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level screening
§424.518(b).

(2) CMS may revoke an OTP’s enroll-
ment on any of the following grounds:

(i) The provider does not have a cur-
rent, valid certification by SAMHSA as
required under paragraph (b)(4)(i) of
this section or fails to meet any other
applicable requirement or standard in
this section, including, but not limited
to, the OTP standards in paragraphs
(b)(6) and (e)(1) of this section.

(ii) Any of the revocation reasons in
§424.535 applies.

(3) An OTP may appeal the revoca-
tion of its enrollment under part 498 of
this title.

(f) Claim payment. For an OTP to re-
ceive payment for furnished drugs:

(1) The prescribing or medication or-
dering physician’s or other eligible pro-
fessional’s National Provider Identifier
must be listed on Field 17 of the Form
CMS-1500; and

(2) All other applicable requirements
of this section, this part, and part 8 of
this title must be met.

(g) Relation to part 8 of this title. Noth-
ing in this section shall be construed
as:

(1) Supplanting any of the provisions
in part 8 of this title; or

(2) Eliminating an OTP’s obligation
to maintain compliance with all appli-
cable provisions in part 8 of this title.

[84 FR 63202, Nov. 15, 2019, as amended at 85
FR 85038, Dec. 28, 2020]

required under

§424.68 Enrollment requirements for
home infusion therapy suppliers.

(a) Definition. For purposes of this
section, a home infusion therapy sup-
plier means a supplier of home infusion
therapy that meets all of the following
requirements:

(1) Furnishes infusion therapy to in-
dividuals with acute or chronic condi-
tions requiring administration of home
infusion drugs.

(2) Ensures the safe and effective pro-
vision and administration of home in-
fusion therapy on a 7-day-a-week, 24-
hour-a-day basis.

(3) Is accredited by an organization
designated by the Secretary in accord-
ance with section 1834(u)(5) of the Act.

(4) Is enrolled in Medicare as a home
infusion therapy supplier consistent
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with the provisions of this section and
subpart P of this part.

(b) General requirement. For a supplier
to receive Medicare payment for the
provision of home infusion therapy
supplier services, the supplier must
qualify as a home infusion therapy sup-
plier (as defined in this section) and be
in compliance with all applicable pro-
visions of this section and of subpart P
of this part.

(c) Specific requirements for enrollment.
To enroll in the Medicare program as a
home infusion therapy supplier, a home
infusion therapy supplier must meet
all of the following requirements:

(1)(i) Fully complete and submit the
Form CMS-855B application (or its
electronic or successor application) to
its applicable Medicare contractor.

(ii) Certify via the Form CMS-855B
that the home infusion therapy sup-
plier meets and will continue to meet
the specific requirements and stand-
ards for enrollment described in this
section and in subpart P of this part.

(2) Comply with the application fee
requirements in §424.514.

(3) Be currently and validly accred-
ited as a home infusion therapy sup-
plier by a CMS-recognized home infu-
sion therapy supplier accreditation or-
ganization.

(4) Comply with §414.1515 of this
chapter and all provisions of part 486,
subpart I of this chapter.

(5) Successfully complete the limited
categorical risk level of screening
under §424.518.

(d) Denial of enrollment. (1) Enroll-
ment denial by CMS. CMS may deny a
supplier’s enrollment application as a
home infusion therapy supplier on ei-
ther of the following grounds:

(i) The supplier does not meet all of
the requirements for enrollment out-
lined in §424.68 and in subpart P of this
part.

(ii) Any of the applicable denial rea-
sons in §424.530.

(2) Appeal of an enrollment denial. A
supplier may appeal the denial of its
enrollment application as a home infu-
sion therapy supplier under part 498 of
this chapter.

(e) Continued compliance, standards,
and reasons for revocation. (1) Upon and
after enrollment, a home infusion ther-
apy supplier—
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(i) Must remain currently and validly
accredited as described in paragraph
(c)(3) of this section.

(i1) Remains subject to, and must re-
main in full compliance with, all of the
provisions of—

(A) This section;

(B) Subpart P of this part;

(C) Section 414.1515 of this chapter;
and

(D) Part 486, subpart I of this chap-
ter.

(2) CMS may revoke a home infusion
therapy supplier’s enrollment on any of
the following grounds:

(i) The supplier does not meet the ac-
creditation requirements as described
in paragraph (c)(3) of this section.

(ii) The supplier does not comply
with all of the provisions of—

(A) This section;

(B) Subpart P of this part;

(C) Section 414.1515 of this chapter;
and

(D) Part 486, subpart I of this chap-
ter; or

(iii) Any of the revocation reasons in
§424.535 applies.

