 863.99, 864.00, 864.01, 864.02, 864.03, 864.04, 864.05, 864.09, 864.10, 864.11, 864.12, 
864.13, 864.14, 864.15, 864.19, 865.00, 865.01, 865.02, 865.03, 865.04, 865.09, 865.10, 865.11, 865.12, 865.13, 
865.14, 865.19, 866.00, 866.01, 866.02, 866.03, 866.10, 866.11, 866.12, 866.13, 867.0, 867.1, 867.2, 867.3, 867.4, 
867.5, 867.6, 867.7, 867.8, 867.9, 868.00, 868.01, 868.02, 868.03, 868.04, 868.09, 868.10, 868.11, 868.12, 868.13, 
868.14, 868.19, 869.0, 869.1, 870.0, 870.1, 870.2, 870.3, 870.4, 870.8, 870.9, 871.0, 871.1, 871.2, 871.3, 871.4, 
871.5, 871.6, 871.7, 871.9, 872.00, 872.01, 872.02, 872.10, 872.11, 872.12, 872.61, 872.62, 872.63, 872.64, 872.69, 
872.71, 872.72, 872.73, 872.74, 872.79, 872.8, 872.9, 873.0, 873.1, 873.20, 873.21, 873.22, 873.23, 873.29, 873.30, 
873.31, 873.32, 873.33, 873.39, 873.40, 873.41, 873.42, 873.43, 873.44, 873.49, 873.50, 873.51, 873.52, 873.53, 
873.54, 873.59, 873.60, 873.61, 873.62, 873.63, 873.64, 873.65, 873.69, 873.70, 873.71, 873.72, 873.73, 873.74, 
873.75, 873.79, 873.8, 873.9, 874.00, 874.01, 874.02, 874.10, 874.11, 874.12, 874.2, 874.3, 874.4, 874.5, 874.8, 
874.9, 875.0, 875.1, 876.0, 876.1, 877.0, 877.1, 878.0, 878.1, 878.2, 878.3, 878.4, 878.5, 878.6, 878.7, 878.8, 878.9, 
879.0, 879.1, 879.2, 879.3, 879.4, 879.5, 879.6, 879.7, 879.8, 879.9, 900.00, 900.01, 900.02, 900.03, 900.1, 900.81, 
900.82, 900.89, 900.9, 901.0, 901.1, 901.2, 901.3, 901.40, 901.41, 901.42, 901.81, 901.82, 901.83, 901.89, 901.9, 
902.0, 902.10, 902.11, 902.19, 902.20, 902.21, 902.22, 902.23, 902.24, 902.25, 902.26, 902.27, 902.29, 902.31, 
902.32, 902.33, 902.34, 902.39, 902.40, 902.41, 902.42, 902.49, 902.50, 902.51, 902.52, 902.53, 902.54, 902.55, 
902.56, 902.59, 902.81, 902.82, 902.87, 902.89, 902.9, 903.00, 903.01, 903.02, 903.1, 903.2, 903.3, 903.4, 903.5, 
903.8, 903.9, 904.0, 904.1, 904.2, 904.3, 904.40, 904.41, 904.42, 904.50, 904.51, 904.52, 904.53, 904.54, 904.6, 
904.7, 904.8, 904.9, 905.0, 905.2, 905.3, 905.4, 905.6, 905.7, 906.0, 906.2, 906.3, 906.4, 906.5, 906.6, 906.7, 906.8, 
906.9, 907.0, 907.1, 907.2, 907.3, 907.4, 907.5, 907.9, 908.0, 908.1, 908.2, 908.3, 908.4, 908.5, 908.6, 908.9, 909.0, 
909.1, 909.2, 909.3, 909.4, 909.5, 909.9, 910.0, 910.1, 910.2, 910.3, 910.4, 910.5, 910.6, 910.7, 910.8, 910.9, 911.0, 
911.1, 911.2, 911.3, 911.4, 911.5, 911.6, 911.7, 911.8, 911.9, 912.0, 912.1, 912.2, 912.3, 912.4, 912.5, 912.6, 912.7, 
912.8, 912.9, 913.0, 913.1, 913.2, 913.3, 913.4, 913.5, 913.6, 913.7, 913.8, 913.9, 914.0, 914.1, 914.2, 914.3, 914.4, 
914.5, 914.6, 914.7, 914.8, 914.9, 915.0, 915.1, 915.2, 915.3, 915.4, 915.5, 915.6, 915.7, 915.8, 915.9, 916.0, 916.1, 
916.2, 916.3, 916.4, 916.5, 916.6, 916.7, 916.8, 916.9, 917.0, 917.1, 917.2, 917.3, 917.4, 917.5, 917.6, 917.7, 917.8, 
917.9, 918.0, 918.1, 918.2, 918.9, 919.0, 919.1, 919.2, 919.3, 919.4, 919.5, 919.6, 919.7, 919.8, 919.9, 920, 921.0, 
921.1, 921.2, 921.3, 921.9, 922.0, 922.1, 922.2, 922.31, 922.32, 922.33, 922.4, 922.8, 922.9, 923.00, 923.01, 923.02, 
923.03, 923.09, 923.10, 923.11, 923.20, 923.21, 923.3, 923.8, 923.9, 924.00, 924.01, 924.10, 924.11, 924.20, 924.21, 
924.3, 924.4, 924.5, 924.8, 924.9, 925.1, 925.2, 926.0, 926.11, 926.12, 926.19, 926.8, 926.9, 927.00, 927.01, 927.02, 
927.03, 927.09, 927.10, 927.11, 927.20, 927.21, 927.3, 927.8, 927.9, 928.00, 928.01, 928.10, 928.11, 928.20, 928.21, 
928.3, 928.8, 928.9, 929.0, 929.9, 930.0, 930.1, 930.2, 930.8, 930.9, 931, 932, 933.0, 933.1, 934.0, 934.1, 934.8, 
934.9, 935.0, 935.1, 935.2, 936, 937, 938, 939.0, 939.1, 939.2, 939.3, 939.9, 940.0, 940.1, 940.2, 940.3, 940.4, 940.5, 
940.9, 941.00,  941.01, 941.02, 941.03, 941.04, 941.05, 941.06, 941.07, 941.08, 941.09, 941.10, 941.11, 941.12, 
941.13, 941.14, 941.15, 941.16, 941.17, 941.18, 941.19, 941.20, 941.21, 941.22, 941.23, 941.24, 941.25, 941.26, 
941.27, 941.28, 941.29, 941.30, 941.31, 941.32, 941.33, 941.34, 941.35, 941.36, 941.37, 941.38, 941.39, 941.40, 
