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COMMONWEALTH OF VIRGINIA 1
Department of Medical Assistance Services
Medical Assistance Program
Participation Agreement

If you wish to be a MEDALLION PCP, check this box. The MEDALLION prowdef enroliment form must be attached.
If you are already a MEDALLION provider, check this box.

This is to certify: PAYMENT/CORRESPONDENCE ADDRESS PHYSICAL ADDRESS

{REQUIRED IF DIFFERENT FROM PAYMENT ADDRESS)

INDIVIDUAL
PROVIDER NAME

ATTENTION

ADDR LINE 1

ADDR LINE 2

CITY, STATE, ZIP

on

this day of agrees to participate in the Virginia Medical Assistance

Program (VMAP), the Department of Medical Assistance Services, the Iegaily designated State Agency for the administration of Medicaid.

1.

2.

10.

11.

The provider is authorized to practice under the laws of the state in which he is licensed and practicing and is not as a matter of state
or federal law disqualified from participating in the Program.

Services will be provided without regard to age, sex, race, color, religion, national origin, or type of illness or condition. No
handicapped individual shall, solely by reason of his handicap, be excluded from participation in, be denied the benefits of, or be
subjected to discrimination in (Section 504 of the Rehabilitation Act of 1973 29 USC.794) VMAP.

The provider agrees to keep such records as VMAP determines necessary. The provider will furnish VMAP on request information
regarding payments claimed for providing services under the State Plan. Access to records and facilities by authorized VMAP
representatives and the Attorney General of Virginia or his authorized representatives, and federal personnel will be permitted upon
reasonable request.

The provider agrees that charges submitted for services rendered will be based on the usual, customary, and reasonable concept and
agrees that all requests for payment will comply in all respects with the policies of VMAP for the submission of claims. 7
Payment made by VMAP constitutes full payment except for patient pay amounts determined by VMAP, and the provider agrees not to
submit additional charges to the recipient for services covered under VMAP. The collection or receipt of any money, gift, donation or
other consideration from or on behalf of a medical assistance recipient for any service provided under medical assistance is
expressly prohibited.

The provider agrees to pursue all other available third party payment sources prior to submitting a claim to VMAP,

Payment by VMAP at its estabiished rates for the services involved shall constitute full payment for the services rendered. Should an
audit by authorized state or federal officials result in disallowance of amounts previously paid to the provider by VMAP, the provider
will reimburse VMAP upon demand,

The provider agrees to comply with all applicabie state and federal laws, as well as administrative policies and procedures of VMAP
as from time to time amended.

This agreement may be terminated at will on thirty days' written notice by either party or by VMAP when the provider is no longer
eligible to participate in the Program.

All disputes regarding provider reimbursement and/or termination of this agreement by VMAP for any reason shall be resolved
through administrative proceedings conducted at the office of VMAP in Richmond, Virginia. These administrative proceedings and
judicial review of such administrative proceedings shall be pursuant to the Virginia Administrative Process Act.

If qualified to be a Primary Care Provider, the applicant agrees to comply with all applicable MEDALLION state and federal laws,
administrative policies and procedures of DPMAS, and the requirements identified in Appendix A as from time to time amended.
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original agreement 4461 Cox Rd. Suite 102

o Glen Allen, VA 23060-3331
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