(3) A home infusion therapy supplier
may appeal the revocation of its enroll-
ment under part 498 of this chapter.

[85 FR 70355, Nov. 4, 2020]

Subpart F—Limitations on Assign-
ment and Reassignment of
Claims

§424.70 Basis and scope.

(a) Statutory basis. This subpart im-
plements sections 1815(c) and 1842(b)(6)
of the Act, which establish limitations
on who may receive payments due a
provider or supplier of services or a
beneficiary.

(b) Scope. This subpart—

(1) Prohibits the assignment, reas-
signment, or other transfer of the right
to Medicare payments except under
specified conditions;

(2) Sets forth the sanctions that CMS
may impose on a provider or supplier
that violates this prohibition, or on a
supplier that violates the conditions to
which it agreed in accepting assign-
ment from the individual; and

(3) Specifies the conditions for pay-
ment under court-ordered assignments
or reassignments.

§424.73

§424.71 Definitions.

As used in this subpart, unless the
context indicates otherwise—

Court of competent jurisdiction means a
court that has jurisdiction over the
subject matter and the parties before
it.

Facility means a hospital or other in-
stitution that furnishes health care
services to inpatients.

Entity means a person, group, or fa-
cility that is enrolled in the Medicare
program.

Power of attorney means any written
documents by which a principal au-
thorizes an agent to—

(1) Receive, in the agent’s name, any
payments due the principal;

(2) Negotiate checks payable to the
principal; or

(3) Receive, in any other manner, di-
rect payment of amounts due the prin-
cipal.

[63 FR 6634, Mar. 2, 1988, as amended at 69 FR
66426, Nov. 15, 2004]

§424.73 Prohibition of assignment of
claims by providers.

(a) Basic prohibition. Except as speci-
fied in paragraph (b) of this section,
Medicare does not pay amounts that
are due a provider to any other person
under assignment, or power of attor-
ney, or any other direct payment ar-
rangement.

(b) Ezxceptions to the prohibition—(1)
Payment to a government agency or enti-
ty. Subject to the requirements of the
Assignment of Claims Act (31 U.S.C.
3727), Medicare may pay a government
agency or entity under an assignment
by the provider.

(2) Payment under assignment estab-
lished by court order. Medicare may pay
under an assignment established by, or
in accordance with, the order of a court
of competent jurisdiction if the assign-
ment meets the conditions set forth in
§424.90.

(3) Payment to an agent. Medicare
may pay an agent who furnishes billing
and collection services to the provider
if the following conditions are met:

(i) The agent receives the payment
under an agency agreement with the
provider;

(ii) The agent’s compensation is not
related in any way to the dollar
amounts billed or collected;
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(iii) The agent’s compensation is not
dependent upon the actual collection of
payment;

(iv) The agent acts under payment
disposition instructions that the pro-
vider may modify or revoke at any
time; and

(v) The agent, in receiving the pay-
ment, acts only on behalf of the pro-
vider.

Payment to an agent will always be
made in the name of the provider.

§424.74 Termination of
agreement.

CMS may terminate a provider
agreement, in accordance with
§489.53(a)(1) of this chapter, if the pro-
vider—

(a) Executes or continues a power of
attorney, or enters into or continues
any other arrangement, that author-
izes or permits payment contrary to
the provisions of this subpart; or

(b) Fails to furnish, upon request by
CMS or the intermediary, evidence
necessary to establish compliance with
the requirements of this subpart.

provider

§424.80 Prohibition of reassignment of
claims by suppliers.

(a) Basic prohibition. Except as speci-
fied in paragraph (b) of this section,
Medicare does not pay amounts that
are due a supplier under an assignment
to any other person under reassign-
ment, power of attorney, or any other
direct arrangement. Nothing in this
section alters a party’s obligations
under the anti-kickback statute (sec-
tion 1128B(b) of the Act), the physician
self-referral prohibition (section 1877 of
the Act), the rules regarding physician
billing for purchased diagnostic tests
(§414.50 of this chapter), the rules re-
garding payment for services and sup-
plies incident to a physician’s profes-
sional services (§410.26 of this chapter),
or any other applicable Medicare laws,
rules, or regulations.

(b) Exceptions to the basic rule—(1)
Payment to employer. Medicare may pay
the supplier’s employer if the supplier
is required, as a condition of employ-
ment, to turn over to the employer the
fees for his or her services.

(2) Payment to an entity under a con-
tractual arrangement. Medicare may pay
an entity enrolled in the Medicare pro-
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gram if there is a contractual arrange-
ment between the entity and the sup-
plier under which the entity bills for
the supplier’s services, subject to the
provisions of paragraph (d) of this sec-
tion.

