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CENTERS FOR MEDICARE & MEDICAID SERVICES
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Cynthia B. Jones, Director

Department of Medical Assistance Services
600 East Broad Street, Suite 1300
Richmond, VA 23219

Dear Ms. Jones:

We have reviewed State Plan Amendment (SPA) 14-03, Electronic Claims Submission, which
requires all providers enrolled with Medicaid to submit electronically all claims for covered
services they render in the fee-for-service program, and to enroll to receive electronic funds
transfer (EFT) payments for those services. This SPA also allows any provider who cannot
comply with this electronic claims submission or EFT requirement to request an exception from
the Department of Medical Assistance Services for good cause shown.

This SPA is acceptable. Therefore, we are approving SPA 14-03 with an effective date of
January 1, 2014. Enclosed are the approved SPA pages and signed CMS-179 form.

If you have further questions about this SPA, please contact Margaret Kosherzenko of my staff at
215-861-4288.

Sincerely,

IS/

WC oug
ssociate Regi Administrator
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