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WHAT? WHY? HOW?

Annual Wellness Visits



@NACHC

• Evara Health began performing AWVs since their 

introduction by the Affordable Care Act.

• Participation in the Health Choice Care Medicare 

Accountable Care Organization (ACO) led us to realize 

that our processes supporting the AWV program must 

be restructured.

• In order to improve the outcome, our Value Based 

Services (VBS) team created new tools and protocols for 

the process.

WHY
Our health center started 
doing AWVs
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Tracking AWVs
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WHAT? WHY? HOW?

Annual Wellness Visits



@NACHC

Step 1:
Compile list of patients for AWV
Build on Empanelment & Risk Stratification; use Technology

Eligible patients identified by:

• Running lists. Monthly spreadsheet generated from HCN (CLEAR), Greenway Intergy
by VBS Supervisor.

• Converting Upcoming Medicare Visits. All Medicare appointments reviewed two 
days prior to appointment to evaluate for conversion to AWV (if converted, complete 
Health Risk Assessment (HRA) and Falls Risk at time of scheduling AWV)

• Care Management Referrals. Staff within Care Management Services schedule AWV 
(complete HRA and Falls Risk at time of scheduling AWV)



@NACHC

Sample Telephone Script: AWV

We see you have an existing appointment, and you are due for your Annual visit.

Medicare is very specific about what the “Annual Wellness Visit” offers. At the
Annual Wellness Visit, your health care professional will talk to you about your
medical history, review your risk factors, and provide a written personalized
prevention plan to help keep you healthy. During this visit you will also be able to
get medication refills, lab/screening orders and review any existing lab results.

I would be glad to assist you in getting your Annual Wellness visit completed at
your upcoming visit.
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Other data: 
Patient # 
Patient Name
Date of Birth
Home phone
Mobile phone

List of patients for AWV



@NACHC

Step 2:
Outreach to Schedule AWVs
Build on Empanelment & Risk Stratification; use Technology

• VBS Review Nurse and Case Managers conduct outreach to schedule patients for 
AWV (completes HRA and Falls Risk at time of scheduling)

• After-hours and weekend outreach to patients that staff have been ‘unable to 
reach’

• Send CareMessage reminders for patients to schedule AWV



@NACHC

Step 3:
Managing care team schedule for AWV

Daily Huddle Task Sheet reviewed with provider – includes HCC coding opportunities and 
Care Gaps (e.g., cancer screening) to be addressed

VBS Review Nurse/Case Manager

• Health risk assessment questions and preventive care services

• Reminder call to the patient 24 hours before appointment and document on ACO 
template (created internally).

Provider

• Briefed by Care Manager (between patients)

• Performs a brief visit with the patient
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Patient 
Info

HCC Opportunities

Daily Huddle Task Sheet



@NACHCwww.nachc.org | 53

Daily Huddle Task Sheet



@NACHC

Step 3:
Conduct AWV

Visit Types:

• In-person clinic visit

• Video telehealth – 2 designated providers

• Audio call

• Medical Home @ Home:

• Evara clinical team completes an office visit in the home then connects patient 
with a provider via video

• Vitals, weight, BMI, HbA1c, and all screenings completed during visit



@NACHC

Ongoing Monitoring & Reporting

Weekly Monthly Quarterly

VBS Supervisor Review: 
• AWVs completion
• Required documentation
• Correct coding
• Task Case Managers if f/u 

needed or member needs 
rescheduling

Team Review:
• Completions
• Trends
• Goals

Leadership Review:
• # AWV scheduled
• # AWV completed
• # outreaches
• Report and barriers to care
• Patient engagement rate
• Current AWV completion 

rate YTD

VBS Supervisor Review:
• Rosters to add/remove 

patients from panels. 
• Task Case Managers to 

outreach and schedule 
IPPE/AWVs.
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Tracking AWVs



@NACHC

Step 4:
Documentation/Coding/Billing

www.nachc.org

• All Medicare appointments are reviewed weekly for 
required documentation and correct code dropped.
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ACO Annual Wellness Visits Approach

• Establish AWV plan for the year

• Determine # of AWV to be completed to 
meet goal of 70%

• Track HEDIS measure monthly 

• Track monthly ACO member 
engagement