941.41, 941.42, 941.43, 941.44, 941.45, 941.46, 941.47, 941.48, 941.49, 941.50, 941.51, 941.52, 941.53, 941.54, 
941.55, 941.56, 941.57, 941.58, 941.59, 942.00, 942.01, 942.02, 942.03, 942.04, 942.05, 942.09, 942.10, 942.11, 
942.12, 942.13, 942.14, 942.15, 942.19, 942.20, 942.21, 942.22, 942.23, 942.24, 942.25, 942.29, 942.30, 942.31, 
942.32, 942.33, 942.34, 942.35, 942.39, 942.40, 942.41, 942.42, 942.43, 942.44, 942.45, 942.49, 942.50, 942.51, 
942.52, 942.53, 942.54, 942.55, 942.59, 943.00, 943.01, 943.02, 943.03, 943.04, 943.05, 943.06, 943.09, 943.10, 
943.11, 943.12, 943.13, 943.14, 943.15, 943.16, 943.19, 943.20, 943.21, 943.22, 943.23, 943.24, 943.25, 943.26, 
943.29, 943.30, 943.31, 943.32, 943.33, 943.34, 943.35, 943.36, 943.39, 943.40, 943.41, 943.42, 943.43, 943.44, 
943.45, 943.46, 943.49, 943.50, 943.51, 943.52, 943.53, 943.54, 943.55, 943.56, 943.59, 944.00, 944.01, 944.02, 
944.03, 944.04, 944.05, 944.06, 944.07, 944.08, 944.10, 944.11, 944.12, 944.13, 944.14, 944.15, 944.16, 944.17, 
944.18, 944.20, 944.21, 944.22, 944.23, 944.24, 944.25, 944.26, 944.27, 944.28, 944.30, 944.31, 944.32, 944.33, 
944.34, 944.35, 944.36, 944.37, 944.38, 944.40, 944.41, 944.42, 944.43, 944.44, 944.45, 944.46, 944.47, 944.48, 
944.50, 944.51, 944.52, 944.53, 944.54, 944.55, 944.56, 944.57, 944.58, 945.00, 945.01, 945.02, 945.03, 945.04, 
945.05, 945.06, 945.09, 945.10, 945.11, 945.12, 945.13, 945.14, 945.15, 945.16, 945.19, 945.20, 945.21, 945.22, 
945.23, 945.24, 945.25, 945.26, 945.29, 945.30, 945.31, 945.32, 945.33, 945.34, 945.35, 945.36, 945.39, 945.40, 
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945.41, 945.42, 945.43, 945.44, 945.45, 945.46, 945.49, 945.50, 945.51, 945.52, 945.53, 945.54, 945.55, 945.56, 
945.59, 946.0, 946.1, 946.2, 946.3, 946.4, 946.5, 947.0, 947.1, 947.2, 947.3, 947.4, 947.8, 947.9, 948.00, 948.10, 
948.11, 948.20, 948.21, 948.22, 948.30, 948.31, 948.32, 948.33, 948.40, 948.41, 948.42, 948.43, 948.44, 948.50, 
948.51, 948.52, 948.53, 948.54, 948.55, 948.60, 948.61, 948.62, 948.63, 948.64, 948.65, 948.66, 948.70, 948.71, 
948.72, 948.73, 948.74, 948.75, 948.76, 948.77, 948.80, 948.81, 948.82, 948.83, 948.84, 948.85, 948.86, 948.87, 
948.88, 948.90, 948.91, 948.92, 948.93, 948.94, 948.95, 948.96, 948.97, 948.98, 948.99, 949.0, 949.1, 949.2, 949.3, 
949.4, 949.5, 950.0, 950.1, 950.2, 950.3, 950.9, 951.0, 951.1, 951.2, 951.3, 951.4, 951.5, 951.6, 951.7, 951.8, 951.9, 
952.00, 952.01, 952.02, 952.03, 952.04, 952.05, 952.06, 952.07, 952.08, 952.09, 952.10, 952.11, 952.12, 952.13, 
952.14, 952.15, 952.16, 952.17, 952.18, 952.19, 952.2, 952.3, 952.4, 952.8, 952.9, 953.0, 953.1, 953.2, 953.3, 953.4, 
953.5, 953.8, 953.9, 954.0, 954.1, 954.8, 954.9, 955.0, 955.1, 955.2, 955.3, 955.4, 955.5, 955.6, 955.7, 955.8, 955.9, 
956.0, 956.1, 956.2, 956.3, 956.4, 956.5, 956.8, 956.9, 957.0, 957.1, 957.8, 957.9, 958.0, 958.1, 958.2, 958.3, 958.4, 
958.5, 958.6, 958.7, 958.8, 958.90, 958.91, 958.92, 958.93, 958.99, 959.01, 959.09, 959.11, 959.12, 959.13, 959.14, 
959.19, 959.2, 959.3, 959.4, 959.5, 959.6, 959.7, 959.8, 959.9, 960.0, 960.1, 960.2, 960.3, 960.4, 960.5, 960.6, 960.7, 
960.8, 960.9, 961.0, 961.1, 961.2, 961.3, 961.4, 961.5, 961.6, 961.7, 961.8, 961.9, 962.0, 962.1, 962.2, 962.3, 962.4, 
962.5, 962.6, 962.7, 962.8, 962.9, 963.0, 963.1, 963.2, 963.3, 963.4, 963.5, 963.8, 963.9, 964.0, 964.1, 964.2, 964.3, 
964.4, 964.5, 964.6, 964.7, 964.8, 964.9, 965.00, 965.01, 965.02, 965.09, 965.1, 965.4, 965.5, 965.61, 965.69, 965.7, 
965.8, 965.9, 966.0, 966.1, 966.2, 966.3, 966.4, 967.0, 967.1, 967.2, 967.3, 967.4, 967.5, 967.6, 967.8, 967.9, 968.0, 
968.1, 968.2, 968.3, 968.4, 968.5, 968.6, 968.7, 968.9, 969.00, 969.01, 969.02, 969.03, 969.04, 969.05, 969.09, 969.1, 
969.2, 969.3, 969.4, 969.5, 969.6, 969.70, 969.71, 969.72, 969.73, 969.79, 969.8, 969.9, 970.0, 970.1, 970.81, 970.89, 
970.9, 971.0, 971.1, 971.2, 971.3, 971.9, 972.0, 972.1, 972.2, 972.3, 972.4, 972.5, 972.6, 972.7, 972.8, 972.9, 973.0, 