(38) Payment to a government agency or
entity. Subject to the requirements of
the Assignment of Claims Act (31
U.S.C. 3727), Medicare may pay a gov-
ernment agency or entity under a reas-
signment by the supplier.

(4) Payment under a reassignment es-
tablished by court order. Medicare may
pay under a reassignment established
by, or in accordance with, the order of
a court competent jurisdiction, if the
reassignment meets the conditions set
forth in §424.90.

(5) Payment to an agent. Medicare
may pay an agent who furnishes billing
and collection services to the supplier,
or to the employer, facility, or system
specified in paragraphs (b) (1), (2) and
(3) of this section, if the conditions of
§424.73(b)(3) for payment to a provider’s
agent are met by the agent of the sup-
plier or of the employer, facility, or
system. Payment to an agent will al-
ways be made in the name of the sup-
plier or the employer, facility, or sys-
tem.

(c) Rules applicable to an employer or
entity. An employer or entity that may
receive payment under paragraph (b)(1)
or (b)(2) of this section is considered
the supplier of those services for pur-
poses of subparts C, D, and E of this
part, subject to the provisions of para-
graph (d) of this section.

(d) Reassignment to an entity under an
employer-employee relationship or under
a contractual arrangement: Conditions
and limitations—(1) Liability of the par-
ties. An entity enrolled in the Medicare
program that receives payment under a
contractual arrangement under para-
graph (b)(2) of this section and the sup-
plier that otherwise receives payment
are jointly and severally responsible
for any Medicare overpayment to that
entity.

(2) Access to records. The supplier who
furnishes the service has unrestricted
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access to claims submitted by an enti-
ty for services provided by that sup-
plier. This paragraph applies irrespec-
tive of whether the supplier is an em-
ployee or whether the service is pro-
vided under a contractual arrange-
ment. If an entity refuses to provide,
upon request, the billing information
to the supplier performing the service,
the entity’s right to receive reassigned
benefits may be revoked under
§424.82(c)(3).

(3) Reassignment of the technical or
professional component of a diagnostic
test. If a physician or other supplier
bills for the technical or professional
component of a diagnostic test covered
under section 1861(s)(3) of the Act and
paid for under part 414 of this chapter
(other than clinical diagnostic labora-
tory tests paid under section
1833(a)(2)(D) of the Act, which are sub-
ject to the special rules set forth in
section 1833(h)(5)(A) of the Act) fol-
lowing a reassignment from a physi-
cian or other supplier who performed
the technical or professional compo-
nent, the amount payable to the billing
physician or other supplier may be sub-
ject to the limits specified in §414.50 of
this chapter.

[63 FR 6634, Mar. 2, 1988, as amended at 54 FR
4027, Jan. 27, 1989; 69 FR 66426, Nov. 15, 2004;
70 FR 16722, Apr. 1, 2005; 71 FR 69788, Dec. 1,
2006; 72 FR 66406, Nov. 27, 2007]

§424.82 Revocation of right to receive
assigned benefits.

(a) Scope. This section sets forth the
conditions and procedures for revoca-
tion of the right of a supplier or other
party to receive Medicare payments.

(b) Definition. As used in this section,
other party means an employer, facil-
ity, or health care delivery system to
which Medicare may make payment
under §424.80(b) (1), (2), or (3).

(c) Basis for revocation. CMS may re-
voke the right of a supplier or other
party to receive Medicare payments if
the supplier or other party, after warn-
ing by CMS or the carrier—

(1) Violates the terms of assignment
in §424.55(b).

(2) Continues collection efforts or
fails to refund moneys incorrectly col-
lected, in violation of the terms of as-
signment in §424.55(b).

§424.82

(3) Executes or continues in effect a
reassignment or power of attorney or
any other arrangement that seeks to
obtain payment contrary to the provi-
sions of §424.80; or

(4) Fails to furnish evidence nec-
essary to establish its compliance with
the requirements of § 424.80.

(d) Proposed revocation: Notice and op-
portunity for review. If CMS proposes to
revoke the right to payment in accord-
ance with paragraph (c) of this section,
it will send the supplier or other party
a written notice that—

(1) States the reasons for the pro-
posed revocation; and

(2) Provides an opportunity for the
supplier or other party to submit writ-
ten argument and evidence against the
proposed revocation. CMS usually al-
lows 15 days from the date on the no-
tice, but may extend or reduce the
time as circumstances require.

(e) Actual revocation: Timing, notice,
and opportunity for hearing—(1) Timing.
CMS determines whether to revoke
after considering any written argu-
ment or evidence submitted by the sup-
plier or other party or, if none is sub-
mitted, at the expiration of the period
specified in the notice of proposed rev-
ocation.

