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Excited for a Fresh Start!
Richard Cassidy, MD, MBA 

Chief Medical Officer

Greetings and welcome to the newly revitalized provider 
newsletter. I hope everyone was able to enjoy the holidays, 
especially given these unprecedented times. This newsletter  
will appear every other month and in it we want to share 
corporate updates, clinical, quality, coding and payor  
information as well as tips to continue our success as an  
organization. This newsletter is one small step in an overar-
ching engagement program that will be deployed over the 
rest of the year. We want to have a better understanding of 
provider and office issues to ensure that we are as effective as 
possible at serving our patients, so your feedback is always 
welcome!

For those I have not met, I wanted to take a moment to  
introduce myself. I am Rich Cassidy, MD, MBA. I joined  
ClareMedica in December 2020 as the new Chief Medical 
Officer. I am a board-certified internist, I’ve practiced emer-
gency medicine in south Florida and have extensive payor, 
provider, and value-based care experience. I am truly excit-
ed about this opportunity and look forward to working with 
each of you. I am always open to feedback and am happy to 
schedule one on one time with anyone to discuss. Let’s make 
2021 a great year!

MSO,  LLC.
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• ClareMedica is pleased to announce 
that we are contracted with CarePlus 
Health Plan effective February 1, 2021 
in all Florida markets where ClareMed-
ica operates. This 5-Star plan allows for 
year-round enrollment and offers pa-
tients a range of plans to choose from 
including give back and special needs 
plans to help grow membership.  If you 
are interested in learning more about 
adding CarePlus to your ClareMedica 
contract, please contact our Affiliate 
Provider Operations team for more in-
formation 

• Medicare has its payments to  
specialists effective January 1, 2021.  This 
3.75% increase in specialty fee for ser-
vice payments will come at the expense 
of primary care service funds and will 
negatively impact our primary care phy-
sicians with capitated risk agreements. 
In an effort to mitigate this cost increase 
we encourage practices to see patients 
more frequently to build relationships, 
identify acute conditions early, and limit 
authorizations to medically necessary 
and Medicare approved treatments. Ad-
ditionally, please remind patients to call 
or visit the practice instead of utilizing 
emergency room and urgent care clinics 
for manageable conditions.  

• Membership rosters are distributed 
to your practice manager or designat-
ed representative by the 6th of each 
month.  We encourage you to immedi-
ately reach out to new patients on your 
roster to welcome them to your practice 
and to conduct a full health risk assess-
ment.  Additionally, to maintain your 
practice-to-patient relationship and 
to properly assess medical conditions, 
ClareMedica asks that you see your 
patient in the practice a minimum of 4 
times per year or more as determined 
by care management needs.  This al-
lows for proper documentation, HEDIS 
gap closure, better patient care, and 
better patient outcomes.  We also offer 
access to AaNeel, our claims manage-
ment system. Through AaNeel you may 
access membership rosters and daily 
censuses even earlier.  Not using AaNeel 
yet? We’d love to help you get started, 
please reach out to our APO team for a 
demo and a log in today.  

• CMS has issued updates to evaluation 
and management (E&M) coding prac-
tices for 2021.  It is imperative that your 
biller is using the correct codes so that 
your encounter/claims are not denied 
by the health plans. To review the new 
guidelines and requirements please 

check out the CMS Coding Update 
found here.  Additionally, please make 
sure billers are recording all the CPT 2 
codes for HEDIS measures and diagno-
sis codes for Medicare risk reporting on 
encounters/claims.  This includes using 
up to 12 diagnosis codes per claim form 
and using the proper coding for a sec-
ond claim for the same date of service.  

If you need assistance or a review of 
your Medicare Advantage encounter/
claim billing please contact our APO 
team.  Proper coding and billing prac-
tices and timelines are part of the foun-
dation of being a successful Medicare 
Advantage practice.  

Need to reach the Affiliate 
Provider Operations team?

Central Florida
Bonnie Asberry

BAsberry@ClareMedica.com

South Florida
Julia Fish

JFish@ClareMedica.com
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Welcome Dr. Bankole and Team!

We would like to welcome our newest affiliate to the 
ClareMedica Family, welcome Dr. Olayinka Bankole, 
MD located on Armenia Avenue in Tampa. He is a 
well-known physician in the Tampa area that speaks 
English and Yoruben. We are excited to be working 
with Dr. Bankole and his team!  

Affiliate Provider Operations (APO) Updates...