973.1, 973.2, 973.3, 973.4, 973.5, 973.6, 973.8, 973.9, 974.0, 974.1, 974.2, 974.3, 974.4, 974.5, 974.6, 974.7, 975.0, 
975.1, 975.2, 975.3, 975.4, 975.5, 975.6, 975.7, 975.8, 976.0, 976.1, 976.2, 976.3, 976.4, 976.5, 976.6, 976.7, 976.8, 
976.9, 977.0, 977.1, 977.2, 977.3, 977.4, 977.8, 977.9, 978.0, 978.1, 978.2, 978.3, 978.4, 978.5, 978.6, 978.8, 978.9, 
979.0, 979.1, 979.2, 979.3, 979.4, 979.5, 979.6, 979.7, 979.9, 980.0, 980.1, 980.2, 980.3, 980.8, 980.9, 981, 982.0, 
982.1, 982.2, 982.3, 982.4, 982.8, 983.0, 983.1, 983.2, 983.9, 984.0, 984.1, 984.8, 984.9, 985.0, 985.1, 985.2, 985.3, 
985.4, 985.5, 985.6, 985.8, 985.9, 986, 987.0, 987.1, 987.2, 987.3, 987.4, 987.5, 987.6, 987.7, 987.8, 987.9, 988.0, 
988.1, 988.2, 988.8, 988.9, 989.0, 989.1, 989.2, 989.3, 989.4, 989.5, 989.6, 989.7, 989.81, 989.82, 989.83, 989.84, 
989.89, 989.9, 990, 991.0, 991.1, 991.2, 991.3, 991.4, 991.5, 991.6, 991.8, 991.9, 992.0, 992.1, 992.2, 992.3, 992.4, 
992.5, 992.6, 992.7, 992.8, 992.9, 993.0, 993.1, 993.2, 993.3, 993.4, 993.8, 993.9, 994.0, 994.1, 994.2, 994.3, 994.4, 
994.5, 994.6, 994.7, 994.8, 994.9, 995.0, 995.1, 995.20, 995.21, 995.22, 995.23, 995.24, 995.27, 995.29, 995.3, 995.4, 
995.50, 995.51, 995.52, 995.53, 995.54, 995.55, 995.59, 995.60, 995.61, 995.62, 995.63, 995.64, 995.65, 995.66, 
995.67, 995.68, 995.69, 995.7, 995.80, 995.81, 995.82, 995.83, 995.84, 995.85, 995.86, 995.89, 995.90, 995.91, 
995.92, 995.93, 995.94, 996.00, 996.01, 996.02, 996.03, 996.04, 996.09, 996.1, 996.2, 996.30, 996.31, 996.32, 
996.39, 996.40, 996.41, 996.42, 996.43, 996.44, 996.45, 996.46, 996.47, 996.49, 996.51, 996.52, 996.53, 996.54, 
996.55, 996.56, 996.57, 996.59, 996.60, 996.61, 996.62, 996.63, 996.64, 996.65, 996.66, 996.67, 996.68, 996.69, 
996.70, 996.71, 996.72, 996.73, 996.74, 996.75, 996.76, 996.77, 996.78, 996.79, 996.80, 996.81, 996.82, 996.83, 
996.84, 996.85, 996.86, 996.87, 996.88, 996.89, 996.90, 996.91, 996.92, 996.93, 996.94, 996.95, 996.96, 996.99, 
997.00, 997.01, 997.02, 997.09, 997.1, 997.2, 997.31, 997.32, 997.39, 997.41, 997.49, 997.5, 997.60, 997.61, 997.62, 
997.69, 997.71, 997.72, 997.79, 997.91, 997.99, 998.00, 998.01, 998.02, 998.09, 998.11, 998.12, 998.13, 998.2, 
998.30, 998.31, 998.32, 998.33, 998.4, 998.51, 998.59, 998.6, 998.7, 998.81, 998.82, 998.83, 998.89, 998.9, 999.0, 
999.1, 999.2, 999.31, 999.32, 999.33, 999.34, 999.39, 999.41, 999.42, 999.49, 999.51, 999.52, 999.59, 999.60, 
999.61, 999.62, 999.63, 999.69, 999.70, 999.71, 999.72, 999.73, 999.74, 999.75, 999.76, 999.77, 999.78, 999.79, 
999.80, 999.81, 999.82, 999.83, 999.84, 999.85, 999.88, 999.89, 999.9, E950.0, E950.1, E950.2, E950.3, E950.4, 
E950.5, E950.6, E950.7, E950.8, E950.9, E951.0, E951.1, E951.8, E952.0, E952.1, E952.8, E952.9, E953.0, E953.1, 
E953.8, E953.9, E954, E955.0, E955.1, E955.2, E955.3, E955.4, E955.5, E955.6, E955.7, E955.9, E956, E957.0, 
E957.1, E957.2, E957.9, E958.0, E958.1, E958.2, E958.3, E958.4, E958.5, E958.6, E958.7, E958.8, E958.9, E959, 
V07.0, V07.1, V07.2, V07.31, V07.39, V07.51, V07.52, V07.59, V07.8, V07.9, V08, V09.0, V09.1, V09.2, V09.3, V09.4, 
V09.50, V09.51, V09.6, V09.70, V09.71, V09.80, V09.81, V09.90, V09.91, V11.0, V11.1, V11.2, V11.3, V11.4, V11.8, 
V11.9, V12.00, V12.01, V12.02, V12.03, V12.04, V12.09, V12.51, V12.52, V12.55, V12.71, V13.1, V13.81, V13.89, 
V13.9, V14.0, V14.1, V14.2, V14.3, V14.4, V14.5, V14.6, V14.7, V14.8, V14.9, V15.01, V15.02, V15.03, V15.04, 
V15.05, V15.06, V15.07, V15.08, V15.09, V15.21, V15.22, V15.29, V15.3, V15.41, V15.42, V15.49, V15.51, V15.52, 
V15.53, V15.59, V15.6, V15.80, V15.81, V15.82, V15.83, V15.84, V15.85, V15.86, V15.87, V15.88, V15.89,  V15.9, 
V16.0, V16.1, V16.2, V16.3, V16.40, V16.41, V16.42, V16.43, V16.49, V16.51, V16.52, V16.59, V16.6, V16.7, V16.8, 
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Table VA-33: Codes to Identify Acute Condition 

