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section 1851 of the Act (relating to dis-
semination of enrollment information),
and section 4360 of the Omnibus Budget
Reconciliation Act of 1990 (relating to
the health insurance counseling and as-
sistance program) and section 1860D-
1(c) of the Act (relating to dissemina-
tion of enrollment information for the
drug benefit).

(c) Applicability. The fee assessment
also applies to those demonstrations
for which enrollment is effected or co-
ordinated under section 1851 of the Act.

(d) Collection of fees—(1) Timing of col-
lection. CMS collects the fees over 9
consecutive months beginning with
January of each fiscal year.

(2) Amount to be collected. The aggre-
gate amount of fees for a fiscal year is
the lesser of—

(i) The estimated costs to be incurred
by CMS in that fiscal year to carry out
the activities described in paragraph
(b) of this section; or

(ii) For fiscal year 2006 and each suc-
ceeding year, the applicable portion (as
defined in paragraph (e) of this section)
of $200 million.”

(e) Applicable portion. In this section,
the term ‘‘applicable portion’ with re-
spect to an MA plan means, for a fiscal
year, CMS’s estimate of Medicare Part
C and D expenditures for those MA or-
ganizations as a percentage of all ex-
penditures under title XVIII and with
respect to PDP sponsors, the applicable
portion is CMS’s estimate of Medicare
Part D prescription drug expenditures
for those PDP sponsors as a percentage
of all expenditures under title XVIII.

(f) Assessment methodology. (1) The
amount of the applicable portion of the
user fee each MA organization and PDP
sponsor must pay is assessed as a per-
centage of the total Medicare pay-
ments to each organization. CMS de-
termines the annual assessment per-
centage rate separately for MA organi-
zations and for PDPs using the fol-
lowing formula:

(i) The assessment formula for MA
organizations (including MA-PD plans):

C divided by A times B where—

A is the total estimated January
payments to all MA organizations sub-
ject to the assessment;

B is the 9-month (January through
September) assessment period; and
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C is the total fiscal year MA organi-
zation user fee assessment amount de-
termined in accordance with paragraph
(d)(2) of this section.

(ii) The assessment formula for
PDPs: C divided by A times B where—
A is the total estimated January pay-
ments to all PDP sponsors subject to
the assessment; B is the 9-month (Jan-
uary through September) assessment
period; and C is the total fiscal year
PDP sponsor’s user fee assessment
amount determined in accordance with
paragraph (d)(2) of this section.

(2) CMS determines each MA organi-
zation’s and PDP sponsor’s pro rata
share of the annual fee on the basis of
the organization’s calculated monthly
payment amount during the 9 consecu-
tive months beginning with January.
CMS calculates each organization’s
monthly pro rata share by multiplying
the established percentage rate by the
total monthly calculated Medicare
payment amount to the organization
as recorded in CMS’s payment system
on the first day of the month.

(3) CMS deducts the organization’s
fee from the amount of Federal funds
otherwise payable to the MA organiza-
tion or PDP sponsor for that month.

(4) If assessments reach the amount
authorized for the year before the end
of September, CMS discontinues as-
sessment.

(5) If there are delays in determining
the amount of the annual aggregate
fees specified in paragraph (d)(2) of this
section, or the fee percentage rate
specified in paragraph (f)(2), CMS may
adjust the assessment time period and
the fee percentage amount.

[66 FR 40315, June 29, 2000. Redesignated and

amended at 70 FR 4715, Jan. 28, 2005; 70 FR
52026, Sept. 1, 2005]

Subpart B—Eligibility, Election, and
Enroliment

SOURCE: 63 FR 35071, June 26, 1998, unless
otherwise noted.

§422.50 Eligibility to elect an MA plan.

For this subpart, all references to an
MA plan include MA-PD and both MA
local and MA regional plans, as defined
in §422.2 unless specifically noted oth-
erwise.
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(a) An individual is eligible to elect
an MA plan if he or she meets all of the
following:;

(1) Is entitled to Medicare under Part
A and enrolled in Part B (except that
an individual entitled only to Part B
and who was enrolled in an HMO or
CMP with a risk contract under part
417 of this chapter on December 31, 1998
may continue to be enrolled in the MA
organization as an MA plan enrollee).

(2) For coverage before January 1,
2021, has not been medically deter-
mined to have end-stage renal disease,
except that—

(i) An individual who develops end-
stage renal disease while enrolled in an
MA plan or in a health plan offered by
the MA organization is eligible to elect
an MA plan offered by that organiza-
tion;

(ii) An individual with end-stage
renal disease whose enrollment in an
MA plan was terminated or discon-
tinued after December 31, 1998, because
CMS or the MA organization termi-
nated the MA organization’s contract
for the plan or discontinued the plan in
the area in which the individual re-
sides, is eligible to elect another MA
plan. If the plan so elected is later ter-
minated or discontinued in the area in
which the individual resides, he or she
may elect another MA plan; and

(iii) An individual with end-stage
renal disease may elect an MA special
needs plan as defined in §422.2, as long
as that plan has opted to enroll ESRD
individuals.

(3) Meets either of the following resi-
dency requirements:

(1) Resides in the service area of the
MA plan.

(i) Resides outside of the service
area of the MA plan and is enrolled in
a health plan offered by the MA organi-
zation during the month immediately
preceding the month in which the indi-
vidual is entitled to both Medicare
Part A and Part B, provided that an
MA organization chooses to offer this
option and that CMS determines that
all applicable MA access requirements
of §422.112 are met for that individual
through the MA plan’s established pro-
vider network. The MA organization
must furnish the same benefits to these
enrollees as to enrollees who reside in
the service area;

42 CFR Ch. IV (10-1-23 Edition)

(4) Has been a member of an Em-
ployer Group Health Plan (EGHP) that
includes the elected MA plan, even if
the individual lives outside of the MA
plan service area, provided that an MA
organization chooses to offer this op-
tion and that CMS determines that all
applicable MA access requirements at
§422.112 are met for that individual
through the MA plan’s established pro-
vider network. The MA organization
must furnish the same benefits to all
enrollees, regardless of whether they
reside in the service area.

(5) Completes and signs an election
form or completes another CMS-ap-
proved election method offered by the
MA organization and provides informa-
tion required for enrollment.

(6) Agrees to abide by the rules of the
MA organization after they are dis-
closed to him or her in connection with
the election process.

(7) Is a United States citizen or is
lawfully present in the United States
as determined in 8 CFR 1.3.

(b) An MA eligible individual may
not be enrolled in more than one MA
plan at any given time.

[63 FR 35071, June 26, 1998; 63 FR 52611, Oct.
1, 1998, as amended at 656 FR 40316, June 29,
2000; 68 FR 50855, Aug. 22, 2003; 70 FR 4715,
Jan. 28, 2005; 70 FR 52026, Sept. 1, 2005; 80 FR
7958, Feb. 12, 2015; 85 FR 33901, June 2, 2020]

§422.52 Eligibility to elect an MA plan
for special needs individuals.

(a) General rule. In order to elect a
specialized MA plan for a special needs
individual (Special Needs MA plan, or
SNP), the individual must meet the eli-
gibility requirements specified in this
section.

(b) Basic eligibility requirements. Ex-
cept as provided in paragraph (c) of
this section, to be eligible to elect an
SNP, an individual must:

(1) Meet the definition of a special
needs individual, as defined at §422.2;

(2) Meet the eligibility requirements
for that specific SNP; and

(3) Be eligible to elect an MA plan
under §422.50.

(c) Exception to §422.50. For plan
years beginning before January 1, 2021,
CMS may waive §422.50(a)(2) con-
cerning the exclusion of persons with
ESRD.
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(d) Deeming continued eligibility. If an
SNP determines that the enrollee no
longer meets the eligibility criteria,
but can reasonably be expected to
again meet that criteria within a 6-
month period, the enrollee is deemed
to continue to be eligible for the MA
plan for a period of not less than 30
days but not to exceed 6 months.

(e) Restricting enrollment. An SNP
must restrict future enrollment to only
special needs individuals as established
under §422.2.

(f) Establishing eligibility for enroll-
ment. A SNP must employ a process ap-
proved by CMS to verify the eligibility
of each individual enrolling in the
SNP.

[70 FR 4716, Jan. 28, 2005, as amended at 74
FR 1541, Jan. 12, 2009; 85 FR 33901, June 2,
2020]

§422.53 Eligibility to elect an MA plan
for senior housing facility resi-
dents.

(a) Basic eligibility requirements. To be
eligible to elect an MA senior housing
facility plan, the individual must meet
both of the following:

(1) Be a resident of an MA senior
housing facility defined in §422.2.

(2) Be eligible to elect an MA plan
under §422.50.

(b) Restricting enrollment. An MA sen-
ior housing facility plan must restrict
enrollment to only those individuals
who reside in a continuing care retire-
ment community as defined at
§422.133(b)(2).

