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422.1054 Record of hearing. 

422.1056 Waiver of right to appear and 

present evidence. 

422.1058 Dismissal of request for hearing. 

422.1060 Dismissal for abandonment. 

422.1062 Dismissal for cause. 

422.1064 Notice and effect of dismissal and 

right to request review. 

422.1066 Vacating a dismissal of request for 

hearing. 

422.1068 Administrative Law Judge’s deci-

sion. 

422.1070 Removal of hearing to Depart-

mental Appeals Board. 

422.1072 Remand by the Administrative Law 

Judge. 

422.1074 Right to request Departmental Ap-

peals Board review of Administrative 

Law Judge’s decision or dismissal. 

422.1076 Request for Departmental Appeals 
Board review. 

422.1078 Departmental Appeals Board action 
on request for review. 

422.1080 Procedures before the Depart-
mental Appeals Board on review. 

422.1082 Evidence admissible on review. 

422.1084 Decision or remand by the Depart-
mental Appeals Board. 

422.1086 Effect of Departmental Appeals 
Board Decision. 

422.1088 Extension of time for seeking judi-
cial review. 

422.1090 Basis, timing, and authority for re-
opening an Administrative Law Judge or 
Board decision. 

422.1092 Revision of reopened decision. 

422.1094 Notice and effect of revised deci-
sion. 

Subpart U [Reserved] 

Subpart V—Medicare Advantage 
Communication Requirements 

422.2260 Definitions. 

422.2261 Submission, review, and distribu-
tion of materials. 

423.2262 General communications materials 
and activity requirements. 

422.2263 General marketing requirements. 

422.2264 Beneficiary contact. 

422.2265 Websites. 

422.2266 Activities with healthcare pro-
viders or in the healthcare setting. 

422.2267 Required materials and content. 

422.2272 Licensing of marketing representa-
tives and confirmation of marketing re-
sources. 

422.2274 Agent, broker, and other third- 
party requirements. 

422.2276 Employer group retiree marketing. 

Subpart W [Reserved] 

Subpart X—Requirement for a Minimum 
Medical Loss Ratio 

422.2400 Basis and scope. 

422.2401 Definitions. 

422.2410 General requirements. 

422.2420 Calculation of the medical loss 
ratio. 

422.2430 Activities that improve health care 
quality. 

422.2440 Credibility adjustment. 

422.2450 [Reserved] 

422.2460 Reporting requirements. 

422.2470 Remittance to CMS if the applica-
ble MLR requirement is not met. 

422.2480 MLR review and non-compliance. 

422.2490 Release of Part C MLR data. 

Subpart Y [Reserved] 

Subpart Z—Part C Recovery Audit 
Contractor Appeals Process 

422.2600 Payment appeals. 

422.2605 Request for reconsideration. 

422.2610 Hearing official review. 

422.2615 Review by the Administrator. 

AUTHORITY: 42 U.S.C. 1302 and 1395hh. 

SOURCE: 63 FR 18134, Apr. 14, 1998, unless 
otherwise noted. 

EDITORIAL NOTE: Nomenclature changes to 
part 422 appear at 70 FR 4741, Jan. 28, 2005. 

Subpart A—General Provisions 

SOURCE: 63 FR 35068, June 26, 1998, unless 
otherwise noted. 

§ 422.1 Basis and scope. 

(a) Basis. This part is based on the in-
dicated provisions of the following: 

(1) The following provisions of the 
Act: 

(i) 1106—Disclosure of information in 
possession of agency. 

(ii) 1128J(d)—Reporting and Return-
ing of Overpayments. 

(iii) 1851—Eligibility, election, and 
enrollment. 

(iv) 1852—Benefits and beneficiary 
protections. 

(v) 1853—Payments to Medicare Ad-
vantage (MA) organizations. 

(vi) 1854—Premiums. 
(vii) 1855—Organization, licensure, 

and solvency of MA organizations. 
(viii) 1856—Standards. 
(ix) 1857—Contract requirements. 
(x) 1858—Special rules for MA Re-

gional Plans. 
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(xi) 1859—Definitions; enrollment re-
striction for certain MA plans. 