ICD-9 

V16.9, V17.0, V17.1, V17.2, V17.3, V17.41, V17.49, V17.5, V17.6, V17.7, V17.81, V17.89, V18.0, V18.11, V18.19, 
V18.2, V18.3, V18.4, V18.51, V18.59, V18.61, V18.69, V18.7, V18.8, V18.9, V19.0, V19.11, V19.19, V19.2, V19.3, 
V19.4, V19.5, V19.6, V19.7, V19.8, V21.0, V21.1, V21.2, V21.8, V21.9, V40.2, V40.31, V40.39, V40.9, V41.0, V41.1, 
V41.8, V41.9, V42.5, V42.81, V42.82, V42.83, V42.84, V42.89, V42.9, V43.0, V43.81, V43.82, V43.83, V43.89, V44.7, 
V44.8, V44.9, V45.61, V45.69, V45.71, V45.72, V45.73, V45.74, V45.75, V45.76, V45.77, V45.78, V45.79, V45.83, 
V45.84, V45.86, V45.87, V45.88, V45.89, V46.0, V46.11, V46.12, V46.13, V46.14, V46.2, V46.3, V46.8, V46.9, V47.0, 
V47.1, V47.2, V47.9, V48.0, V48.8, V48.9, V49.81, V49.82, V49.83, V49.84, V49.86, V49.87, V49.89, V49.9, V50.0, 
V50.1, V50.3, V50.41, V50.42, V50.49, V50.8, V50.9, V52.2, V53.1, V54.10, V54.11, V54.12, V54.13, V54.14, V54.15, 
V54.16, V54.20, V54.21, V54.22, V54.23, V54.24, V54.25, V54.26, V59.01, V59.02, V59.09, V59.1, V59.2, V59.3, 
V59.4, V59.5, V59.6, V59.70, V59.71, V59.72, V59.73, V59.74, V59.8, V59.9, V61.5, V62.84, V62.85, V64.00, V64.01, 
V64.02, V64.03, V64.04, V64.05, V64.06, V64.07, V64.08, V64.09, V64.1, V64.2, V64.3, V64.41, V64.42, V64.43, 
V65.42, V66.3, V67.3, V69.0, V69.1, V69.2, V69.3, V69.4, V69.5, V69.8, V69.9, V70.1, V70.2, V71.01, V71.02, V71.09, 
V71.3, V71.4, V71.5, V71.6, V72.0, V72.7, V79.0, V79.1, V79.2, V79.3, V79.8, V79.9, V83.01, V83.02, V83.81, V83.89, 
V84.01, V84.02, V84.03, V84.04, V84.09, V84.81, V84.89, V85.1, V85.52, V86.0, V86.1, V87.01, V87.02, V87.09, 
V87.11, V87.12, V87.19, V87.2, V87.31, V87.32, V87.39, V87.41, V87.42, V87.43, V87.44, V87.45, V87.46, V87.49, 
V88.01, V88.02, V88.03, V88.11, V88.12, V89.01, V89.02, V89.03, V89.04, V89.05, V89.09, V90.01, V90.09, V90.10, 
V90.11, V90.12, V90.2, V90.31, V90.32, V90.33, V90.39, V90.81, V90.83, V90.89, V90.9 

 
 

Table VA-34: Codes to Identify Outpatient Visits 

CPT UB-Rev HCPCS 

99201, 99202, 99203, 99204, 
99205, 99211, 99212, 99213, 
99214, 99215, 99241, 99242, 
99243, 99244, 99245, 99341, 
99342, 99343, 99344, 99345, 
99347, 99348, 99349, 99350, 
99381, 99382, 99383, 99384, 
99385, 99386, 99387, 99391, 
99392, 99393, 99394, 99395, 
99396, 99397, 99401, 99402, 
99403, 99404, 99411, 99412, 
99420, 99429, 99455, 99456 

0510, 0511, 0512, 0513, 
0514, 0515, 0516, 0517, 
0519, 0520, 0521, 0522, 
0523, 0526, 0527, 0528, 

0529, 0982, 0983 

G0402, G0438, G0439 

 

Table VA-35: Codes to Identify Observation Visits 

CPT 

99217-99220 
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Table VA-36: Codes to Identify Non-acute Inpatient Visits 

CPT UB-Rev 

99304, 99305, 99306, 99307, 99308, 99309, 
99310, 99315, 99316, 99318, 99324, 99325, 
99326, 99327, 99328, 99334, 99335, 99336, 
99337 

0118, 0128, 0138, 0148, 0158, 0190, 0191, 
0192, 0193, 0194, 0199, 0524, 0525, 0550, 
0551, 0552, 0559, 0660, 0661, 0662, 0663, 
0669 

 

Table VA-37: Codes to Identify Acute Inpatient Visits 

CPT UB-Rev 

99221, 99222, 99223, 99231, 99232, 99233, 
99238, 99239, 99251, 99252, 99253, 99254, 
99255, 99291 

0100, 0101, 0110, 0111, 0112, 0113, 0114, 
0119, 0120, 0121, 0122, 0123, 0124, 0129, 
0130, 0131, 0132, 0133, 0134, 0139, 0140, 
0141, 0142, 0143, 0144, 0149, 0150, 0151, 
0152, 0153, 0154, 0159, 0160, 0164, 0167, 
0169, 0200, 0201, 0202, 0203, 0204, 0206, 
0207, 0208, 0209, 0210, 0211, 0212, 0213, 
0214, 0219, 0720, 0721, 0722, 0723, 0724, 
0729, 0987 

 
F. Data Submission – how MMPs will submit data collected to CMS and the 

state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org 
 

 

VA7.6 Adults’ Access to Preventive/Ambulatory Health Services.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA7. Utilization Quarterly  Contract Year Start to End 
of the Quarter 
Ex:  
1/1/15-3/31/15 
1/1/15-6/30/15 
1/1/15-9/30/15 
1/1/15-12/31/15 

By the end of the 
third month 
following the last 
day of the 
reporting period 

 

  

https://financial-alignment-initiative.norc.org/
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A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element 
Letter 

Element Name Definition 
Allowable 

Values 

A. Total number of 
members 21-64 
years old. 

Total number of 
members 21-64 years 
old who were 
continuously enrolled in 
the MMP during the 
reporting period and 
who were enrolled on  
the last day of the 
reporting period. 

Field Type: Numeric 

B. Total number of 
members 21-64 
years old with one or 
more ambulatory or 
preventive care visits 
during the reporting 
period. 

Of the total reported in 
A, the number of 
members 21-64 years 
old with one or more 
ambulatory or 
preventive care visits 
during the reporting 
period. 

Field Type: Numeric 
 

Note: Is a subset of A. 

C. Total number of 
members 65 years 
and older. 

Total number of 
members 65 years and 
older who were 
continuously enrolled in 
the MMP during the 
reporting period and 
who were enrolled on 
the last day of the 
reporting period. 

Field Type: Numeric 

D. Total number of 
members 65 years 
and older with one or 
more ambulatory or 
preventive care visits 
during the reporting 
period. 