(c) Establishing eligibility for enroll-
ment. An MA senior housing facility
plan must verify the eligibility of each
individual enrolling in its plan using a
CMS approved process.

[76 FR 21561, Apr. 15, 2011]

§422.54 Continuation
for MA local plans.

(a) Definition. Continuation area
means an additional area (outside the
service area) within which the MA or-
ganization offering a local plan fur-
nishes or arranges to furnish services
to its continuation-of-enrollment en-
rollees. Enrollees must reside in a con-
tinuation area on a permanent basis. A
continuation area does not expand the
service area of any MA local plan.

of enrollment
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(b) Basic rule. An MA organization
may offer a continuation of enrollment
option to MA local plan enrollees when
they no longer reside in the service
area of a plan and permanently move
into the geographic area designated by
the MA organization as a continuation
area. The intent to no longer reside in
an area and permanently live in an-
other area is verified through docu-
mentation that establishes residency,
such as a driver’s license or voter reg-
istration card.

(c) General requirements. (1) An MA or-
ganization that wishes to offer a con-
tinuation of enrollment option must
meet the following requirements:

(i) Obtain CMS’s approval of the con-
tinuation area, the communication ma-
terials that describe the option, and
the MA organization’s assurances of
access to services.

(ii) Describe the option(s) in the
member materials it offers and make
the option available to all MA local
plan enrollees residing in the continu-
ation area.

(2) An enrollee who moves out of the
service area and into the geographic
area designated as the continuation
area has the choice of continuing en-
rollment or disenrolling from the MA
local plan. The enrollee must make the
choice of continuing enrollment in a
manner specified by CMS. If no choice
is made, the enrollee must be
disenrolled from the plan.

(d) Specific requirements—(1) Continu-
ation of enrollment benefits. The MA or-
ganization must, at a minimum, pro-
vide or arrange for the Medicare-cov-
ered benefits as described in §422.101(a).

(2) Reasonable access. The MA organi-
zation must ensure reasonable access
in the continuation area—

(i) Through contracts with providers,
or through direct payment of claims
that satisfy the requirements in
§422.100(b)(2), to other providers who
meet the requirement in subpart E of
this part; and

(ii) By ensuring that the access re-
quirements of §422.112 are met.

(3) Reasonable cost sharing. For serv-
ices furnished in the continuation area,
an enrollee’s cost-sharing liability is
limited to the cost-sharing amounts re-
quired in the MA local plan’s service
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area (in which the enrollee no longer
resides).

(4) Protection of enrollee rights. An MA
organization that offers a continuation
of enrollment option must convey all
enrollee rights conferred under this
rule, with the understanding that—

(i) The ultimate responsibility for all
appeals and grievance requirements re-
main with the organization that is re-
ceiving payment from CMS; and

(ii) Organizations that require enroll-
ees to give advance notice of intent to
use the continuation of enrollment op-
tion, must stipulate the notification
process in the communication mate-
rials.

(e) Capitation payments. CMS’s capita-
tion payments to all MA organizations,
for all Medicare enrollees, are based on
rates established on the basis of the en-
rollee’s permanent residence, regard-
less of where he or she receives serv-
ices.

[63 FR 35071, June 26, 1998; 63 FR 52611, Oct.
1, 1998, as amended at 656 FR 40316, June 29,
2000; 70 FR 4716, Jan. 28, 2005; 83 FR 16722,
Apr. 16, 2018]

§422.56 Enrollment in an MA MSA

plan.

(a) General. An individual is not eligi-
ble to elect an MA MSA plan unless the
individual provides assurances that are
satisfactory to CMS that he or she will
reside in the United States for at least
183 days during the year for which the
election is effective.

(b) Individuals eligible for or covered
under other health benefits program. Un-
less otherwise provided by the Sec-
retary, an individual who is enrolled in
a Federal Employee Health Benefit
plan under 5 U.S.C. chapter 89, or is eli-
gible for health care benefits through
the Veteran’s Administration under 10
U.S.C. chapter 55 or the Department of
Defense under 38 U.S.C. chapter 17,
may not enroll in an MA MSA plan.

(c) Individuals eligible for Medicare
cost-sharing under Medicaid State plans.
An individual who is entitled to cov-
erage of Medicare cost-sharing under a
State plan under title XIX of the Act is
not eligible to enroll in an MA MSA
plan.

(d) Other Ilimitations. An individual
who receives health benefits that cover
all or part of the annual deductible

42 CFR Ch. IV (10-1-23 Edition)

under the MA MSA plan may not enroll
in an MA MSA plan. Examples of this
type of coverage include, but are not
limited to, primary health care cov-
erage other than Medicare, current
coverage under the Medicare hospice
benefit, supplemental insurance poli-
cies not specifically permitted under
§422.104, and retirement health bene-
fits.

[63 FR 35071, June 26, 1998; 63 FR 52612, Oct.
1, 1998, as amended at 70 FR 4716, Jan. 28,
2005]

§422.57 Limited enrollment under MA
RFB plans.

An RFB society that offers an MA
RFB plan may offer that plan only to
members of the church, or convention
or group of churches with which the so-
ciety is affiliated.

§422.60 Election process.

(a) Acceptance of enrollees: General
rule. (1) Except for the limitations on
enrollment in an MA MSA plan pro-
vided by §422.62(d)(1) and except as
specified in paragraph (a)(2) of this sec-
tion, each MA organization must ac-
cept without restriction (except for an
MA RFB plan as provided by §422.57)
individuals who are eligible to elect an
MA plan that the MA organization of-
fers and who elect an MA plan during
initial coverage election periods under
§422.62(a)(1), annual election periods
under §422.62(a)(2), and under the cir-
cumstances described in §422.62(b)(1)
through (b)(4).

(2) MA organizations must accept
elections during the open enrollment
periods specified in §422.62(a)(3) and (4)
if their MA plans are open to new en-
rollees.

(b) Capacity to accept new enrollees. (1)
MA organizations may submit informa-
tion on enrollment capacity of plans.

(2) If CMS determines that an MA
plan offered by an MA organization has
a capacity limit, and the number of MA
eligible individuals who elect to enroll
in that plan exceeds the limit, the MA
organization offering the plan may
limit enrollment in the plan under this
part, but only if it provides priority in
acceptance as follows:

(i) First, for individuals who elected
the plan prior to the CMS determina-
tion that capacity has been exceeded,
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elections will be processed in chrono-
logical order by date of receipt of their
election forms.

(ii) Then for other individuals in a
manner that does not discriminate on
the basis of any factor related to
health as described in §422.110.

(3) CMS considers enrollment limit
requests for an MA plan service area,
or a portion of the plan service area,
only if the health and safety of bene-
ficiaries is at risk, such as if the pro-
vider network is not available to serve
the enrollees in all or a portion of the
service area.

(c) Election forms and other election
mechanisms. (1) The election must com-
ply with CMS instructions regarding
content and format and be approved by
CMS as described in §422.2262. The elec-
tion must be completed by the MA eli-
gible individual (or the individual who
will soon become eligible to elect an
MA plan) and include authorization for
disclosure and exchange of necessary
information between the U.S. Depart-
ment of Health and Human Services
and its designees and the MA organiza-
tion. Persons who assist beneficiaries
in completing forms must sign the
form, or through other approved mech-
anisms, indicate their relationship to
the beneficiary.

(2) The MA organization must file
and retain election forms for the period
specified in CMS instructions.

(d) When an election is considered to
have been made. An election in an MA
plan is considered to have been made
on the date the completed election is
received by the MA organization.

(e) Handling of elections. The MA or-
ganization must have an effective sys-
tem for receiving, controlling, and
processing elections. The system must
meet the following conditions and re-
quirements:

(1) Each election is dated as of the
day it is received in a manner accept-
able to CMS.

(2) Elections are processed in chrono-
logical order, by date of receipt.

(3) The MA organization gives the
beneficiary prompt notice of accept-
ance or denial in a format specified by
CMS.

(4) If the MA plan is enrolled to ca-
pacity, it explains the procedures that
will be followed when vacancies occur.
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(5) Upon receipt of the election, or for
an individual who was accepted for fu-
ture enrollment from the date a va-
cancy occurs, the MA organization
transmits, within the timeframes spec-
ified by CMS, the information nec-
essary for CMS to add the beneficiary
to its records as an enrollee of the MA
organization.

(f) Exception for employer group health
plans. (1) In cases in which an MA orga-
nization has both a Medicare contract
and a contract with an employer group
health plan, and in which the MA orga-
nization arranges for the employer to
process elections for Medicare-entitled
group members who wish to enroll
under the Medicare contract, the effec-
tive date of the election may be retro-
active. Consistent with §422.308(f)(2),
payment adjustments based on a retro-
active effective date may be made for
up to a 90-day period.

(2) In order to obtain the effective
date described in paragraph (f)(1) of
this section, the beneficiary must cer-
tify that, at the time of enrollment in
the MA organization, he or she re-
ceived the disclosure statement speci-
fied in §422.111.

