
498 
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§ 410.170 Payment for home health 
services, for medical and other 
health services furnished by a pro-
vider or an approved ESRD facility, 
and for comprehensive outpatient 
rehabilitation facility (CORF) serv-
ices: Conditions. 

Payment under Medicare Part B, for 
home health services, for medical and 
other health services, or for CORF 
services, may be made to the provider 
or facility only if the following condi-
tions are met: 

(a) Request for payment. A written re-
quest for payment is filed by or on be-
half of the individual to whom the 
services were furnished. 

(b) Physician or allowed practitioner 
certification. For home health services, 
a physician or allowed practitioner 
provides certification and recertifi-
cation in accordance with § 424.22 of 
this chapter. 

(c) In the case of home dialysis sup-
port services described in § 410.52, the 
services are furnished in accordance 
with a written plan prepared and peri-
odically reviewed by a team that in-
cludes the patient’s physician and 
other professionals familiar with the 
patient’s condition as required by 
§ 494.90 of this chapter. 

[51 FR 41339, Nov. 14, 1986, as amended at 53 
FR 6648, Mar. 2, 1988; 73 FR 20474, Apr. 15, 
2008; 85 FR 70354, Nov. 4, 2020] 

§ 410.172 Payment for partial hos-
pitalization services in CMHCs: 
Conditions. 

Medicare Part B pays for partial hos-
pitalization services furnished in a 
CMHC on behalf of an individual only if 
the following conditions are met: 

(a) The CMHC files a written request 
for payment on the CMS form 1450 and 
in the manner prescribed by CMS; and 

(b) The services are furnished in ac-
cordance with the requirements de-
scribed in § 410.110. 

[59 FR 6578, Feb. 11, 1994] 

§ 410.173 Payment for intensive out-
patient services in CMHCs: Condi-
tions. 

Medicare Part B pays for intensive 
outpatient services furnished in a 
CMHC on behalf of an individual only if 
the following conditions are met: 

(a) The CMHC files a written request 

for payment on the CMS form 1450 and 

in the manner prescribed by CMS; and 

(b) The services are furnished in ac-

cordance with the requirements de-

scribed in § 410.111. 

[88 FR 82179, Nov. 22, 2023] 

§ 410.175 Alien absent from the United 
States. 

(a) Medicare does not pay Part B ben-

efits for services furnished to an indi-

vidual who is not a citizen or a na-

tional of the United States if those 

services are furnished in any month for 

which the individual is not paid month-

ly social security cash benefits (or 

would not be paid if he or she were en-

titled to those benefits) because he or 

she has been outside the United States 

continuously for 6 full calendar 

months. 

(b) Payment of benefits resumes with 

services furnished during the first full 

calendar month the alien is back in the 

United States. 

[53 FR 6634, Mar. 2, 1988] 

PART 411—EXCLUSIONS FROM 
MEDICARE AND LIMITATIONS ON 
MEDICARE PAYMENT 

Subpart A—General Exclusions and 
Exclusion of Particular Services 

Sec. 

411.1 Basis and scope. 

411.2 Conclusive effect of QIO determina-

tions on payment of claims. 

411.4 Services for which neither the bene-

ficiary nor any other person is legally 

obligated to pay. 

411.6 Services furnished by a Federal pro-

vider of services or other Federal agency. 

411.7 Services that must be furnished at 

public expense under a Federal law or 

Federal Government contract. 

411.8 Services paid for by a Government en-

tity. 

411.9 Services furnished outside the United 

States. 

411.10 Services required as a result of war. 

411.12 Charges imposed by an immediate 

relative or member of the beneficiary’s 

household. 

411.15 Particular services excluded from 

coverage. 