Of the total reported in 
C, the number of 
members 65 years and 
older with one or more 
ambulatory or 
preventive care visits 
during the reporting 
period. 

Field Type: Numeric 
 

Note: Is a subset of C. 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  
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C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data element B is less than or equal to 
data element A.  

• MMPs should validate that data element D is less than or equal to 
data element C.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
percentage of members: 

• 21-64 years old with one or more ambulatory or preventive care 
visits during the reporting period. 

• 65 years and older with one or more ambulatory or preventive care 
visits during the reporting period. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• This measure should be reported cumulatively on a quarterly basis, 
beginning with Q1. For example, the first reporting period will be 
January 1 through March 31 (i.e., end of quarter 1) and the second 
reporting period will be January 1 through June 30 (i.e., the end of 
quarter 2).  

• For the reporting period January 1 – December 31, the member 
should be continuously enrolled during the reporting period with no 
more than one gap in enrollment of up to 45 days during the 
reporting period. To determine continuous enrollment for a member 
for whom enrollment is verified monthly, the member may not have 
more than a 1-month gap in coverage (i.e., a member whose 
coverage lapses for 2 months [60 days] is not considered 
continuously enrolled). 

• For the reporting periods January 1 – March 31, January 1 – June 
30, and January 1 – September 30, the member must be 
continuously enrolled during the reporting period with no gaps in 
enrollment.  

• Members must be enrolled on the last day of the reporting period to 
be included in this measure. 

• Codes to identify preventive/ambulatory health services are 
provided in Table VA-38. 
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Table VA-38: Codes to Identify Ambulatory Health Services 

Description CPT HCPCS 
ICD-9-CM 
Diagnosis 

UB Revenue 

Office or other 
outpatient 
services  

99201-99205, 99211-
99215, 99241-99245 

  
051x, 0520-0523, 
0526-0529, 0982, 
0983 

Home services 
99341-99345, 99347-
99350 

   

Nursing facility care 
99304-99310, 99315, 
99316, 99318 

  0524, 0525 

Domiciliary, rest home 
or custodial care 
services 

99324-99328, 99334-
99337 

   

Preventive medicine 

99381-99387, 99391-
99397, 99401-99404, 
99411, 99412, 99420, 
99429 

G0402, 
G0438, 
G0439 

  

Ophthalmology and 
optometry 

92002, 92004, 92012, 
92014 

   

General medical 
examination 

  

V20.2, V70.0, 
V70.3, V70.5, 
V70.6, V70.8, 
V70.9 

 

Other 

92002, 92004, 92012, 
92014, 99304, 99305, 
99306, 99307, 99308, 
99309, 99310, 99315, 
99316, 99318, 99324, 
99325, 99326, 99327, 
99328, 99334, 99335, 
99336, 99337 

S0620, 
S0621 

 0524, 0525 

 

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  
 

  

https://financial-alignment-initiative.norc.org/
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VA7.7 Mental Health Utilization.  

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA7. Utilization Quarterly  Contract Year Start to End 
of the Quarter 
Ex:  
1/1/15-3/31/15 
1/1/15-6/30/15 
1/1/15-9/30/15 
1/1/15-12/31/15 

By the end of the 
third month 
following the last 
day of the 
reporting period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
members age 21-
64 as of the end of 
the reporting 
period. 

Total number of 
members age 21-64 
as of the end of the 
reporting period. 

Field Type: Numeric 

B. Total number of 
member months 
during the reporting 
period for members 
age 21-64. 

Total number of 
member months 
during the reporting 
period for members 
age 21-64. 

Field Type: Numeric 
 
 

C. Total number of 
members age 21-
64 who received 
inpatient Mental 
Health Services 
during the reporting 
period.  

Of the total reported in 
A, the number of 
members age 21-64 
who received inpatient 
Mental Health 
Services during the 
reporting period. 

Field Type: Numeric 
  
Note: Is a subset of A. 

D. Total number of 
members age 21-
64 who received 
intensive 
outpatient/partial 
hospitalization 
Mental Health 
Services during the 
reporting period. 

Of the total reported in 
A, the number of 
members age 21-64 
who received 
intensive 
outpatient/partial 
hospitalization Mental 
Health Services 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of A. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

E. Total number of 
members age 21-
64 who received 
outpatient/ED 
Mental Health 
Services during the 
reporting period. 

Of the total reported in 
A, the number of 
members age 21-64 
who received 
outpatient/ED Mental 
Health Services 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of A. 

F. Total number of 
members age 21-
64 who received 
any Mental Health 
Services during the 
reporting period. 

Of the total reported in 
A, the number of 
members age 21-64 
who received any 
Mental Health 
Services during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of A. 

G. Total number of 
members age 65 
and older as of the 
end of the reporting 
period. 

Total number of 
members age 65 and 
older as of the end of 
the reporting period. 

Field Type: Numeric 

H. Total number of 
member months for 
members age 65 
and older at the 
end of the reporting 
period. 

Of the total reported in 
G, the number of 
member months for 
members age 65 and 
older during the 
reporting period. 

Field Type: Numeric 
 
 

I. Total number of 
members age 65 
and older who 
received inpatient 
Mental Health 
Services during the 
reporting period. 

Of the total reported in 
G, the number of 
members age 65 and 
older who received 
inpatient Mental 
Health Services 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of G. 

J. Total number of 
members 65 and 
older who received 
intensive 
outpatient/partial 
hospitalization 
Mental Health 
Services during the 
reporting period. 

Of the total reported in 
G, the number of 
members 65 and 
older who received 
intensive 
outpatient/partial 
hospitalization Mental 
Health Services 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of G. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

K. Total number of 
members age 65 
and older who 
received 
outpatient/ED 
Mental Health 
Services during the 
reporting period. 

Of the total reported in 
G, the number of 
members age 65 and 
older who received 
outpatient/ED Mental 
Health Services 
during the reporting 
period. 

Field Type: Numeric 
 
Note: Is a subset of G. 

L. Total number of 
members age 65 
and older who 
received any 
Mental Health 
Services during the 
reporting period. 

Of the total reported in 
G, the number of 
members age 65 and 
older who received 
any Mental Health 
Services during the 
reporting period. 

Field Type: Numeric 
 
Note: Is a subset of G. 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• Confirm those data elements listed above as subsets of other 
elements.  

• MMPs should validate that data elements C, D, E, and F are 
subsets of data element A. 

• MMPs should valiate that the sum of data elements C, D, and E are 
equal to data element F.  

• MMPs should validate that data elements I, J, K, and L are subsets 
of data element G. 

• MMPs should validate that the sum of data elements I, J, and K are 
equal to data element L.   