(3) Upon receipt of the election from
the employer, the MA organization
must submit the enrollment within
timeframes specified by CMS.

(g) Passive enrollment by CMS—() Cir-
cumstances in which CMS may implement
passive enrollment. CMS may implement
passive enrollment procedures in any
of the following situations:

(i) Immediate terminations as pro-
vided in §422.510(b)(2)(1)(B).

(ii) CMS determines that remaining
enrolled in a plan poses potential harm
to the members.

(iii) CMS determines, after con-
sulting with the State Medicaid agency
that contracts with the dual eligible
special needs plan that is described in
paragraph (g)(2)(i) of this section and
meets the requirements of paragraph
(2)(2) of this section, that the passive
enrollment will promote integrated
care and continuity of care for a full-
benefit dual eligible beneficiary (as de-
fined in §423.772 of this chapter and en-
titled to Medicare Part A and enrolled
in Part B under title XVIII) who is cur-
rently enrolled in an integrated dual
eligible special needs plan.
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(2) MA plans that may receive passive
enrollments. CMS may implement pas-
sive enrollment described in paragraph
(2)(1)(iii) of this section only into MA-
PD plans that meet all the following
requirements:

(i) Operate as a fully integrated dual
eligible special needs plan or highly in-
tegrated dual eligible special needs
plan.

(ii) Have substantially similar pro-
vider and facility mnetworks and
Medicare- and Medicaid-covered bene-
fits as the plan (or plans) from which
the beneficiaries are passively enrolled.

(iii) Have an overall quality rating
from the most recently issued ratings,
under the rating system described in
§§422.160 through 422.166, of at least 3
stars or is a low enrollment contract or
new MA plan as defined in §422.252.

(iv) Not have any prohibition on new
enrollment imposed by CMS.

(v) Have limits on premiums and
cost-sharing appropriate to full-benefit
dual eligible beneficiaries.

(vi) Have the operational capacity to
passively enroll beneficiaries and agree
to receive the enrollments.

(3) Passive enrollment procedures. Indi-
viduals will be considered to have
elected the plan selected by CMS un-
less they—

(i) Decline the plan selected by CMS,
in a form and manner determined by
CMS, or

(ii) Request enrollment in another
plan.

(4) Beneficiary mnotification. The MA
organization that receives the passive
enrollment must provide to the en-
rollee:

(i) In the case of a passive enrollment
described in paragraphs (g)(1)(i) and (ii)
of this section, a notice that describes
the costs and benefits of the plan and
the process for accessing care under
the plan and clearly explains the bene-
ficiary’s ability to decline the enroll-
ment or choose another plan. This no-
tice must be provided to all potential
passively-enrolled enrollees, in a form
and manner determined by CMS, prior
to the enrollment effective date (or as
soon as possible after the effective date
if prior notice is not practical).

(ii) In the case of a passive enroll-
ment described in paragraph (g)(1)(iii)
of this section, two notices that de-

42 CFR Ch. IV (10-1-23 Edition)

scribe the costs and benefits of the plan
and the process for accessing care
under the plan and clearly explain the
beneficiary’s ability to decline the en-
rollment or choose another plan.

(A) The first notice described in para-
graph (g)(4)(ii) of this section must be
provided, in a form and manner deter-
mined by CMS, no fewer than 60 cal-
endar days prior to the enrollment ef-
fective date.

(B) The second notice described in
paragraph (g)(4)(ii) of this section must
be provided, in a form and manner de-
termined by CMS, no fewer than 30
days prior to the enrollment effective
date.

(5) Special election period. In the case
of a passive enrollment described in
this paragraph, individuals will be pro-
vided with a special enrollment period
described in at §423.38(c)(10) of this
chapter.

[63 FR 35071, June 26, 1998; 63 FR 52612, Oct.
1, 1998; 63 FR 54526, Oct. 9, 1998; 64 FR 7980,
Feb. 17, 1999; 656 FR 40316, June 29, 2000; 70 FR
4716, Jan. 28, 2005; 70 FR 52026, Sept. 1, 2005;
74 FR 1541, Jan. 12, 2009; 77 FR 22166, Apr. 12,
2012; 83 FR 16722, Apr. 16, 2018; 84 FR 15828,
Apr. 16, 2019]

§422.62 Election of coverage under an

plan.

(a) General: Coverage election periods—
(1) Initial coverage election period for
MA. The initial coverage election pe-
riod is the period during which a newly
MA-eligible individual may make an
initial election. This period begins 3
months before the month the indi-
vidual is first entitled to both Part A
and Part B and ends on the later of—

(i) The last day of the month pre-
ceding the month of entitlement; or

(ii) If after May 15, 2006, the last day
of the individual’s Part B initial enroll-
ment period.

(2) Annual coordinated election period.
(i) For 2002 through 2010, except for
2006, the annual coordinated election
period for the following calendar year
is November 15 through December 31.

(ii) For 2006, the annual coordinated
election period begins on November 15,
2005 and ends on May 15, 2006.

(iii) Beginning in 2011, the annual co-
ordinated election period for the fol-
lowing calendar year is October 15
through December 7.
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(iv) During the annual coordinated
election period, an individual eligible
to enroll in an MA plan may change his
or her election from an MA plan to
Original Medicare or to a different MA
plan, or from Original Medicare to an
MA plan. If an individual changes his
or her election to Original Medicare, he
or she may also elect a PDP.

(3) Open enrollment period for individ-
uals enrolled in MA—() For 2019 and
subsequent years. Except as provided in
paragraphs (a)(3)(ii) and (iii) and (a)(4)
of this section, an individual who is en-
rolled in an MA plan may make an
election once during the first 3 months
of the year to enroll in another MA
plan or disenroll to obtain Original
Medicare. An individual who chooses to
exercise this election may also make a
coordinating election to enroll in or
disenroll from Part D, as specified in
§423.38(e) of this chapter.

(i1) Newly eligible MA individual. For
2019 and subsequent years, a newly MA
eligible individual who is enrolled in a
MA plan may change his or her elec-
tion once during the period that begins
the month the individual is entitled to
both Part A and Part B and ends on the
last day of the third month of the enti-
tlement. An individual who chooses to
exercise this election may also make a
coordinating election to enroll in or
disenroll from Part D, as specified in
§423.38(e) of this chapter.

(iii) Single election limitation. The lim-
itation to one election or change in
paragraphs (a)(3)(i) and (ii) of this sec-
tion does not apply to elections or
changes made during the annual co-
ordinated election period specified in
paragraph (a)(2) of this section, or dur-
ing a special election period specified
in paragraph (b) of this section.

(4) Open enrollment period for institu-
tionalized individuals. After 2005, an in-
dividual who is eligible to elect an MA
plan and who is institutionalized, as
defined in §422.2, is not limited (except
as provided for in paragraph (d) of this
section for MA MSA plans) in the num-
ber of elections or changes he or she
may make. Subject to the MA plan
being open to enrollees as provided
under §422.60(a)(2), an MA eligible in-
stitutionalized individual may at any
time elect an MA plan or change his or
her election from an MA plan to Origi-
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nal Medicare, to a different MA plan,
or from Original Medicare to an MA
plan.

(5) Annual 45-day period  for
disenrollment from MA plans to Original
Medicare. Through 2018, at any time
from January 1 through February 14,
an individual who is enrolled in an MA
plan may elect Original Medicare once
during this 45-day period. An individual
who chooses to exercise this election
may also make a coordinating election
to enroll in a PDP as specified in
§423.38(d) of this chapter.

(b) Special election periods (SEPs). An
individual may at any time (that is,
not limited to the annual coordinated
election period) discontinue the elec-
tion of an MA plan offered by an MA
organization and change his or her
election from an MA plan to original
Medicare or to a different MA plan
under any of the following cir-
cumstances:

(1) CMS or the organization has ter-
minated the organization’s contract for
the plan, discontinued the plan in the
area in which the individual resides, or
the organization has notified the indi-
vidual of the impending termination of
the plan, or the impending discontinu-
ation of the plan in the area in which
the individual resides.

(2) The individual is not eligible to
remain enrolled in the plan because of
a change in his or her place of resi-
dence to a location out of the service
area or continuation area or other
change in circumstances as determined
by CMS but not including terminations
resulting from a failure to make time-
ly payment of an MA monthly or sup-
plemental beneficiary premium, or
from disruptive behavior.

(3) The individual demonstrates to
CMS that—

(i) The organization offering the plan
substantially violated a material pro-
vision of its contract under this part in
relation to the individual, including,
but not limited to the following:

(A) Failure to provide the beneficiary
on a timely basis medically necessary
services for which benefits are avail-
able under the plan.

(B) Failure to provide medical serv-
ices in accordance with applicable
quality standards; or
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(ii) The organization (or its agent,
representative, or plan provider) mate-
rially misrepresented the plan’s provi-
sions in communications as outlined in
subpart V of this part.

