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§ 424.545 Provider and supplier appeal 
rights. 

(a) General. A prospective provider or 
supplier that is denied enrollment in 
the Medicare program, or a provider or 
supplier whose Medicare enrollment 
has been revoked may appeal CMS’ de-
cision in accordance with part 498, sub-
part A of this chapter. 

(1) Appeals resulting in the termination 
of a provider agreement. (i) When revoca-
tion of billing privileges also results in 
the termination of a corresponding pro-
vider agreement, the provider may ap-
peal CMS’ decision in accordance with 
part 498 of this chapter with the final 
decision of the appeal applying to both 
the billing privileges and the provider 
agreement. 

(ii) When a provider appeals the rev-
ocation of billing privileges and the 
termination of its provider agreement, 
there will be one appeals process which 
will address both matters. The appeal 
procedures for revocation of Medicare 
billing privileges will apply. 

(2) Payment of unpaid claims. Payment 
is not made during the appeals process. 
If the provider or supplier is successful 
in overturning a denial or revocation, 
unpaid claims for services furnished 
during the overturned period may be 
resubmitted. 

(b) A provider or supplier whose bill-
ing privileges are deactivated may file 
a rebuttal in accordance with § 424.546 
of this chapter. 

(c) The provider or supplier must be 
able to demonstrate that it meets the 
enrollment requirements and it must 
be able to make available any docu-
ments and records that support the 
provisions of this regulation and the 
Medicare enrollment application if re-
quested by CMS or its agents. 

[71 FR 20776, Apr. 21, 2006, as amended at 73 
FR 36461, June 27, 2008; 86 FR 65683, Nov. 19, 
2021] 

§ 424.546 Deactivation rebuttals. 

(a) Rebuttal submittal period. (1) If a 
provider or supplier receives written 
notice from CMS or its contractor that 
the provider’s or supplier’s billing 
privileges are to be or have been de-
activated under § 424.540, the provider 
or supplier has 15 calendar days from 
the date of the written notice to sub-

mit a rebuttal to CMS as permitted 
under § 424.545(b). 

(2) CMS may, at its discretion, ex-
tend the 15-day time-period referenced 
in paragraph (a)(1) of this section. 

(b) Rebuttal requirements. A rebuttal 
submitted pursuant to this section and 
§ 424.545(b) must: 

(1) Be in writing. 
(2) Specify the facts or issues about 

which the provider or supplier dis-
agrees with the deactivation’s imposi-
tion and/or the effective date, and the 
reasons for disagreement. 

(3) Submit all documentation the 
provider or supplier wants CMS to con-
sider in its review of the deactivation. 

(4) Be submitted in the form of a let-
ter that is signed and dated by the in-
dividual supplier (if enrolled as an indi-
vidual physician or nonphysician prac-
titioner), the authorized official or del-
egated official (as those terms are de-
fined in 42 CFR 424.502), or a legal rep-
resentative (as defined in 42 CFR 
498.10). If the legal representative is an 
attorney, the attorney must include a 
statement that he or she has the au-
thority to represent the provider or 
supplier; this statement is sufficient to 
constitute notice of such authority. If 
the legal representative is not an at-
torney, the provider or supplier must 
file with CMS written notice of the ap-
pointment of a representative; this no-
tice of appointment must be signed and 
dated by, as applicable, the individual 
supplier, the authorized official or del-
egated official, or a legal representa-
tive. 

(c) Waiver of rebuttal rights. The pro-
vider’s or supplier’s failure to submit a 
rebuttal that is both timely under 
paragraph (a) of this section and fully 
compliant with all of the requirements 
of paragraph (b) of this section con-
stitutes a waiver of all rebuttal rights 
under this section and § 424.545(b). 

(d) CMS review. Upon receipt of a 
timely and compliant deactivation re-
buttal, CMS reviews the rebuttal to de-
termine whether the imposition of the 
deactivation and/or the designated ef-
fective date are correct. 

(e) Imposition. Nothing in this section 
or in § 424.545(b) requires CMS to delay 
the imposition of a deactivation pend-
ing the completion of the review de-
scribed in paragraph (d) of this section. 
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(f) Initial determination. A determina-
tion made under this section is not an 
initial determination under § 498.3(b) of 
this chapter and therefore not appeal-
able. 