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
number of visits per 1,000:  

• Members age 21-64 who received inpatient mental health services 
during the reporting period. 

• Members age 21-64 who received outpatient/ED mental health 
services during the reporting period. 

• Members age 21-64 who received intensive outpatient or partial 
hospitalization mental health services during the reporting period. 
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• Members age 21-64 who received any mental health services 
during the reporting period. 

• Members age 65 and older who received inpatient mental health 
services during the reporting period. 

• Members age 65 and older who received outpatient/ED mental 
health services during the reporting period. 

• Members age 65 and older intensive outpatient or partial 
hospitalization mental health services during the reporting period. 

• Members age 65 and older who received any mental health 
services during the reporting period.  

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members who received mental health 
benefits regardless of whether the member was enrolled through 
passive enrollment or opt-in enrollment. Medicaid-only members 
should not be included.  

• MMPs should include all member months for members who meet 
the criteria outlined in Elements A and G, regardless of whether 
they are disenrolled as of the end of the reporting period (i.e., 
include all members regardless of whether they are currently 
enrolled or disenrolled as of the last day of the reporting period).  

• This measure should be reported cumulatively on a quarterly basis, 
beginning with Q1. For example, the first reporting period will be 
January 1 through March 31 (i.e., end of quarter1) and the second 
reporting period will be January 1 through June 30 (i.e., the end of 
quarter 2).  

• Count members who received inpatient, intensive outpatient, partial 
hospitalization, and outpatient/ED mental health services for each 
respective data element. Count members only once for each data 
element, regardless of the number of visits. 

• Count members in data elements F and L only if the member had a 
least one inpatient, intensive outpatient, partial hospitalization, 
outpatient or ED claim/encounter during the reporting period.  

• For members who had more than one encounter, count only the 
first encounter in the reporting period and report the member in the 
respective age category as of the date of service or discharge. 

• To determine inpatient mental health, include inpatient care at 
either a hospital or a treatment facility with mental health as the 
principal diagnosis. Use an inpatient facility code in conjunction with 
a principal mental health diagnosis (Table VA-39) to identify 
inpatient services. Include discharges associated with residential 
care and rehabilitation. 

• Member months refers to the number of months each Medicare-
Medicaid member was enrolled in the MMP in the year. Each 
member should have a member month value between 1 and 12. A 
value greater than 12 is not acceptable. Determine member months 
using the 30th of the month. This date must be used consistent 
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from member to member, month to month and from year to year. 
For example, if Ms. X is currently enrolled in the MMP on January 
30, Ms. X contributes one member month in January.  

• For data elements B and H, use the members’ age on the specified 
day of each month to determine the age group to which member 
months will be contributed. For example, if an MMP tallies 
members on the 30th of each month and Ms. X turns 65 on April 3 
and is enrolled for the entire year, then she contributes three 
member months (January, February, March) to the 21 – 64  age 
group category and nine months to the 65 and older age group 
category. 

• To determine intensive outpatient/partial hospitalization, include 
intensive outpatient/partial hospitalization claims/encounters in 
conjunction with principal mental health diagnosis. Use any of the 
following code combinations: 

o Table VA-40 with Table VA-39 
o Table VA-41 and Table VA-39 
o Table VA-42 and Table VA-39, where the MMP can confirm 

that the visit was in an intensive outpatient or partial 
hospitalization setting (POS 53 is not specific to setting) 

o Table VA-43 and Table VA-39 billed by a mental health 
practitioner 

o Table VA-44 and Table VA-39 where the MMP can confirm 
that the visit was in an intensive outpatient or partial 
hospitalization setting (POS 53 is not specific to setting) and 
billed by a mental health practitioner. 

• Count services provided by physicians and non physician 
practitioners. 

• Exclude services determine inpatient based on type of bill, place of 
service or location of service codes 

• To determine Outpatient and ED mental health visits, include 
outpatient and ED claims/encounters in conjunction with a principal 
mental health diagnosis. Use any of the following code 
combinations: 

o Table VA-45 with Table VA-39 
o Table VA-35 with Table VA-39 billed by a mental health 

practitioner 
o Table VA-13 with Table VA-39 billed by a mental health 

practitioner 
o Table VA-46 and Table VA-39 
o Table VA-47 and Table VA-39 where the MMP can confirm 

that the visit was in an intensive outpatient or partial 
hospitalization setting (POS 53 is not specific to setting) 

o Table VA-48 with Table VA-39 billed by a mental health 
practitioner 

• Count services provided by physicians and non physician 
practitioners. 



Version: August 7, 2015 
  

VA-148 
 

• Only include observation stays and ED visits that do not result in 
inpatient stays. 
 

Table VA-39: Mental Health Diagnosis 

ICD-9 CM Diagnosis 

290, 293, 302, 306-316 

 

Table VA-40: MPT Intensive Outpatient and Partial Hospitalization  

UB-Rev HCPCS 

0905, 0907, 0912, 0913 G0410, G0411, H0035, H2001, H2012, S0201, 
S9480, S9484, S9485 

 

Table VA-24: MPT Intensive Outpatient and Partial Hospitalization Group 1 

CPT  POS 

90791, 90792, 90801, 90802, 90816, 
90817, 90818, 90819, 90821, 90822, 
90823, 90824, 90826, 90827, 90828, 
90829, 90832, 90833, 90834, 90836, 
90837, 90838, 90839, 90840, 90845, 
90847, 90849, 90853, 90857, 90862, 
90867, 90868, 90869, 90870, 90875, 
90876 

WITH 52 

 
 

Table VA-42: MPT Intensive Outpatient and Partial Hospitalization Group 1 

CPT  POS 

90791, 90792, 90801, 90802, 90816, 
90817, 90818, 90819, 90821, 90822, 
90823, 90824, 90826, 90827, 90828, 
90829, 90832, 90833, 90834, 90836, 
90837, 90838, 90839, 90840, 90845, 
90847, 90849, 90853, 90857, 90862, 
90867, 90868, 90869, 90870, 90875, 
90876 

WITH 53 

 

Table VA-43: MPT Intensive Outpatient and Partial Hospitalization Group 2 

CPT  POS 

99221, 99222, 99223, 99231, 99232, 
99233, 99238, 99239, 99251, 99252, 
99253, 99254, 99255 

WITH 52 
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Table VA-44: MPT Intensive Outpatient and Partial Hospitalization Group 2 

CPT  POS 

99221, 99222, 99223, 99231, 99232, 
99233, 99238, 99239, 99251, 99252, 
99253, 99254, 99255 

WITH 53 

 