(4) The individual is making an MA
enrollment request into or out of an
employer sponsored MA ©plan, is
disenrolling from an MA plan to take
employer sponsored coverage of any
kind, or is disenrolling from employer
sponsored coverage (including COBRA
coverage) to elect an MA plan. This
SEP is available to individuals who
have (or are enrolling in) an employer
or union sponsored MA plan and ends 2
months after the month the employer
or union coverage of any type ends.
The individual may choose an effective
date that is not earlier than the first of
the month following the month in
which the election is made and no later
than up to 3 months after the month in
which the election is made.

(5) The individual is enrolled in an
MA plan offered by an MA organization
that has been sanctioned by CMS and
elects to disenroll from that plan in
connection with the matter(s) that
gave rise to that sanction.

(i) Consistent with disclosure re-
quirements at §422.111(g), CMS may re-
quire the MA organization to notify
current enrollees that if the enrollees
believe they are affected by the mat-
ter(s) that gave rise to the sanction,
the enrollees are eligible for a SEP to
elect another MA plan or disenroll to
original Medicare and enroll in a PDP.

(ii) The SEP starts with the imposi-
tion of the sanction and ends when the
sanction ends or when the individual
makes an election, whichever occurs
first.

(6)(1) The individual is enrolled in a
section 1876 cost contract that is not
renewing its contract for the area in
which the enrollee resides.

(ii) This SEP begins December 8 of
the then-current contract year and
ends on the last day of February of the
following year.

(7) The individual is disenrolling
from an MA plan to enroll in a Pro-
gram of All-inclusive Care for the El-
derly (PACE) organization or is enroll-
ing in an MA plan after disenrolling
from a PACE organization.
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(i) An individual who disenrolls from
PACE has a SEP for 2 months after the
effective date of PACE disenrollment
to elect an MA plan.

(ii) An individual who disenrolls from
an MA plan has a SEP for 2 months
after the effective date of MA
disenrollment to elect a PACE plan.

(8) The individual terminated a
Medigap policy upon enrolling for the
first time in an MA plan and is still in
a ‘‘trial period” and eligible for ‘‘guar-
anteed issue’” of a Medigap policy, as
outlined in section 1882(s)(3)(B)(v) of
the Act.

(i) This SEP allows an eligible indi-
vidual to make a one-time election to
disenroll from his or her first MA plan
to join original Medicare at any time
of the year.

(ii) This SEP begins upon enrollment
in the MA plan and ends after 12
months of enrollment or when the indi-
vidual disenrolls from the MA plan,
whichever is earlier.

(9) Until December 31, 2020, the indi-
vidual became entitled to Medicare
based on ESRD for a retroactive effec-
tive date (whether due to an adminis-
trative delay or otherwise) and was not
provided the opportunity to elect an
MA plan during his or her Initial Cov-
erage Election Period (ICEP).

(i) The individual may prospectively
elect an MA plan offered by an MA or-
ganization, provided—

(A) The individual was enrolled in a
health plan offered by the same MA or-
ganization the month before their enti-
tlement to Parts A and B;

(B) The individual developed ESRD
while a member of that health plan;
and

(C) The individual is still enrolled in
that health plan.

(ii) This SEP begins the month the
individual receives the notice of the
Medicare entitlement determination
and continues for 2 additional calendar
months after the month the notice is
received.

(10) The individual became entitled
to Medicare for a retroactive effective
date (whether due to an administrative
delay or otherwise) and was not pro-
vided the opportunity to elect an MA
plan during their initial coverage elec-
tion period (ICEP). This SEP begins
the month the individual receives the
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notice of the retroactive Medicare enti-
tlement determination and continues
for 2 additional calendar months after
the month the notice is received. The
effective date would be the first of the
month following the month in which
the election is made but would not be
earlier than the first day of the month
in which the notice of the Medicare en-
titlement determination is received by
the individual.

(11)(i) The individual enrolled in an
MA special needs plan (SNP) and is no
longer eligible for the SNP because he
or she no longer meets the applicable
special needs status.

(ii) This SEP begins the month the
individual’s special needs status
changes and ends when the individual
makes an enrollment request or 3 cal-
endar months after the effective date
of involuntary disenrollment from the
SNP, whichever is earlier.

(12) The individual belongs to a quali-
fied State Pharmaceutical Assistance
Program (SPAP) and is requesting en-
rollment in an MA-PD plan.

(i) The individual may make one MA
election per year.

(ii) This SEP is available while the
individual is enrolled in the SPAP and,
upon loss of eligibility for SPAP bene-
fits, for an additional 2 calendar
months after either the month of the
loss of eligibility or notification of the
loss, whichever is later.

(13)(i) The individual has severe or
disabling chronic conditions and is eli-
gible to enroll into a Chronic Care SNP
designed to serve individuals with
those conditions. The SEP is for an en-
rollment election that is consistent
with the individual’s eligibility for a
Chronic Care SNP. Individuals enrolled
in a Chronic Care SNP who have a se-
vere or disabling chronic condition
which is not a focus of their current
SNP are eligible for this SEP to re-
quest enrollment in a Chronic Care
SNP that focuses on this other condi-
tion. Individuals who are found after
enrollment not to have the qualifying
condition necessary to be eligible for
the Chronic Care SNP are eligible for a
SEP to enroll in a different MA plan.

(ii) This SEP is available while the
individual has the qualifying condition
and ends upon enrollment in the
Chronic Care SNP. This SEP begins
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when the MA organization notifies the
individual of the lack of eligibility and
extends through the end of that month
and the following 2 calendar months.
The SEP ends when the individual
makes an enrollment election or on the
last day of the second of the 2 calendar
months following notification of the
lack of eligibility, whichever occurs
first.

(14) The individual is enrolled in an
MA-PD plan and requests to disenroll
from that plan to enroll in or maintain
other creditable prescription drug cov-
erage.

(i) This SEP is available while the in-
dividual is enrolled in an MA-PD plan.
The effective date of disenrollment
from the MA plan is the first day of the
month  following the month a
disenrollment request is received by
the MA organization.

(ii) Permissible enrollment changes
during this SEP are to disenroll from
an MA-PD plan and elect original
Medicare or to elect an MA-only plan,
resulting in disenrollment from the
MA-PD plan.

(15) The individual is requesting en-
rollment in an MA plan offered by an
MA organization with a Star Rating of
5 Stars. An individual may use this
SEP only once for the contract year in
which the MA plan was assigned a 5-
star overall performance rating, begin-
ning the December 8th before that con-
tract year through November 30th of
that contract year.

(16) The individual is a non-U.S. cit-
izen who becomes lawfully present in
the United States.

(i) This SEP begins the month the in-
dividual attains lawful presence status
and ends the earlier of when the indi-
vidual makes an enrollment election or
2 calendar months after the month the
individual attains lawful presence sta-
tus.

(ii) [Reserved]

(17) The individual was adversely af-
fected by having requested, but not re-
ceived, required notices or information
in an accessible format, as outlined in
section 504 of the Rehabilitation Act of
1973 within the same timeframe that
the MA organization or CMS provided
the same information to individuals
who did not request an accessible for-
mat.
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(i) The SEP begins at the end of the
election period during which the indi-
vidual was seeking to make an enroll-
ment election and the length is at least
as long as the time it takes for the in-
formation to be provided to the indi-
vidual in an accessible format.

(ii) MA organizations may determine
eligibility for this SEP when the cri-
terion is met, ensuring adequate docu-
mentation of the situation, including
records indicating the date of the indi-
vidual’s request, the amount of time
taken to provide accessible versions of
the requested materials and the
amount of time it takes for the same
information to be provided to an indi-
vidual who does not request an acces-
sible format.

(18) Individuals affected by an emer-
gency or major disaster declared by a
Federal, state or local government en-
tity are eligible for a SEP to make a
MA enrollment or disenrollment elec-
tion. The SEP starts as of the date the
declaration is made, the incident start
date or, if different, the start date
identified in the declaration, whichever
is earlier, and ends 2 full calendar
months following the end date identi-
fied in the declaration or, if different,
the date the end of the incident is an-
nounced, whichever is later. The indi-
vidual is eligible for this SEP provided
the individual—

(1) (A) Resides, or resided at the start
of the SEP eligibility period described
in this paragraph (b)(18), in an area for
which a federal, state or local govern-
ment entity has declared an emergency
or major disaster; or

(B) Does not reside in an affected
area but relies on help making
healthcare decisions from one or more
individuals who reside in an affected
area; and

(ii) Was eligible for another election
period at the time of the SEP eligi-
bility period described in this para-
graph (b)(18); and

(iii) Did not make an election during
that other election period due to the
emergency or major disaster.

(19) The individual experiences an in-
voluntary loss of creditable prescrip-
tion drug coverage, including a reduc-
tion in the level of coverage so that it
is no longer creditable and excluding
any loss or reduction of creditable cov-
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erage that is due to a failure to pay
premiums.