[86 FR 65683, Nov. 19, 2021] 

§ 424.550 Prohibitions on the sale or 
transfer of billing privileges. 

(a) General rule. A provider or sup-
plier is prohibited from selling its 
Medicare billing number or privileges 
to any individual or entity, or allowing 
another individual or entity to use its 
Medicare billing number. 

(b) Change of ownership. In the case of 
a provider undergoing a change of own-
ership in accordance with part 489, sub-
part A of this chapter, the current 
owner and the prospective new owner 
must complete and submit enrollment 
applications before completion of the 
change of ownership. If the current 
owner fails to complete and submit an 
enrollment application to report the 
change, the current owner may be 
sanctioned or penalized, even after the 
date of ownership change, in accord-
ance with §§ 424.520, 424.540, and 489.53 of 
this chapter. If the prospective new 
owner fails to submit a new enrollment 
application containing information 
concerning the new owner within 30 
days of the change of ownership, CMS 
may deactivate the Medicare billing 
number. If an incomplete enrollment 
application is submitted, CMS may 
also deactivate the Medicare billing 
number based upon material omissions 
on the submitted enrollment applica-
tion, or based on preliminary informa-
tion received or determined by CMS 
that makes CMS question whether the 
new owner is ultimately granted a final 
transference of the provider agreement. 

(1) Unless an exception in (b)(2) of 
this section applies, if there is a change 
in majority ownership of a home health 
agency by sale (including asset sales, 
stock transfers, mergers, and consoli-
dations) within 36 months after the ef-
fective date of the HHA’s initial enroll-
ment in Medicare or within 36 months 
after the HHA’s most recent change in 
majority ownership, the provider 
agreement and Medicare billing privi-
leges do not convey to the new owner. 
The prospective provider/owner of the 
HHA must instead: 

(i) Enroll in the Medicare program as 
a new (initial) HHA under the provi-
sions of § 424.510 of this subpart. 

(ii) Obtain a State survey or an ac-
creditation from an approved accredi-
tation organization. 

(2)(i) The HHA submitted two con-
secutive years of full cost reports since 
initial enrollment or the last change in 
majority ownership, whichever is later. 
For purposes of the exception in this 
paragraph (b)(2)(i), low utilization or 
no utilization cost reports do not qual-
ify as full cost reports. 

(ii) An HHA’s parent company is un-
dergoing an internal corporate restruc-
turing, such as a merger or consolida-
tion. 

(iii) The owners of an existing HHA 
are changing the HHA’s existing busi-
ness structure (for example, from a cor-
poration to a partnership (general or 
limited); from an LLC to a corporation; 
from a partnership (general or limited) 
to an LLC) and the owners remain the 
same. 

(iv) An individual owner of an HHA 
dies. 

(c) Suppliers not covered by part 489 of 
this chapter. For those suppliers not 
covered by part 489 of this chapter, any 
change in the ownership or control of 
that supplier must be reported on the 
enrollment application within 30 days 
of the change as noted in § 424.540(a)(2). 
Generally, a change of ownership that 
also changes the tax identification 
number requires the completion and 
submission of a new enrollment appli-
cation from the new owner. 

[71 FR 20776, Apr. 21, 2006, as amended at 74 
FR 58134, Nov. 10, 2009; 75 FR 70465, Nov. 17, 
2010; 75 FR 76293, Dec. 8, 2010; 86 FR 62421, 
Nov. 9, 2021] 

§ 424.555 Payment liability. 

(a) No payment may be made for oth-
erwise Medicare covered items or serv-
ices furnished to a Medicare bene-
ficiary by suppliers of durable medical 
equipment, prosthetics, orthotics, and 
other supplies unless the supplier ob-
tains (and renews, as set forth in sec-
tion 1834(j) of the Act) Medicare billing 
privileges. 

(b) No payment may be made for oth-
erwise Medicare covered items or serv-
ices furnished to a Medicare bene-
ficiary by a provider or supplier if the 
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