499 

Centers for Medicare & Medicaid Services, HHS Pt. 411 

Subpart B—Insurance Coverage That Limits 
Medicare Payment: General Provisions 

411.20 Basis and scope. 

411.21 Definitions. 

411.22 Reimbursement obligations of pri-
mary payers and entities that received 
payment from primary payers. 

411.23 Beneficiary’s cooperation. 

411.24 Recovery of conditional payments. 

411.25 Primary payer’s notice of primary 
payment responsibility. 

411.26 Subrogation and right to intervene. 

411.28 Waiver of recovery and compromise 
of claims. 

411.30 Effect of primary payment on benefit 
utilization and deductibles. 

411.31 Authority to bill primary payers for 
full charges. 

411.32 Basis for Medicare secondary pay-
ments. 

411.33 Amount of Medicare secondary pay-
ment. 

411.35 Limitations on charges to a bene-
ficiary or other party when a workers’ 
compensation plan, a no-fault insurer, or 
an employer group health plan is pri-
mary payer. 

411.37 Amount of Medicare recovery when a 
primary payment is made as a result of a 
judgment or settlement. 

411.39 Automobile and liability insurance 
(including self-insurance), no-fault insur-
ance, and workers’ compensation: Final 
conditional payment amounts via Web 
portal. 

Subpart C—Limitations on Medicare Pay-
ment for Services Covered Under 
Workers’ Compensation 

411.40 General provisions. 

411.43 Beneficiary’s responsibility with re-
spect to workers’ compensation. 

411.45 Basis for conditional Medicare pay-
ment in workers’ compensation cases. 

411.46 Lump-sum payments. 

411.47 Apportionment of a lump-sum com-
promise settlement of a workers’ com-
pensation claim. 

Subpart D—Limitations on Medicare Pay-
ment for Services Covered Under Li-
ability or No-Fault Insurance 

411.50 General provisions. 

411.51 Beneficiary’s responsibility with re-
spect to no-fault insurance. 

411.52 Basis for conditional Medicare pay-
ment in liability cases. 

411.53 Basis for conditional Medicare pay-
ment in no-fault cases. 

411.54 Limitation on charges when a bene-
ficiary has received a liability insurance 

payment or has a claim pending against 
a liability insurer. 

Subpart E—Limitations on Payment for 
Services Covered Under Group Health 
Plans: General Provisions 

411.100 Basis and scope. 

411.101 Definitions. 

411.102 Basic prohibitions and requirements. 

411.103 Prohibition against financial and 
other incentives. 

411.104 Current employment status. 

411.106 Aggregation rules. 

411.108 Taking into account entitlement to 
Medicare. 

411.110 Basis for determination of non-
conformance. 

411.112 Documentation of conformance. 

411.114 Determination of nonconformance. 

411.115 Notice of determination of non-
conformance. 

411.120 Appeals. 

411.121 Hearing procedures. 

411.122 Hearing officer’s decision. 

411.124 Administrator’s review of hearing 
decision. 

411.126 Reopening of determinations and de-
cisions. 

411.130 Referral to Internal Revenue Service 
(IRS). 

Subpart F—Special Rules: Individuals Eligi-
ble or Entitled on the Basis of ESRD, 
Who Are Also Covered Under Group 
Health Plans 

411.160 Scope. 
411.161 Prohibition against taking into ac-

count Medicare eligibility or entitlement 
or differentiating benefits. 

411.162 Medicare benefits secondary to 
group health plan benefits. 

411.163 Coordination of benefits: Dual enti-
tlement situations. 

411.165 Basis for conditional Medicare pay-
ments. 

Subpart G—Special Rules: Aged Bene-
ficiaries and Spouses Who Are Also 
Covered Under Group Health Plans 

411.170 General provisions. 
411.172 Medicare benefits secondary to 

group health plan benefits. 
411.175 Basis for Medicare primary pay-

ments. 

Subpart H—Special Rules: Disabled Bene-
ficiaries Who Are Also Covered Under 
Large Group Health Plans 

411.200 Basis. 
411.201 Definitions. 
411.204 Medicare benefits secondary to 

LGHP benefits. 
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411.206 Basis for Medicare primary pay-
ments and limits on secondary pay-
ments. 