(i) The individual is eligible to re-
quest enrollment in an MA-PD plan.

(ii) The SEP begins when the indi-
vidual is notified of the loss of cred-
itable coverage and ends 2 calendar
months after the later of the loss (or
reduction) or the individual’s receipt of
the notice.

(iii) The effective date of this SEP is
the first of the month after the enroll-
ment election is made or, at the indi-

vidual’s request, may be up to 3
months prospective.
(20) The individual was not ade-

quately informed of a loss of creditable
prescription drug coverage, or that
they never had creditable coverage.
CMS determines eligibility for this
SEP on a case-by-case basis, based on
its determination that an entity offer-
ing prescription drug coverage failed to
provide accurate and timely disclosure
of the loss of creditable prescription
drug coverage or whether the prescrip-
tion drug coverage offered is cred-
itable.

(i) The individual is eligible for one
enrollment in, or disenrollment from,
an MA-PD plan.

(ii) This SEP begins the month of
CMS’ determination and continues for
2 additional calendar months following
the determination.

(21) The individual’s enrollment or
non-enrollment in an MA-PD plan is
erroneous due to an action, inaction, or
error by a Federal employee.

(i) The individual is permitted enroll-
ment in, or disenrollment from, the
MA-PD plan, as determined by CMS.

(ii) This SEP begins the month of
CMS approval of this SEP on the basis
that the individual’s enrollment was
erroneous due to an action, inaction, or
error by a Federal employee and con-
tinues for 2 additional calendar months
following this approval.

(22) The individual is eligible for an
additional Part D Initial Election Pe-
riod, such as an individual currently
entitled to Medicare due to a disability
and who is attaining age 65.

(i) The individual is eligible to make
an MA election to coordinate with the
additional Part D Initial Election Pe-
riod.
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(ii) The SEP may be used to disenroll
from an MA plan, with or without Part
D benefits, to enroll in original Medi-
care, or to enroll in an MA plan that
does not include Part D benefits, re-
gardless of whether the individual uses
the Part D Initial Election Period to
enroll in a PDP.

(iii) The SEP begins and ends concur-
rently with the additional Part D Ini-
tial Election Period.

(23) Individuals affected by a signifi-
cant change in plan provider network
are eligible for a SEP that permits
disenrollment from the MA plan that
has changed its network to another MA
plan or to original Medicare. This SEP
can be used only once per significant
change in the provider network.

(i) The SEP begins the month the in-
dividual is notified of eligibility for the
SEP and extends an additional 2 cal-
endar months thereafter.

(ii) An enrollee is affected by a sig-
nificant network change when the en-
rollee is assigned to, currently receiv-
ing care from, or has received care
within the past 3 months from a pro-
vider or facility being terminated from
the provider network.

(iii) When instructed by CMS, the MA
plan that has significantly changed its
network must issue a notice, in the
form and manner directed by CMS,
that notifies enrollees who are eligible
for this SEP of their eligibility for the
SEP and how to use the SEP.

(24) The individual is enrolled in a
plan offered by an MA organization
that has been placed into receivership
by a state or territorial regulatory au-
thority. The SEP begins the month the
receivership is effective and continues
until it is no longer in effect or until
the enrollee makes an election, which-
ever occurs first. When instructed by
CMS, the MA plan that has been placed
under receivership must notify its en-
rollees, in the form and manner di-
rected by CMS, of the enrollees’ eligi-
bility for this SEP and how to use the
SEP.

(25) The individual is enrolled in a
plan that has been identified with the
low performing icon in accordance with
§422.166(h)(1)(ii). This SEP exists while
the individual is enrolled in the low
performing MA plan.
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(26) The individual enrolls in Medi-
care premium-Part A or Part B using
an exceptional condition SEP, as de-
scribed in 42 CFR 406.27 and 407.23. The
SEP begins when the individual sub-
mits their application for premium-
Part A and Part B, or Part B only, if
the individual is already entitled to
Part A (or is enrolling in premium-free
Part A within the timeframe for use of
this SEP), and continues for the first 2
months beyond the premium-Part A
and/or Part B entitlement date. The
MA plan enrollment is effective the
first of the month following the month
the MA plan receives the enrollment
request.

(27) The individual meets such other
exceptional conditions as CMS may
provide.

(c) Special election period for individual
age 65. Effective January 1, 2002, an MA
eligible individual who elects an MA
plan during the initial enrollment pe-
riod, as defined under section 1837(d) of
the Act, that surrounds his or her 65th
birthday (this period begins 3 months
before and ends 3 months after the
month of the individual’s 65th birth-
day) may discontinue the election of
that plan and elect coverage under
original Medicare at any time during
the 12-month period that begins on the
effective date of enrollment in the MA
plan.

(d) Special rules for MA MSA plans—(1)
Enrollment. An individual may enroll in
an MA MSA plan only during an initial
coverage election period or annual co-
ordinated election period described in
paragraphs (a)(1) and (a)(2) of this sec-
tion.

(2) Disenrollment. (i) Except as pro-
vided in paragraph (d)(2)(ii) of this sec-
tion, an individual may disenroll from
an MA MSA plan only during—

(A) An annual election period; or

(B) The special election period de-
scribed in paragraph (b) of this section.

(ii) Exception. An individual who
elects an MA MSA plan during an an-
nual election period and has never be-
fore elected an MA MSA plan may re-
voke that election, no later than De-
cember 15 of that same year, by sub-
mitting to the organization that offers
the MA MSA plan a signed and dated
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request in the form and manner pre-
scribed by CMS or by filing the appro-
priate disenrollment form through
other mechanisms as determined by
CMS.

[63 FR 35071, June 26, 1998; 63 FR 52612, Oct.
1, 1998, as amended at 656 FR 40317, June 29,
2000; 70 FR 4717, Jan. 28, 2005; 76 FR 21561,
Apr. 15, 2011; 83 FR 16722, Apr. 16, 2018; 85 FR
33901, June 2, 2020; 88 FR 22328, Apr. 12, 2023;
88 FR 50044, Aug. 1, 2023]

§422.64 Information about the MA pro-
gram.

Each MA organization must provide,
on an annual basis, and in a format and
using standard terminology that may
be specified by CMS, the information
necessary to enable CMS to provide to
current and potential beneficiaries the
information they need to make in-
formed decisions with respect to the
available choices for Medicare cov-
erage.

[656 FR 40317, June 29, 2000]

§422.66 Coordination of enrollment
and disenrollment through MA or-
ganizations.

(a) Enrollment. An individual who
wishes to elect an MA plan offered by
an MA organization may make or
change his or her election during the
election periods specified in §422.62 by
filing the appropriate election form
with the organization or through other
mechanisms as determined by CMS.

(b) Disenrollment—(1) Basic rule. An
individual who wishes to disenroll from
an MA plan may change his or her elec-
tion during the election periods speci-
fied in §422.62 in either of the following
manners:

(i) Elect a different MA plan by filing
the appropriate election with the MA
organization.

(ii) Submit a request for
disenrollment to the MA organization
in the form and manner prescribed by
CMS or file the appropriate
disenrollment request through other
mechanisms as determined by CMS.

(2) When a disenrollment request is con-
sidered to have been  made. A
disenrollment request is considered to
have been made on the date the
disenrollment request is received by
the MA organization.
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(3) Responsibilities of the MA organiza-
tion. The MA organization must—

(i) Submit a disenrollment notice to
CMS within timeframes specified by
CMS:;

(ii) Provide enrollee with notice of
disenrollment in a format specified by
CMS; and

(iii) In the case of a plan where lock-
in applies, include in the notice a
statement explaining that he or she—

(A) Remains enrolled until the effec-
tive date of disenrollment; and

(B) Until that date, neither the MA
organization nor CMS pays for services
not provided or arranged for by the MA
plan in which the enrollee is enrolled;
and

(iv) File and retain disenrollment re-
quests for the period specified in CMS
instructions.

(4) Effect of failure to submit
disenrollment notice to CMS promptly. If
the MA organization fails to submit
the correct and complete notice re-
quired in paragraph (b)(3)(i) of this sec-
tion, the MA organization must reim-
burse CMS for any capitation pay-
ments received after the month in
which payment would have ceased if
the requirement had been met timely.

(5) Retroactive disenrollment. CMS may
grant retroactive disenrollment in the
following cases:

(i) There never was a legally valid en-
rollment.

(ii) A valid request for disenrollment
was properly made but not processed or
acted upon.

(c) Election by default: Initial coverage
election period—(1) Basic rule. Subject to
paragraph (c)(2) of this section, an indi-
vidual who fails to make an election
during the initial coverage election pe-
riod is deemed to have elected original
Medicare.