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval-mgmt-serv-guide-ICN006764.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/eval-mgmt-serv-guide-ICN006764.pdf
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Primary care forms a cornerstone of our 
health care delivery system (1). When 
patients seek medical care, often those 
at the greatest risk for disease progres-
sion reach out 
late in their ill-
ness, if at all. 
Optimally, early 
intervention al-
lows for better 
care manage-
ment for those 
with high dis-
ease burden 
and risk. One 
of the keys to 
delivering bet-
ter care is to see 
the patient with 
c o n s i s t e n c y 
and at the ap-
propriate time 
intervals. This 
can be achieved 
through proac-
tive outreach 
and by building 
a rapport with the patient to encourage 
communication when needed. 

Even before the COVID-19 pandemic, 
the number of patients with undiag-
nosed and undertreated conditions 
were numerous.  Conditions such as 
hypertension, diabetes, heart disease, 
cancer, and others needing continual 
surveillance and treatment to be opti-
mally cared for. It is these same condi-
tions that when poorly controlled often 
lead to complications. The pandemic 
has exacerbated this problem and many 
patients have not received optimal 
medical care due to fear, limited provid-
er access, financial constraints, limited 
transportation, and more. The need and 
value of primary care in our communi-
ties has never been higher.

Primary care is the type of practice most 
likely to deliver on the core attributes: 
accessibility, comprehensiveness, co-
ordination, continuity, and accountabil-

ity (1). What sets primary care 
apart from other types of care, 
is creating the patient-doctor 
relationship longitudinally, 
with care and trust built over 
time. Once trust is gained, 
then it can serve as a basis by 
which doctors influence and 
guide patients. 

The goals of primary care dif-
fer in important ways from 
other care settings. Primary 
care, while inclusive of acute 
disease, also include care of 
chronic disease, patient ad-
vocacy, patient education, 
management of early disease, 
disease screening and early 
detection, and disease pre-
vention.(2) The ongoing rela-
tionship between doctor and 
patient can help both achieve 
many of their goals including 

care that seeks to pro-actively control 
disease progression, avoid exacerba-
tions, and complications of disease. It is 
this relationship that is the cornerstone 
to achieving care goals. 

Advanced practice medical care, using 
the concepts of Patient Centered Med-
ical Home (PCMH) and Value Based 
Care, has been shown to have better 
outcomes than practices not engaged 
in this type of care. Research shows that 
incorporating the concepts of medical 
home, accountable care, patient edu-
cation, and others can reduce hospi-
talizations and improve quality of life 
scores. (3)  Some of the benefits of an en-
hanced patient-physician relationship 
bolstered by more frequent visits are as 
follows: 

• Increased patient satisfaction

• Compliance with medication  
regimens 

• Decreased likelihood of future  
hospitalization and reduced use of 
ER

During the medical encounters with pa-
tients over 65 years of age, practitioners 
should keep watch for signs that indi-
cate risk for the patient. It is helpful to 
separate patients into two or three risk 
groups. A higher degree of intervention 
and services benefits higher risk pa-
tients based on their risk stratification. 
(5)  A helpful guideline is to see higher 
risk patients an average of 6-10 visits 
per year, and lower risk patients 4 - 6 
times per year. 

Some indications of a high-risk patient 
may include:

• Patients with greater than 3 chronic 
conditions

• Conditions that affect functional 
status and have high utilization cost 

• One or more hospitalizations in the 
last 12 months, including readmis-
sions

• Two or more ER visits in the last 12 
months

The added benefits of this enhanced 
visit model are the ability to achieve 
quality measures as defined by HEDIS, 
care for conditions with reduced reli-
ance on sub-specialists, have greater 
opportunity for patient education and 
engagement, and increase opportu-
nities to diagnose and manage the pa-
tient’s conditions, resulting in a more 
accurate RAF (Risk-Assessment Factor). 
Clinicians following this enhanced visit 
model gain patients’ trust, have greater 
job satisfaction, their patients enjoy a 
higher degree of health. 
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“ 
Once trust is  

gained, then it can 
serve as a basis

 by which doctors  
influence and guide 

patients.  

”

Primary Care, Visit Access, and Creating a Trusting Relationship
Randall Taubman, MD

Regional Medical Director
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Specificity is the word most often associated with the updated ICD-10 documentation guidelines. Industry standards require 
the most detailed diagnosis and documentation possible, and specificity as well as good documentation practices lead to a 
better coding for Major Depressive Disorders (MDD) and the proper funding based on the risk adjustment model.

MDD is a primary mood disorder that affects millions of people across the globe. When presented in adults and seniors, risk 
factors or triggers may include but are not limited to: isolation, other chronic conditions, stressors, losses, unemployment, or 
financial strain. 