Subpart I [Reserved] 

Subpart J—Financial Relationships Be-
tween Physicians and Entities Fur-
nishing Designated Health Services 

411.350 Scope of subpart. 
411.351 Definitions. 
411.352 Group practice. 
411.353 Prohibition on certain referrals by 

physicians and limitations on billing. 
411.354 Financial relationship, compensa-

tion, and ownership or investment inter-
est. 

411.355 General exceptions to the referral 
prohibition related to both ownership/in-
vestment and compensation. 

411.356 Exceptions to the referral prohibi-
tion related to ownership or investment 
interests. 

411.357 Exceptions to the referral prohibi-
tion related to compensation arrange-
ments. 

411.361 Reporting requirements. 
411.362 Additional requirements concerning 

physician ownership and investment in 
hospitals. 

411.363 Process for requesting an exception 
from the prohibition on facility expan-
sion. 

411.370 Advisory opinions relating to physi-
cian referrals. 

411.372 Procedure for submitting a request. 
411.373 Certification. 
411.375 Fees for the cost of advisory opin-

ions. 
411.377 Expert opinions from outside 

sources. 
411.378 Withdrawing a request. 
411.379 When CMS accepts a request. 
411.380 When CMS issues a formal advisory 

opinion. 
411.382 CMS’ right to rescind advisory opin-

ions. 
411.384 Disclosing advisory opinions and 

supporting information. 
411.386 CMS’s advisory opinions as exclu-

sive. 
411.387 Effect of an advisory opinion. 
411.388 When advisory opinions are not ad-

missible evidence. 
411.389 Range of the advisory opinion. 

Subpart K—Payment for Certain Excluded 
Services 

411.400 Payment for custodial care and serv-
ices not reasonable and necessary. 

411.402 Indemnification of beneficiary. 
411.404 Criteria for determining that a bene-

ficiary knew that services were excluded 
from coverage as custodial care or as not 
reasonable and necessary. 

411.406 Criteria for determining that a pro-

vider, practitioner, or supplier knew that 

services were excluded from coverage as 

custodial care or as not reasonable and 

necessary. 

411.408 Refunds of amounts collected for 

physician services not reasonable and 

necessary, payment not accepted on an 

assignment-related basis. 

AUTHORITY: 42 U.S.C. 1302, 1395w–101 

through 1395w–152, 1395hh, and 1395nn. 

SOURCE: 54 FR 41734, Oct. 11, 1989, unless 

otherwise noted. 

EDITORIAL NOTE: Nomenclature changes to 

part 411 appear at 71 FR 9471, Feb. 24, 2006 

Subpart A—General Exclusions 
and Exclusion of Particular 
Services 

§ 411.1 Basis and scope. 

(a) Statutory basis. Sections 1814(a) 

and 1835(a) of the Act require that a 

physician certify or recertify a pa-

tient’s need for home health services 

but, in general, prohibit a physician 

from certifying or recertifying the 

need for services if the services will be 

furnished by an HHA in which the phy-

sician has a significant ownership in-

terest, or with which the physician has 

a significant financial or contractual 

relationship. Sections 1814(c), 1835(d), 

and 1862 of the Act exclude from Medi-

care payment certain specified serv-

ices. The Act provides special rules for 

payment of services furnished by the 

following: Federal providers or agen-

cies (sections 1814(c) and 1835(d)); hos-

pitals and physicians outside of the 

U.S. (sections 1814(f) and 1862(a)(4)); and 

hospitals and SNFs of the Indian 

Health Service (section 1880 of the 

Act). Section 1877 of the Act sets forth 

limitations on referrals and payment 

for designated health services fur-

nished by entities with which the refer-

ring physician (or an immediate family 

member of the referring physician) has 

a financial relationship. 

(b) Scope. This subpart identifies: 

(1) The particular types of services 

that are excluded; 

(2) The circumstances under which 

Medicare denies payment for certain 

services that are usually covered; and 
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