(2) Default enrollment into MA dual eli-
gible special needs plan—(i) Conditions
for default enrollment. During an indi-
vidual’s initial coverage election pe-
riod, an individual may be deemed to
have elected a MA special needs plan
for individuals entitled to medical as-
sistance under a State plan under Title
XIX (including a fully integrated dual
eligible special needs plan as defined in
§422.2) offered by the organization pro-
vided all the following conditions are
met:
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(A) At the time of the deemed elec-
tion, the individual remains enrolled in
an affiliated Medicaid managed care
plan. For purposes of this section, an
affiliated Medicaid managed care plan
is one that is offered by the MA organi-
zation that offers the dual eligible MA
special needs plan or is offered by an
entity that shares a parent organiza-
tion with such MA organization;

(B) The state has approved the use of
the default enrollment process in the
contract described in §422.107 and pro-
vides the information that is necessary
for the MA organization to identify in-
dividuals who are in their initial cov-
erage election period;

(C) The MA organization offering the
MA special needs plan has issued the
notice described in paragraph (c)(2)(iv)
of this section to the individual;

(D) Prior to the effective date de-
scribed in paragraph (c)(2)(iii) of this
section, the individual does not decline
the default enrollment and does not
elect to receive coverage other than
through the MA organization;

(E) CMS has approved the MA organi-
zation to use default enrollment under
paragraph (c)(2)(ii) of this section;

(F) The MA organization has a min-
imum overall quality rating from the
most recently issued ratings, under the
rating system described in §§422.160
through 422.166, of at least 3 stars or is
a low enrollment contract or new MA
plan as defined in §422.252; and

(G) The MA organization does not
have any prohibition on new enroll-
ment imposed by CMS.

(ii) CMS approval of default enrollment.
An MA organization must obtain ap-
proval from CMS before implementing
any default enrollment as described in
this section. CMS approval will be for a
period not to exceed five years, al-
though CMS may suspend or rescind
approval prior to the expiration of this
period if CMS determines the MA orga-
nization is not in compliance with the
requirements of this section.

(iii) Effective date of default enroll-
ment. Default enrollment in the dual el-
igible MA special needs plan is effec-
tive the month in which the individual
is first entitled to both Part A and
Part B.

(iv) Notice requirement for default en-
rollments. In addition to the informa-
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tion described in §422.111 and no fewer
than 60 calendar days prior to the en-
rollment effective date described in
paragraph (c)(2)(iii) of this section, the
MA organization must provide to each
individual who qualifies for deemed en-
rollment under paragraph (c)(2) of this
section a notice that includes the fol-
lowing:

(A) Information on the differences in
premium, benefits and cost sharing be-
tween the individual’s current Med-
icaid managed care plan and the dual
eligible MA special needs plan and the
process for accessing care under the
MA plan;

(B) The individual’s ability to decline
the enrollment, up to and including the
day prior to the enrollment effective
date, and either enroll in Original
Medicare or choose another MA plan;
and

(C) A general description of alter-
native Medicare health and drug cov-
erage options available to an indi-
vidual in his or her Initial Coverage
Election Period.

(d) Conversion of enrollment (seamless
continuation of coverage)—(1) Basic rule.
An MA plan offered by an MA organiza-
tion must accept any individual (re-
gardless of whether the individual has
end-stage renal disease) who requests
enrollment during his or her Initial
Coverage Election Period while en-
rolled in a health plan offered by the
MA organization during the month im-
mediately preceding the MA plan en-
rollment effective date, and who meets
the eligibility requirements at §422.50.

(2) Reserved wvacancies. Subject to
CMS’s approval, an MA organization
may set aside a reasonable number of
vacancies in order to accommodate en-
rollment of conversions. Any set aside
vacancies that are not filled within a
reasonable time must be made avail-
able to other MA eligible individuals.

(3) Effective date of conversion. If an
individual chooses to remain enrolled
with the MA organization as an MA en-
rollee, the individual’s conversion to
an MA enrollee is effective the month
in which he or she is entitled to both
Part A and Part B in accordance with
the requirements in paragraph (d)(5) of
this section.

(4) Prohibition against disenrollment.
The MA organization may disenroll an
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individual who is converting under the
provisions of paragraph (a) of this sec-
tion only under the conditions speci-
fied in §422.74.

(5) Election. An individual who re-
quests seamless continuation of cov-
erage as described in paragraph (d)(1)
of this section may complete a sim-
plified election, in a form and manner
approved by CMS that meets the re-
quirements in §422.60(c)(1).

(6) Submittal of information to CMS.
The MA organization must transmit
the information necessary for CMS to
add the individual to its records as
specified in §422.60(e)(6).

(e) Maintenance of enrollment. (1) An
individual who has made an election
under this section is considered to have
continued to have made that election
until either of the following, which
ever occurs first:

(i) The individual changes the elec-
tion under this section.

(ii) The elected MA plan is discon-
tinued or no longer serves the area in
which the individual resides, as pro-
vided under §422.74(b)(3), or the organi-
zation does not offer or the individual
does not elect the option of continuing
enrollment, as provided under §422.54.

(2) An individual enrolled in an MA
plan that becomes an MA-PD plan on
January 1, 2006, will be deemed to have
elected to enroll in that MA-PD plan.

(3) An individual enrolled in an MA
plan that, as of December 31, 2005, of-
fers any prescription drug coverage
will be deemed to have elected an MA-
PD plan offered by the same organiza-
tion as of January 1, 2006.

(4) An individual who has elected an
MA plan that does not provide pre-
scription drug coverage will not be
deemed to have elected an MA-PD plan
and will remain enrolled in the MA
plan as provided in paragraph (e)(1) of
this section.

(5) An individual enrolled in an MA-
PD plan as of December 31 of a year is
deemed to have elected to remain en-
rolled in that plan on January 1 of the
following year.

(f) Exception for employer group health
plans. (1) In cases when an MA organi-
zation has both a Medicare contract
and a contract with an employer group
health plan, and in which the MA orga-
nization arranges for the employer to
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process election forms for Medicare-en-
titled group members who wish to
disenroll from the Medicare contract,
the effective date of the election may
be retroactive. Consistent with
§422.308(f)(2), payment adjustments
based on a retroactive effective date
may be made for up to a 90-day period.

(2) Upon receipt of the election from
the employer, the MA organization
must submit a disenrollment notice to
CMS within timeframes specified by
CMS.

[63 FR 35071, June 26, 1998; 63 FR 52612, Oct.
1, 1998, as amended at 65 FR 40317, June 29,
2000; 70 FR 4718, Jan. 28, 2005; 70 FR 52026,
Sept. 1, 2005; 83 FR 16722, Apr. 16, 2018]

§422.68 Effective dates of coverage
and change of coverage.

(a) Initial coverage election period. An
election made during an initial cov-
erage election period as described in
§422.62(a)(1) is effective as follows:

(1) If made prior to the month of en-
titlement to both Part A and Part B, it
is effective as of the first day of the
month of entitlement to both Part A
and Part B.

(2) If made during or after the month
of entitlement to both Part A and Part
B, it is effective the first day of the
calendar month following the month in
which the election is made.

(b) Annual coordinated election periods.
For an election or change of election
made during the annual coordinated
election period as described in
§422.62(a)(2)(1), coverage is effective as
of the first day of the following cal-
endar year except that for the annual
coordinated election period described
in §422.62(a)(2)(ii), elections made after
December 31, 2005 through May 15, 2006
are effective as of the first day of the
first calendar month following the
month in which the election is made.

(c) Open enrollment periods. For an
election, or change in election, made
during an open enrollment period, as
described in §422.62(a)(3) through (5),
coverage is effective as of the first day
of the first calendar month following
the month in which the election is
made.

(d) Special election periods. For an
election or change of election made
during a special election period as de-
scribed in §422.62(b), the coverage or
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change in coverage is effective the first
day of the calendar month following
the month in which the election is
made, unless otherwise noted.

(e) Special election period for individual
age 65. For an election of coverage
under original Medicare made during a
special election period for an indi-
vidual age 65 as described in §422.62(c),
coverage is effective as of the first day
of the first calendar month following
the month in which the election is
made.

(f) Annual 45-day period for
disenrollment from MA plans to Original
Medicare. Through 2018, an election
made from January 1 through Feb-
ruary 14 to disenroll from an MA plan
to Original Medicare, as described in
§422.62(a)(5), is effective the first day of
the first month following the month in
which the election is made.

[63 FR 35071, June 26, 1998, as amended at 65
FR 40317, June 29, 2000; 67 FR 13288, Mar. 22,
2002; 70 FR 4718, Jan. 28, 2005; 76 FR 21562,
Apr. 15, 2011; 83 FR 16724, Apr. 16, 2018; 85 FR
33903, June 2, 2020]

§422.74 Disenrollment by the MA orga-
nization.

(a) General rule. Except as provided in
paragraphs (b) through (d) of this sec-
tion, an MA organization may not—

(1) Disenroll an individual from any
MA plan it offers; or

(2) Orally or in writing, or by any ac-
tion or inaction, request or encourage
an individual to disenroll.