The disorder is characterized by multiple symptoms such as: low mood, loss of interest, loss of sleep, decreased appetite, 
weakness, poor concentration, low self-esteem, and suicidal ideation.  

How do we document and code this condition? 

Once the MDD diagnosis is established, TWO elements should be included whenever possible to better identify it:

• Type of episode (single, recurrent): documentation of MDD MUST include the type of episode.

A single episode is simply the first occurrence of MDD symptoms; all subsequent episodes are considered recurrent 
(in the vast majority of cases).

Sometimes single episode and recurrent are documented as interchangeable in different notes. But note that as per 
DSM-V criteria:

“For an episode to be considered recurrent, there must be an interval of at least two consecutive months between  
separate episodes in which criteria are not met for a major depressive episode.”

• Severity (mild, moderate, severe): severity of the episode in the diagnosis must be noted as, mild, moderate, or 
severe. Do not leave unspecified.

Why specificity matters…

Documenting MDD, single without assigning a severity stage will negatively affect MRA scores, as the diagnosis F32.9 does 
not have MRA weight. If MDD single, unspecified is documented, the chronic condition (HCC) is lost!

According to MRA model mapping for MDD, the HCC group 59:

ICD10 Diagnosis Description HCC

F320 Major depressive disorder, single episode, mild 59

F321 Major depressive disorder, single episode, moderate 59

F322 Major depressive disorder, single episode, severe without psychotic features 59

F323 Major depressive disorder, single episode, severe with psychotic features 59

F329 Major depressive disorder, single episode, unspecified  No HCC

If a clinical decision points to an improvement in MDD, consider the use of remission states in these chronic conditions instead 
of assuming full recovery at once.

Remission states:

• In partial remission (less than two months without significant symptoms)
• In full remission (over two months without significant symptoms)

In an MDD, single episode scenario, after a period without any significant symptoms, we would actively capture the condition 
by documenting as follows:

The Specifics About Major Depressive Disorder Documentation and 
Coding

Jose A. Miranda
RN-BSN, CPC, CRC, CPMA, FMG
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ICD10 Diagnosis Description HCC

F324 Major depressive disorder, single episode, in partial remission 59

F325 Major depressive disorder, single episode, in full remission 59

In an MDD, recurrent episode scenario, after a period without any significant symptoms, we would actively capture the  
condition by documenting as follows: 

ICD10 Diagnosis Description HCC

F3341 Major depressive disorder, recurrent, in partial remission 59

F3342 Major depressive disorder, recurrent, in full remission 59

If the patient has fully recovered from MDD and no remission status has been observed, document it as History of De-
pression and do not submit the codes as the condition is no longer active.  

The documentation should always be clear, concise, and to the highest level of specificity to capture the most accurate clinical 
picture.

Remember: good documentation leads to better codification and better reimbursement under  
the risk adjustment model. 

Understanding the Importance of  
Credentialing and the Council for Affordable 
Quality Health Care 

At ClareMedica, we use the Council for Affordable Quality Healthcare (CAQH)  
online database to manage our providers personal and professional data. This single  
repository, that may be accessed by authorized health plans, contains information 
including provider experience, education, and ensures licenses are up to date. This 
not only maintains policy and licensure compliance but also reduces the amount of 
paperwork required for credentialing. 

Since most payors now use CAQH as part of their credentialing process,  
ClareMedica MSO, LLC. affiliates are strongly encouraged to create a CAQH profile 
to limit credentialing delays. It is crucial that provider profiles stay as accurate and 
up-to-date as possible. For more information or to obtain a CAQH profile, please 
follow this link. 

The 5-step CAQH/Credentialing process:
1. Registering with CAQH ProView 
2. Completing the online application and reviewing all data
3. Authorize who can access the information
4. Verify the data and/or attest to it
5. Upload and submit supporting documents.

Providers must indicate which organizations and health plans have the authoriza-
tion to access their data and CAQH requires review and re-attestation every 120 
days. However, it is recommended to make updates and changes as they occur. 
For example, a renewed license or malpractice policy should be updated in your 
CAQH profile as soon as possible, as many payors may access that information if 
re-credentialing and re-validation is near. CAQH seldom sends reminders, please 
schedule re-attestation on your calendar to stay current.

Credentialing 
Corner

Keeping You Informed

Credentialing and 
the Council for  

Affordable Quality 
Health Care

https://proview.caqh.org/Login/Index?ReturnUrl=%2fPR%2fProfessionalID.