(2) 8 U.S.C. 1611—Aliens who are not 
qualified aliens ineligible for Federal 
public benefits. 

(b) Scope. This part establishes stand-
ards and sets forth the requirements, 
limitations, and procedures for Medi-
care services furnished, or paid for, by 
Medicare Advantage organizations 
through Medicare Advantage plans. 

[63 FR 35068, June 26, 1998, as amended at 70 
FR 4714, Jan. 28, 2005; 80 FR 7958, Feb. 12, 
2015; 81 FR 80556, Nov. 15, 2016] 

§ 422.2 Definitions. 

As used in this part— 
Aligned enrollment refers to the en-

rollment in a dual eligible special 
needs plan of full-benefit dual eligible 
individuals whose Medicaid benefits 
are covered under a Medicaid managed 
care organization contract under sec-
tion 1903(m) of the Act between the ap-
plicable State and: the dual eligible 
special needs plan’s (D–SNP’s) MA or-
ganization, the D–SNP’s parent organi-
zation, or another entity that is owned 
and controlled by the D–SNP’s parent 
organization. When State policy limits 
a D–SNP’s membership to individuals 
with aligned enrollment, this condition 
is referred to as exclusively aligned en-
rollment. 

Arrangement means a written agree-
ment between an MA organization and 
a provider or provider network, under 
which— 

(1) The provider or provider network 
agrees to furnish for a specific MA 
plan(s) specified services to the organi-
zation’s MA enrollees; 

(2) The organization retains respon-
sibilities for the services; and 

(3) Medicare payment to the organi-
zation discharges the enrollee’s obliga-
tion to pay for the services. 

Attestation process means a CMS-de-
veloped RADV audit-related process 
that is part of the medical record re-
view process that enables MA organiza-
tions undergoing RADV audit to sub-
mit CMS-generated attestations for el-
igible medical records with missing or 
illegible signatures or credentials. The 
purpose of the CMS-generated attesta-
tions is to cure signature and creden-
tial issues. CMS-generated attestations 
do not provide an opportunity for a 

provider or supplier to replace a med-
ical record or for a provider or supplier 
to attest that a beneficiary has the 
medical condition 

Balance billing generally refers to an 
amount billed by a provider that rep-
resents the difference between the 
amount the provider charges an indi-
vidual for a service and the sum of the 
amount the individual’s health insurer 
(for example, the original Medicare 
program) will pay for the service plus 
any cost-sharing by the individual. 

Basic benefits means all Medicare-cov-
ered benefits (except hospice services). 

Benefits means health care services 
that are intended to maintain or im-
prove the health status of enrollees, for 
which the MA organization incurs a 
cost or liability under an MA plan (not 
solely an administrative processing 
cost). Benefits are submitted and ap-
proved through the annual bidding 
process. 

Coinsurance is a fixed percentage of 
the total amount paid for a health care 
service that can be charged to an MA 
enrollee on a per-service basis. 

Copayment is a fixed amount that can 
be charged to an MA plan enrollee on a 
per-service basis. 

Cost-sharing includes deductibles, co-
insurance, and copayments. 

Downstream entity means any party 
that enters into a written arrange-
ment, acceptable to CMS, with persons 
or entities involved with the MA ben-
efit, below the level of the arrange-
ment between an MA organization (or 
applicant) and a first tier entity. These 
written arrangements continue down 
to the level of the ultimate provider of 
both health and administrative serv-
ices. 

Dual eligible special needs plan or D– 
SNP means a specialized MA plan for 
special needs individuals who are enti-
tled to medical assistance under a 
State plan under title XIX of the Act 
that— 

(1) Coordinates the delivery of Medi-
care and Medicaid services for individ-
uals who are eligible for such services; 

(2) May provide coverage of Medicaid 
services, including long-term services 
and supports and behavioral health 
services for individuals eligible for 
such services; 
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