(b) Basis for disenrollment—(1) Op-
tional disenrollment. An MA organiza-
tion may disenroll an individual from
an MA plan it offers in any of the fol-
lowing circumstances:

(i) Any monthly basic and supple-
mentary beneficiary premiums are not
paid on a timely basis, subject to the
grace period for late payment estab-
lished under paragraph (d)(1) of this
section.

(ii) The individual has engaged in dis-
ruptive behavior specified at paragraph
(d)(2) of this section.

(iii) The individual provides fraudu-
lent information on his or her election
form or permits abuse of his or her en-
rollment card as specified in paragraph
(d)(3) of this section.

(2) Required disenrollment. An MA or-
ganization must disenroll an individual
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from an MA plan it offers in any of the
following circumstances:

(i) The individual no longer resides in
the MA plan’s service area as specified
under paragraph (d)(4) of this section,
is no longer eligible under
§422.50(a)(3)(ii), and optional continued
enrollment has not been offered or
elected under §422.54.

(ii) The individual loses entitlement
to Part A or Part B benefits as de-
scribed in paragraph (d)(5) of this sec-
tion.

(iii) Death of the individual as de-
scribed in paragraph (d)(6) of this sec-
tion.

(iv) Individuals enrolled in a special-
ized MA plan for special needs individ-
uals that exclusively serves and enrolls
special needs individuals who no longer
meet the special needs status of that
plan (or deemed continued eligibility,
if applicable).

(v) The individual is not lawfully
present in the United States.

(3) Plan termination or reduction of
area where plan is available—(i) General
rule. An MA organization that has its
contract for an MA plan terminated,
that terminates an MA plan, or that
discontinues offering the plan in any
portion of the area where the plan had
previously been available, must
disenroll affected enrollees in accord-
ance with the procedures for
disenrollment set forth at paragraph
()(7) of this section, unless the excep-
tion in paragraph (b)(3)(ii) of this sec-
tion applies.

(ii) Exception. When an MA organiza-
tion discontinues offering an MA plan
in a portion of its service area, the MA
organization may elect to offer enroll-
ees residing in all or portions of the af-
fected area the option to continue en-
rollment in an MA plan offered by the
organization, provided that there is no
other MA plan offered in the affected
area at the time of the organization’s
election. The organization may require
an enrollee who chooses to continue
enrollment to agree to receive the full
range of Dbasic benefits (excluding
emergency and urgently needed care)
exclusively through facilities des-
ignated by the organization within the
plan service area.

(c) Notice  requirement. If the
disenrollment is for any of the reasons
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specified in paragraphs (b)(1), (b)(2)(i),
or (b)(3) of this section (that is, other
than death or loss of entitlement to
Part A or Part B) the MA organization
must give the individual a written no-
tice of the disenrollment with an expla-
nation of why the MA organization is
planning to disenroll the individual.
Notices for reasons specified in para-
graphs (b)(1) through (b)(2)() must—

(1) Be provided to the individual be-
fore submission of the disenrollment to
CMS; and

(2) Include an explanation of the indi-
vidual’s right to a hearing under the
MA organization’s grievance proce-
dures.

(d) Process for disenrollment. (1) Except
as specified in paragraph (d)(1)(iv) of
this section, an MA organization may
disenroll an individual from the MA
plan for failure to pay basic and supple-
mentary premiums under the following
circumstances:

(i) The MA organization can dem-
onstrate to CMS that it made reason-
able efforts to collect the unpaid pre-
mium amount, including:

(A) Alerting the individual that the
premiums are delinquent;

(B) Providing the individual with a
grace period, that is, an opportunity to
pay past due premiums in full. The
length of the grace period must—

(1) Be at least 2 months; and

(2) Begin on the first day of the
month for which the premium is un-
paid or the first day of the month fol-
lowing the date on which premium pay-
ment is requested, whichever is later.

(C) Advising the individual that fail-
ure to pay the premiums by the end of
the grace period will result in termi-
nation of MA coverage.

(ii) The MA organization provides the
enrollee with notice of disenrollment
that meets the requirements set forth
in paragraph (c) of this section.

(iii) If the enrollee fails to pay the
premium for optional supplemental
benefits but pays the basic premium
and any mandatory supplemental pre-
mium, the MA organization has the op-
tion to discontinue the optional supple-
mental benefits and retain the indi-
vidual as an MA enrollee.

(iv) An MA organization may not
disenroll an individual who had month-
ly premiums withheld per §422.262(f)(1)
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and (g) of this part, or who is in pre-
mium withhold status, as defined by
CMS.

(v) Erxtemsion of grace period for good
cause and reinstatement. When an indi-
vidual is disenrolled for failure to pay
the plan premium, CMS (or a third
party to which CMS has assigned this
responsibility, such as an MA organiza-
tion) may reinstate enrollment in the
MA plan, without interruption of cov-
erage, if the individual—

(A) Shows good cause for failure to
pay within the initial grace period; and

(B) Pays all overdue premiums with-
in 3 calendar months after the
disenrollment date; and

(C) Establishes by a credible state-
ment that failure to pay premiums
within the initial grace period was due
to circumstances for which the indi-
vidual had no control, or which the in-
dividual could not reasonably have
been expected to foresee.

(vi) No extension of grace period. A
beneficiary’s enrollment in the MA
plan may not be reinstated if the only
basis for such reinstatement is a
change in the individual’s cir-
cumstances subsequent to the involun-
tary disenrollment for non-payment of
premiums.

(2) Disruptive behavior—(i) Definition
of disruptive behavior. An MA plan en-
rollee is disruptive if his or her behav-
ior substantially impairs the plan’s
ability to arrange for or provide serv-
ices to the individual or other plan
members. An individual cannot be con-
sidered disruptive if such behavior is
related to the use of medical services
or compliance (or noncompliance) with
medical advice or treatment.

(i1) Basis of disenrollment for disruptive
behavior. An organization may
disenroll an individual whose behavior
is disruptive as defined in 422.74(d)(2)(i)
only after it meets the requirements
described in this section and CMS has
reviewed and approved the request.

(iii) Effort to resolve the problem. The
MA organization must make a serious
effort to resolve the problems pre-
sented by the individual, including pro-
viding reasonable accommodations, as
determined by CMS, for individuals
with mental or cognitive conditions,
including mental illness and develop-
mental disabilities. In addition, the
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MA organization must inform the indi-
vidual of the right to use the organiza-
tion’s grievance procedures. The bene-
ficiary has a right to submit any infor-
mation or explanation that he or she
may wish to the MA organization.

(iv) Documentation. The MA organiza-
tion must document the enrollee’s be-
havior, its own efforts to resolve any
problems, as described in paragraph
(iii), and any extenuating cir-
cumstances. The MA organization may
request from CMS the ability to de-
cline future enrollment by the indi-
vidual. The MA organization must sub-
mit this information and any docu-
mentation received by the beneficiary
to CMS.

(v) CMS review of the proposed
disenrollment. CMS will review the in-
formation submitted by the MA organi-
zation and any information submitted
by the beneficiary (which the MA orga-
nization must forward to CMS) to de-
termine if the MA organization has ful-
filled the requirements to request
disenrollment for disruptive behavior.
If the organization has fulfilled the
necessary requirements, CMS will re-
view the information and make a deci-
sion to approve or deny the request for
disenrollment, including conditions on
future enrollment, within 20 working
days. During the review, CMS will en-
sure that staff with appropriate clin-
ical or medical expertise review the
case before making the final decision.
The MA organization will be required
to provide a reasonable accommoda-
tion, as determined by CMS, for the in-
dividual in such exceptional cir-
cumstances that CMS deems necessary.
CMS will notify the MA organization
within 5 working days after making its
decision.

(vi) Effective date of disenrollment. If
CMS permits an MA organization to
disenroll an individual for disruptive
behavior, the termination is effective
the first day of the calendar month
after the month in which the MA orga-
nization gives the individual notice of
the disenrollment that meets the re-
quirements set forth in paragraph (c) of
this section, unless otherwise deter-
mined by CMS.

(3) Individual commits fraud or permits
abuse of enrollment card—(i) Basis for
disenrollment. An MA organization may
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disenroll the individual from an MA
plan if the individual—

(A) Knowingly provides, on the elec-
tion form, fraudulent information that
materially affects the individual’s eli-
gibility to enroll in the MA plan; or

(B) Intentionally permits others to
use his or her enrollment card to ob-
tain services under the MA plan.

(ii) Notice of disenrollment. The MA or-
ganization must give the individual a
written notice of the disenrollment
that meets the requirements set forth
in paragraph (c) of this section.

(iii) Report to CMS. The MA organiza-
tion must report to CMS any
disenrollment based on fraud or abuse
by the individual.