(2) Notice and opportunity for hearing.
The notice of revocation specifies—

(i) The reasons for the revocation;

(ii) That the revocation is effective
as of the date on the notice;

(iii) That the supplier or other party
may, within 60 days from the date on
the notice (or a longer period if the no-
tice so specifies), request an adminis-
trative hearing and may be represented
by counsel or other qualified represent-
ative.

(iv) That the carrier will withhold
payment on any claims submitted by
the supplier or other party until the
period for requesting a hearing expires
or, if a hearing is requested, until the
hearing officer issues a decision;

(v) That if the hearing decision re-
verses the revocation, the carrier will
pay the supplier’s or other party’s
claims; and

(vi) That if a hearing is not requested
or the hearing decision upholds the
revocation, payment will be made to
the beneficiary or to another person or

1087



§424.83

agency authorized to receive payment
on his or her behalf.

[63 FR 6644, Mar. 2, 1988; 53 FR 12945, Apr. 20,
1988]

§424.83 Hearings on revocation of
right to receive assigned benefits.

If the supplier or other party re-
quests a hearing under §424.82(e)(2)—

(a) The hearing is conducted—

(1) By a CMS hearing official who was
not involved in the decision to revoke;
and

(2) In accordance with the procedures
set forth in §§405.824 through 405.833
(but excepting §405.832(d)) and 405.860
through 405.872 of this chapter. In ap-
plying those procedures, ‘‘CMS”’ is sub-
stituted for ‘‘carrier’’; and ‘‘hearing of-
ficial”’, for ‘‘hearing officer’’.

(b) As soon as practicable after the
close of the hearing, the official who
conducted it issues a hearing decision
that—

(1) Is based on all the evidence pre-
sented at the hearing and included in
the hearing record; and

(2) Contains findings of fact and a
statement of reasons.

§424.84 Final determination on rev-
ocation of right to receive assigned
benefits.

(a) Basis of final determination—(1)
Final determination without a hearing. If
the supplier or other party does not re-
quest a hearing, CMS’s revocation de-
termination becomes final at the end
of the period specified in the notice of
revocation.

(2) Final determination following a
hearing. If there is a hearing, the hear-
ing decision constitutes CMS’s final de-
termination.

(b) Notice of final determination. CMS
sends the supplier or other party a
written notice of the final determina-
tion and, if there was a hearing, in-
cludes a copy of the hearing decision.

(c) Application of the final determina-
tion—(1) A final determination not to
revoke is the final administrative deci-
sion by CMS on the matter.

(2) A final determination to revoke
remains in effect until CMS finds that
the reason for the revocation has been
removed and that there is reasonable
assurance that it will not recur.

42 CFR Ch. IV (10-1-24 Edition)

(d) Effect of revocation when supplier
or other party has a financial interest in
another entity. Revocation of the par-
ty’s right to accept assignment also ap-
plies to any corporation, partnership,
or other entity in which the party, di-
rectly or indirectly, has or acquires all
or all but a nominal part of the finan-
cial interest.

[63 FR 6644, Mar. 2, 1988; 53 FR 12945, Apr. 20,
1988]

§424.86 Prohibition of assignment of
claims by beneficiaries.

(a) Basic prohibition. Except as speci-
fied in paragraph (b) of this section,
Medicare does not pay amounts that
are due a beneficiary under §424.53 to
any other person under assignment,
power of attorney, or any other direct
payment arrangement.

(b) Ezxceptions—(1) Payment to a gov-
ernment agency or entity. Subject to the
requirements of the Assignment of
Claims Act (31 U.S.C. 3727), Medicare
may pay a government agency or enti-
ty under an assignment by a bene-
ficiary (or by the beneficiary’s legal
guardian or representative payee).

(2) Payment under an assignment estab-
lished by court order. Medicare may pay
under an assignment established by, or
in accordance with, a court order if the
assignment meets the conditions set
forth in §424.90.

§424.90 Court ordered assignments:
Conditions and limitations.

(a) Conditions for acceptance. An as-
signment or reassignment established
by or in accordance with a court order
is effective for Medicare payments only
if—

(1) Someone files a certified copy of
the court order and of the executed as-
signment or reassignment (if it was
necessary to execute one) with the
intermediary or carrier responsible for
processing the claim; and

(2) The assignment or reassignment—

(i) Applies to all Medicare benefits
payable to a particular person or enti-
ty during a specified or indefinite time
period; or

(ii) Specifies a particular amount of
money, payable to a particular person
or entity by a particular intermediary
or carrier.
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