License Renewals- Upcoming:

Licensees of the Florida Board of Medicine are required to renew their licenses biennially (every 2 years) in order to maintain 
the right to practice. At least 90 days prior to license expiry, the Florida Department of Health, Board of Medicine will send a 
renewal notification postcard to your last mailing address of record. You will have until midnight, Eastern Time, on the day of li-
cense expiry to renew. Failure to renew an active or inactive license by the expiration date will result in the license being placed 
in delinquent status. Failure by a delinquent licensee to renew before the expiration of the current licensure cycle renders the 
license null and void without any further action by the board or the department.

First Biennium Renewal: 

If you are renewing your license for the first time you are exempt from the general continuing medical education (CME) re-
quirement and are only required to complete 2 hours of Preventing Medical Errors and 1 hour of HIV/AIDS. Rule 64B8-13.005, 
Florida Administrative Code, requires the Prevention of Medical Errors course contain the five most mis-diagnosed medical 
conditions in Florida for the previous two years. Currently those conditions are: cancer related issues, neurological/spine 
related issues, cardiac/stroke related issues, infectious/communicable diseases,and pulmonary related issues. CE/CME re-
quirements - Subject Areas: General Hours – 38, Medical Error – 2, Domestic Violence – 2, Controlled Substance Prescribing 
Course – 2, and Human Trafficking - 1. The fee for renewing an active license in Florida is $389.00 for those active licenses.

Physicians and practitioners outside their first-year renewal, with upcoming Florida medical license expirations are required 
to begin collecting the required CME credits and uploading them to the appropriate website such as Oakstone.com. Once 
the renewal application has been completed through the Florida Health Medical Quality Assurance online services website, 
(figure 1) the physical license will be mailed 
to the address on file. A hard copy of the Flori-
da medical license should be displayed in the 
office for each participating provider in the 
practice.

Additionally, providers CAQH profiles should 
also be updated at this time to reflect the 
newest license information. Once the license 
has been received, log into your CAQH pro-
file and under the “Professional IDs” section 
(figure 2), update the renewed expiration 
date and upload a copy of the new license 
under the “Documents” section. Once these 
steps are done, click on the “Review & Attest” 
button to ensure the updates made to the 
profile are verified, accepted and updated by 
the CAQH system.

DEA license renewals:

Providers are also required to maintain DEA 
licenses in clear and active standing to ensure  
there is no interruption to care when prescribing medications to patients. The US Dept of Justice DEA office will send notification of the 
expiration about 65 days prior to the expiration date via email. Providers may then access the DEA Diversion control website select 
“Renewal application” and enter the required information (Name, SSN, DEA license #, Zip, State, etc.). Once logged in, complete the  
application form and verify that all the information is accurate. A processing fee must be paid by credit card to submit your 
DEA renewal request. The renewed licenses should arrive within four weeks. Please note that DEA licenses expire every 
three years and must be renewed on time or providers will lose their right to prescribe controlled substances on the date of  
expiration. Current DEA policy is as follows:

If a renewal application is submitted in a timely manner prior to expiration, the registrant may continue operations,  
authorized by the registration, beyond the expiration date until final action is taken on the application.

DEA allows the reinstatement of an expired registration for one calendar month after the expiration date. If the registra-

Figure 1
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https://mqa-vo.doh.state.fl.us/datamart/voservicesportal


tion is not renewed within that calendar month, 
an application for a new DEA registration will be 
required.

Regardless of whether a registration is reinstat-
ed within the calendar month after expiration,  
federal law prohibits the handling of controlled 
substances or List 1 chemicals for any period  
under an expired registration.

Again, once the renewed DEA license is received, 
the providers CAQH profile also needs to be updat-
ed. Log onto the CAQH ProView website and update 
the DEA license section (figure 3) and upload the 
renewed DEA license copy prior to re-attesting to 
the profile. Locate the DEA Registration section of  
the profile and update the expiration date listed. Then 
under “Documents”, upload a copy of the renewed li-
cense. 

Within 1-2 business days the system will verify this 
data and upload the renewed copy to the profile. 

Figure 2

Figure 3

Sources: Primary Care, Visit Access, and Creating a Trusting Relationship, Page 3
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https://www.aafp.org/about/policies/all/primary-care.html
https://www.capc.org/blog/palliative-pulse-april-2016-identifying-high-risk-patients-early/


ClareMedica... Clarely a better way to deliver care.

It is our mission to provide excellent medical care, effectively manage and improve the health and  
overall wellbeing of our customers.

It is our vision to be the dominant Florida based primary care provider, delivering health benefits and  

service excellence to our customers.

MSO,  LLC.