(4) Individual no longer resides in the
MA plan’s service area—(i) Basis for
disenrollment. Unless continuation of
enrollment is elected under §422.54, the
MA organization must disenroll an in-
dividual if the MA organization estab-
lishes, on the basis of a written state-
ment from the individual or other evi-
dence acceptable to CMS, that the indi-
vidual has permanently moved—

(A) Out of the MA plan’s service area
or is incarcerated as specified in para-
graph (d)(4)(v) of this section.

(B) From the residence in which the
individual resided at the time of enroll-
ment in the MA plan to an area outside
the MA plan’s service area, for those
individuals who enrolled in the MA
plan under the eligibility requirements
at §422.50(a)(3)(ii) or (a)(4).

(ii) Special rule. If the individual has
not moved from the MA plan’s service
area (or residence, as described in para-
graph (d)(4)(i)(B) of this section), but
has left the service area (or residence)
for more than 6 months, the MA orga-
nization must disenroll the individual
from the plan, unless the exception in
paragraph (d)(4)(iii) of this section ap-
plies.

(iii) Ezxception. If the MA plan offers a
visitor/traveler benefit when the indi-
vidual is out of the service area but
within the United States (as defined in
§400.200 of this chapter) for a period of
consecutive days longer than 6 months
but less than 12 months, the MA orga-
nization may elect to offer to the indi-
vidual the option of remaining enrolled
in the MA plan if—
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(A) The individual is disenrolled on
the first day of the 13th month after
the individual left the service area (or
residence, if paragraph (d)(4)(i)(B) of
this section applies);

(B) The individual understands and
accepts any restrictions imposed by
the MA plan on obtaining these serv-
ices while absent from the MA plan’s
service area for the extended period,
consistent with paragraph (d)(4)(i)(C) of
the section;

(C) The MA organization makes this
visitor/traveler option available to all
Medicare enrollees who are absent for
an extended period from the MA plan’s
service area. MA organizations may
limit this visitor/traveler option to en-
rollees who travel to certain areas, as
defined by the MA organization, and
who receive services from qualified
providers who directly provide, arrange
for, or pay for health care; and

(D) The MA organization furnishes
all Medicare Parts A and B services
and all mandatory and optional supple-
mental benefits at the same cost shar-
ing levels as apply within the plan’s
service area; and

(E) The MA organization furnishes
the services in paragraph (d)(4)(iii)(D)
of this section consistent with Medi-
care access and availability require-
ments at §422.112 of this part.

(iv) Notice of disenrollment. The MA
organization must give the individual a
written notice of the disenrollment
that meets the requirements set forth
in paragraph (c) of this section.

(v) Incarceration. (A) The MA organi-
zation must disenroll an individual if
the MA organization establishes, on
the basis of evidence acceptable to
CMS, that the individual is incarcer-
ated and does not reside in the service
area of the MA plan as specified at
§422.2 or when notified of the incarcer-
ation by CMS as specified in paragraph
(d)(4)(v)(B) of this section.

(B) Notification by CMS of incarcer-
ation. When CMS notifies the MA orga-
nization of the disenrollment due to
the individual being incarcerated and
not residing in the service area of the
MA plan as per §422.2, disenrollment is
effective the first of the month fol-
lowing the start of incarceration, un-
less otherwise specified by CMS.
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(5) Loss of entitlement to Part A or Part
B benefits. If an individual is no longer
entitled to Part A or Part B benefits,
CMS notifies the MA organization that
the disenrollment is effective the first
day of the calendar month following
the last month of entitlement to Part
A or Part B benefits.

(6) Death of the individual. If the indi-
vidual dies, disenrollment is effective
the first day of the calendar month fol-
lowing the month of death.

(7) Plan termination or area reduction.
(i) When an MA organization has its
contract for an MA plan terminated,
terminates an MA plan, or discontinues
offering the plan in any portion of the
area where the plan had previously
been available, the MA organization
must give each affected MA plan en-
rollee a written notice of the effective
date of the plan termination or area re-
duction and a description of alter-
natives for obtaining benefits under
the MA program.

(ii) The notice must be sent before
the effective date of the plan termi-
nation or area reduction, and in the
timeframes specified in §422.506(a)(2).

(8) Enrollee is not lawfully present in
the United States. Disenrollment is ef-
fective the first day of the month fol-
lowing notice by CMS that the indi-
vidual is ineligible in accordance with
§417.422(h) of this chapter.

(e) Consequences of disenrollment—(1)
Disenrollment for mon-payment of pre-
miums, disruptive behavior, fraud or
abuse, loss of Part A or Part B. An indi-
vidual who is disenrolled under para-
graph (b)(1)(@), (b)(1)(i1), (b)(1)(ii), or
paragraph (b)(2)(ii) of this section is
deemed to have elected original Medi-
care.

(2) Disenrollment based on plan termi-
nation, area reduction, or individual
moves out of area. (i) An individual who
is disenrolled under paragraph (b)(2)(1)
or (b)(3) of this section has a special
election period in which to make a new
election as provided in §422.62(b)(1) and
(0)(2).

(ii) An individual who fails to make
an election during the special election
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period is deemed to have elected origi-
nal Medicare.

[63 FR 35071, June 26, 1998; 63 FR 52612, Oct.
1, 1998, as amended at 65 FR 40318, June 29,
2000; 68 FR 50855, Aug. 22, 2003; 70 FR 4718,
Jan. 28, 2005; 74 FR 1541, Jan. 12, 2009; 75 FR
19804, Apr. 15, 2010; 76 FR 21562, Apr. 15, 2011;
79 FR 29955, May 23, 2014; 80 FR 7959, Feb. 12,
2015]

Subpart C—Benefits and
Beneficiary Protections

SOURCE: 63 FR 35077, June 26, 1998, unless
otherwise noted.

§422.100 General requirements.

(a) Basic rule. Subject to the condi-
tions and limitations set forth in this
subpart, an MA organization offering
an MA plan must provide enrollees in
that plan with coverage of the basic
benefits described in paragraph (c)(1) of
this section (except that additional
telehealth benefits may be, but are not
required to be, offered by the MA plan)
and, to the extent applicable, supple-
mental benefits as described in para-
graph (c)(2) of this section, by fur-
nishing the Dbenefits directly or
through arrangements, or by paying
for the benefits. CMS reviews these
benefits subject to the requirements of
this section and the requirements in
subpart G of this part.

(b) Services of noncontracting providers
and suppliers. (1) An MA organization
must make timely and reasonable pay-
ment to or on behalf of the plan en-
rollee for the following services ob-
tained from a provider or supplier that
does not contract with the MA organi-
zation to provide services covered by
the MA plan:

(i) Ambulance services dispatched
through 911 or its local equivalent as
provided in §422.113.

(ii) Emergency and urgently needed
services as provided in §422.113.

(iii) Maintenance and post-stabiliza-
tion care services as provided in
§422.113.

(iv) Renal dialysis services provided
while the enrollee was temporarily out-
side the plan’s service area.

(v) Services for which coverage has
been denied by the MA organization
and found (upon appeal under subpart
M of this part) to be services the en-
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rollee was entitled to have furnished,
or paid for, by the MA organization.

(2) An MA plan (and an MA MSA
plan, after the annual deductible in
§422.103(d) has been met) offered by an
MA organization satisfies paragraph (a)
of this section with respect to benefits
for services furnished by a noncon-
tracting provider if that MA plan pro-
vides payment in an amount the pro-
vider would have received under origi-
nal Medicare (including balance billing
permitted under Medicare Part A and
Part B).

(c) Types of benefits. An MA plan in-
cludes at a minimum basic benefits,
and also may include mandatory and
optional supplemental benefits.

(1) Basic benefits are all items and
services (other than hospice care or,
beginning in 2021, coverage for organ
acquisitions for kidney transplants) for
which benefits are available under
Parts A and B of Medicare, including
additional telehealth benefits offered
consistent with the requirements at
§422.135.

(2) Supplemental benefits are bene-
fits offered under §422.102.

(i) Supplemental benefits consist of—

(A) Mandatory supplemental benefits
are services not covered by Medicare
that an MA enrollee must purchase as
part of an MA plan that are paid for in
full, directly by (or on behalf of) Medi-
care enrollees, in the form of premiums
or cost sharing.

(B) Optional supplemental benefits
are health services not covered by
Medicare that are purchased at the op-
tion of the MA enrollee and paid for in
full, directly by (or on behalf of) the
Medicare enrollee, in the form of pre-
miums or cost sharing. These services
may be grouped or offered individually.

(i1) Supplemental benefits must meet
the following requirements:

(A) Except in the case of special sup-
plemental benefit for the chronically
ill (SSBCI) offered in accordance with
§422.102(f) that are mnot primarily
health related, the benefits diagnose,
prevent, or treat an illness or injury;
compensate for physical impairments;
act to ameliorate the functional/psy-
chological impact of injuries or health
conditions; or reduce avoidable emer-
gency and health care utilization;
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