Table VA-45: MPT Stand Alone Outpatient Group 1  

CPT UB-Rev HCPCS 

90804, 90805, 90806, 
90807, 90808, 90809, 
90810, 90811, 90812, 
90813, 90814, 90815, 
96101,96102, 96103, 
96105, 96110, 96111, 
96116, 96118, 96119, 
96120, 96125 

0513, 0900, 0901, 0902, 
0903, 0904, 0911, 0914, 
0915, 0916, 0917, 0918, 
0919 

G0155, G0176, G0177, 
G0409, G0451, H0002, 
H0004, H0031, H0034, 
H0036, H0037, H0039, 
H0040,H2000, H2010, 
H2011, H2013, H2014, 
H2015, H2016, H2017, 
H2018, H2019, H2020, 
M0064 

 

Table VA-46: MPT Outpatient/ED 

CPT  POS 

90791, 90792, 90801, 90802, 90832, 
90833, 90834, 90836, 90837, 90838, 
90839, 90840, 90845, 
90847, 90849, 90853, 90857, 90862, 
90867, 90868, 90869, 90870, 90875, 
90876 

WITH 03, 05, 07, 09, 11, 12, 13, 14, 15, 20, 22, 23, 
24, 33, 49, 50, 71, 72 

 

Table VA-47: MPT Outpatient/ED 

CPT  POS 

90791, 90792, 90801, 90802, 90832, 
90833, 90834, 90836, 90837, 90838, 
90839, 90840, 90845, 90847, 90849, 
90853, 90857, 90862, 90867, 90868, 
90869, 90870, 90875, 90876 

WITH 53 

 
  



Version: August 7, 2015 
  

VA-150 
 

Table VA-48: MPT Stand Alone Outpatient Group 2  

CPT UB-Rev 

98960, 98961, 98962, 99078, 
99201, 99202, 99203, 99204, 
99205, 99211, 99212, 99213, 
99214, 99215, 99241, 99242, 
99243, 99244, 99245, 99341, 
99342, 99343, 99344, 99345, 
99347, 99348, 99349, 99350, 
99381, 99382, 99383, 99384, 
99385, 99386, 99387, 99391, 
99392, 99393, 99394, 99395, 
99396, 99397, 99401, 99402, 
99403, 99404, 99411, 99412, 
99420, 99510 

0510, 0515, 0516, 0517, 0519, 0520, 
0521, 0522, 0523, 0526, 0527, 0528, 
0529, 0762, 0982, 0983 

 
F. Data Submission – how MMPs will submit data collected to CMS and the 

state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

 
 

VA7.8 Care Management Utilization. 

CONTINUOUS REPORTING 

Reporting 
Section 

Reporting 
Frequency 

Level 
Reporting 
Periods 

Due Date 

VA7. Utilization Semi-
Annually 
 

Contract Ex:  
1/1 – 6/30 
7/1 – 12/31 

By the end of the 
second month 
following the last 
day of the reporting 
period 

A. Data element definitions – details for each data element reported to CMS and 
the state, including examples, calculation methods, and how various data 
elements are associated.  

Element  
Letter 

Element Name Definition 
Allowable  

Values 

A. Total number of 
member months for 
members classified as 
Community Well 
during the reporting 
period.  

Total number of 
member months for 
members classified as 
Community Well 
during the reporting 
period.  

Field Type: Numeric 

https://financial-alignment-initiative.norc.org/
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

B. Total number of 
Community Well 
members who had 
zero (0) care 
coordinator 
encounters during the 
reporting period. 

Total number of 
Community Well 
members who had 
zero (0) care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 
 

C. Total number of 
Community Well 
members who had 1-2 
care coordinator 
encounters during the 
reporting period. 

Total number of 
Community Well 
members who had 1-2 
care coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

D. Total number of 
Community Well 
members who had 3-4 
care coordinator 
encounters during the 
reporting period. 

Total number of 
Community Well 
members who had 3-4 
care coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

E. Total number of 
Community Well 
members who had 5-6 
care coordinator 
encounters during the 
reporting period. 

Total number of 
Community Well 
members who had 5-6 
care coordinators 
encounters during the 
reporting period. 

Field Type: Numeric 

F. Total number of 
Community Well 
members who had 7 
or more care 
coordinator 
encounters during the 
reporting period. 

Total number of 
Community Well 
members who had 7 
or more care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

G. Total number of 
member months for 
members classified as 
EDCD during the 
reporting period.  

Total number of 
member months for 
members classified as 
EDCD during the 
reporting period.  

Field Type: Numeric 

H. Total count of EDCD 
members who had 
zero (0) care 
coordinator 
encounters during the 
reporting period. 

Total number of 
EDCD members who 
had zero (0) care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

I. Total number of 
EDCD members who 
had 1-2 care 
coordinator 
encounters during the 
reporting period. 

Total number of 
EDCD members who 
had 1-2 care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

J. Total number of 
EDCD members who 
had 3-4 care 
coordinator 
encounters during the 
reporting period. 

Total number of 
EDCD members who 
had 3-4 care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

K. Total number of 
EDCD members who 
had 5-6 care 
coordinator 
encounters during the 
reporting period. 

Total number of 
EDCD members who 
had 5-6 care 
coordinators 
encounters during the 
reporting period. 

Field Type: Numeric 

L. Total number of 
EDCD members who 
had 7 or more care 
coordinator 
encounters during the 
reporting period. 

Total number of 
EDCD members who 
had 7 or more care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

M. Total number of 
member months for 
members classified as 
nursing facility 
members during the 
reporting period.  

Total number of 
member months for 
members classified as 
nursing facility 
members during the 
reporting period.  

Field Type: Numeric 

N. Total number of 
nursing facility 
members who had 
zero (0) care 
coordinator 
encounters during the 
reporting period. 

Total number of 
nursing facility 
members who had 
zero (0) care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

O. Total number of 
nursing facility 
members who had 1-2 
care coordinator 
encounters during the 
reporting period. 

Total number of 
nursing facility 
members who had 1-2 
care coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

P. Total number of 
nursing facility 
members who had 3-4 
care coordinator 
encounters during the 
reporting period. 

Total number of 
nursing facility 
members who had 3-4 
care coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

Q. Total number of 
nursing facility 
members who had 5-6 
care coordinator 
encounters during the 
reporting period. 

Total number of 
nursing facility 
members who had 5-6 
care coordinators 
encounters during the 
reporting period. 

Field Type: Numeric 

R. Total number of 
nursing facility 
members who had 7 
or more care 
coordinator 
encounters during the 
reporting period. 

Total number of 
nursing facility 
members who had 7 
or more care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 

S. Total number of 
member months for 
members classified as 
all other vulnerable 
subpopulation 
members during the 
reporting period.  

Total number of 
member months for 
members classified as 
all other vulnerable 
subpopulation 
members during the 
reporting period.  

Field Type: Numeric 
 
Note: Exclude 
EDCD and NF 
members.  

T. Total number of all 
other vulnerable 
subpopulation 
members who had 
zero (0) care 
coordinator 
encounters during the 
reporting period. 

Total number of all 
other vulnerable 
subpopulation 
members who had 
zero (0) care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 
 
Note: Exclude 
EDCD and NF 
members. 

U. Total number of all 
other vulnerable 
subpopulation 
members who had 1-2 
care coordinator 
encounters during the 
reporting period. 

Total number of all 
other vulnerable 
subpopulation 
members who had 1-2 
care coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 
 
Note: Exclude 
EDCD and NF 
members. 
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Element  
Letter 

Element Name Definition 
Allowable  

Values 

V. Total number of all 
other vulnerable 
subpopulation 
members who had 3-4 
care coordinator 
encounters during the 
reporting period. 

Total number of all 
other vulnerable 
subpopulation 
members who had 3-4 
care coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 
 
Note: Exclude 
EDCD and NF 
members. 

W. Total number of all 
other vulnerable 
subpopulation 
members who had 5-6 
care coordinator 
encounters during the 
reporting period. 

Total number of all 
other vulnerable 
subpopulation 
members who had 5-6 
care coordinators 
encounters during the 
reporting period. 

Field Type: Numeric 
 
Note: Exclude 
EDCD and NF 
members. 

X. Total number of all 
other vulnerable 
subpopulation 
members who had 7 
or more care 
coordinator 
encounters during the 
reporting period. 

Total number of all 
other vulnerable 
subpopulation 
members who had 7 
or more care 
coordinator 
encounters during the 
reporting period. 

Field Type: Numeric 
 
Note: Exclude 
EDCD and NF 
members. 

 

B. QA checks/Thresholds – procedures used by CMS and the state to establish 
benchmarks in order to identify outliers or data that are potentially erroneous. 

• CMS and the state will perform an outlier analysis. 
• As data are received from MMPs over time, CMS and the state will 

apply threshold checks.  

C. Edits and Validation checks – validation checks that should be performed by 
each MMP prior to data submission.  

• All data elements should be positive values.  

D. Analysis – how CMS and the state will evaluate reported data, as well as how 
other data sources may be monitored. CMS and the state will evaluate the 
number of members classified as:  

• Community Well who had zero (0) care coordinator encounters 
during the reporting period per 1,000 member months.  

• Community Well who had 1-2 care coordinator encounters during 
the reporting period per 1,000 member months. 

• Community Well who had 3-4 care coordinator encounters during 
the reporting period per 1,000 member months. 

• Community Well who had 5-6 care coordinator encounters during 
the reporting period per 1,000 member months. 
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• Community Well who had 7 or more care coordinator encounters 
during the reporting period per 1,000 member months. 

• EDCD who had zero (0) care coordinator encounters during the 
reporting period per 1,000 member months.  

• EDCD who had 1-2 care coordinator encounters during the 
reporting period per 1,000 member months. 

• EDCD who had 3-4 care coordinator encounters during the 
reporting period per 1,000 member months. 

• EDCD who had 5-6 care coordinator encounters during the 
reporting period per 1,000 member months. 

• EDCD who had 7 or more care coordinator encounters during the 
reporting period per 1,000 member months. 

• Nursing facility members who had zero (0) care coordinator 
encounters during the reporting period per 1,000 member months.  

• Nursing facility members who had 1-2 care coordinator encounters 
during the reporting period per 1,000 member months. 

• Nursing facility members who had 3-4 care coordinator encounters 
during the reporting period per 1,000 member months. 

• Nursing facility members who had 5-6 care coordinator encounters 
during the reporting period per 1,000 member months. 

• Nursing facility members who had 7 or more care coordinator 
encounters during the reporting period per 1,000 member months. 

• All other vulnerable subpopulation members who had zero (0) care 
coordinator encounters during the reporting period per 1,000 
member months.  

• All other vulnerable subpopulation members who had 1-2 care 
coordinator encounters during the reporting period per 1,000 
member months. 

• All other vulnerable subpopulation members who had 3-4 care 
coordinator encounters during the reporting period per 1,000 
member months. 

• All other vulnerable subpopulation members who had 5-6 care 
coordinator encounters during the reporting period per 1,000 
member months. 

• All other vulnerable subpopulation members who had 7 or more 
care coordinator encounters during the reporting period per 1,000 
member months. 

E. Notes – additional clarifications to a reporting section. This section 
incorporates previously answered frequently asked questions.  

• MMPs should include all members regardless of whether the 
member was enrolled through passive enrollment or opt-in 
enrollment. Medicaid-only members should not be included. 

• MMPs should include all members who had any enrollment during 
the reporting period, regardless if they are disenrolled as of the end 
of the reporting period (i.e., include all members regardless if they 
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are currently enrolled or disenrolled as of the last day of the 
reporting period). 

• MMPs should only include the meaningful member-to-care 
coordinator encounters, which only includes direct communication 
between a member and his/her care coordinator over the phone or 
face-to-face. Voicemail messages, letters, and no-show 
appointments should not be counted under this measure.  

• Community Well members are enrollees ages 21 and older who do 
not meet a Nursing Facility Level of Care (NFLOC) standard. 

• Vulnerable subpopulation members are: 

ix. Individuals enrolled in the EDCD waiver; 
x. Individuals with intellectual/developmental disabilities;  
xi. Individuals with cognitive or memory problems (e.g., 

dementia or traumatic brain injury);  
xii. Individuals with physical or sensory disabilities;  
xiii. Individuals residing in nursing facilities; 
xiv. Individuals with serious and persistent mental illnesses;  
xv. Individuals with end stage renal disease; and,  
xvi. Individuals with complex or multiple chronic conditions.  

• Exclude EDCD and nursing facility members from the vulnerable 
subpopulation in data elements S through X “All other vulnerable 
subpopulation” should only include members not in the EDCD 
waiver and not residing in a nursing facility.  

• An EDCD waiver is a CMS-approved §1915(c) waiver that covers a 
range of community support services offered to EDCD members. 
EDCD members are individuals who are elderly or who have a 
disability who would otherwise require a nursing facility level of 
care. 

F. Data Submission – how MMPs will submit data collected to CMS and the 
state. 

• MMPs will submit data collected for this measure in the above 
specified format through a secure data collection site established 
by CMS. This site can be accessed at the following web address: 
https://Financial-Alignment-Initiative.NORC.org  

https://financial-alignment-initiative.norc.org/

