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§423.2600

§423.2600 Payment appeals.

If the Part D RAC did not apply its
stated payment methodology correctly,
a Part D plan sponsor may appeal the
findings of the applied methodology.
The payment methodology itself is not
subject to appeal.

§423.2605 Request for reconsideration.

(a) Time for filing a request. The re-
quest for reconsideration must be filed
with the designated independent re-
viewer within 60 calendar days from
the date of the demand letter received
by the Part D plan sponsor.

(b) Content of request. (1) The request
for reconsideration must be in writing
and specify the findings or issues with
which the Part D plan sponsor dis-
agrees.

(2) The Part D plan sponsor must in-
clude with its request all supporting
documentary evidence it wishes the
independent reviewer to consider.

(i) This material must be submitted
in the format requested by CMS.

(ii) Documentation, evidence, or sub-
stantiation submitted after the filing
of the reconsideration request will not
be considered.

(c) CMS Rebuttal. CMS may file a re-
buttal to the Part D plan sponsor’s re-
consideration request.

(1) The rebuttal must be submitted
within 30 calendar days of the review
entity’s notification to CMS that it has
received the Part D plan sponsor’s re-
consideration request.

(2) CMS sends its rebuttal to the Part
D plan sponsor at the same time it is
submitted to the independent reviewer.

(d) Review entity. An independent re-
viewer conducts the reconsideration.
The independent reviewer reviews the
demand for repayment, the evidence
and findings upon which it was based,
and any evidence that the Part D plan
sponsor or CMS submitted in accord-
ance with this section.

(e) Notification of decision. The inde-
pendent reviewer informs CMS and the
Part D plan sponsor of its decision in
writing.

(f) Effect of decision. A reconsider-
ation decision is final and binding un-
less the Part D plan sponsor requests a
hearing official review in accordance
with §423.2610.
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(g) Right to hearing official review. A
Part D plan sponsor that is dissatisfied
with the independent reviewer’s recon-
sideration decision is entitled to a
hearing official review as provided in
§423.2610.

§423.2610 Hearing official review.

(a) Time for filing a request. A Part D
plan sponsor must file with CMS a re-
quest for a hearing official review
within 30 calendar days from the date
of the independent reviewer’s issuance
of a determination.

(b) Content of the request. (1) The re-
quest must be in writing and must pro-
vide evidence or reasons or both to sub-
stantiate the request.

(2) The Part D plan sponsor must sub-
mit with its request all supporting doc-
umentation, evidence, and substan-
tiation that it wants to be considered.

(3) No new evidence may be sub-
mitted.

(4) Documentation, evidence, or sub-
stantiation submitted after the filing
of the request will not be considered.

(c) CMS rebuttal. CMS may file a re-
buttal to the Part D plan sponsor’s
hearing official review request.

(1) The rebuttal must be submitted
within 30 calendar days of the Part D
plan sponsor’s submission of its hear-
ing official review request.

(2) CMS sends its rebuttal to the Part
D plan sponsor at the same time it is
submitted to the hearing official.

(d) Conducting a review. A CMS-des-
ignated hearing official conducts the
hearing on the record.

(1) The hearing is not to be conducted
live or via telephone unless the hearing
official, in his or her sole discretion,
requests a live or telephonic hearing.

(2) In all cases, the hearing official’s
review is limited to information that
meets one or more of the following:

(i) The Part D RAC used in making
its determinations.

(ii) The independent reviewer used in
making its determinations.

(iii) The Part D plan sponsor submits
with its hearing request.

(iv) CMS submits in accordance with
paragraph (c) of this section.

(3) Neither the Part D plan sponsor
nor CMS may submit new evidence.

(e) Hearing official decision. The CMS
hearing official decides the case within
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60 days and sends a written decision to
the Part D plan sponsor and CMS, ex-
plaining the basis for the decision.

(f) Effect of hearing official decision.
The hearing official’s decision is final
and binding, unless the decision is re-
versed or modified by the CMS Admin-
istrator in accordance with §423.2610.

§423.2615 Review by the
trator.

Adminis-

(a) Request for review by Administrator.
If a Part D plan sponsor is dissatisfied
with the hearing official’s decision, it
may request that the CMS Adminis-
trator review the decision.

(1) The request must be filed with the
CMS Administrator within 30 calendar
days of the date of the hearing offi-
cial’s decision.

(2) The request must provide evidence
or reasons to substantiate the request.

(b) Content of request. The Part D plan
sponsor must submit with its request
all supporting documentation, evi-
dence, and substantiation that it wants
to be considered.

(1) Documentation, evidence, or sub-
stantiation submitted after the filing
of the request will not be considered.

(2) Neither the Part D plan sponsor
nor CMS may submit new evidence.

(c) Discretionary review. After receiv-
ing a request for review, the CMS Ad-
ministrator has the discretion to re-
view the hearing official’s decision in
accordance with paragraph (e) of this
section or to decline to review said de-
cision.

(d) Notification of decision whether to
review. The CMS Administrator notifies
the Part D plan sponsor within 45 days
of receiving the Part D plan sponsor’s
hearing request of whether he or she
intends to review the hearing official’s
decision. If the Administrator agrees to
review the hearing official’s decision,
CMS may file a rebuttal statement
within 30 days of the Administrator’s
notice to the plan sponsor that the re-
quest for review has been accepted.
CMS sends its rebuttal statement to
the plan sponsor at the same time it is
submitted to the Administrator. If the
CMS Administrator declines to review
the hearing official’s decision, the
hearing official’s decision is final and
binding.
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(e) Administrator review. If the CMS
Administrator agrees to review the
hearing official’s decision, he or she de-
termines, based upon this decision, the
hearing record, and any arguments
submitted by the Part D plan sponsor
or CMS in accordance with this sec-
tion, whether the determination should
be upheld, reversed, or modified. The
CMS Administrator furnishes a written
decision, which is final and binding, to
the Part D plan sponsor and to CMS.

PART 424—CONDITIONS FOR
MEDICARE PAYMENT

Subpart A—General Provisions

Sec.
424.1
424.3
424.5
424.7

Basis and scope.
Definitions.

Basic conditions.
General limitations.

Subpart B—Certification and Plan
Requirements

424.10 Purpose and scope.

424.11 General procedures.

424.13 Requirements for inpatient services
of hospitals other than inpatient psy-
chiatric facilities.

424.14 Requirements for inpatient services
of inpatient psychiatric facilities.

424.15 Requirements for inpatient CAH serv-
ices.

424.16 Timing of certification for individual
admitted to a hospital before entitle-
ment to Medicare benefits.

424.20 Requirements for posthospital SNF
care.

424.22 Requirements for home health serv-
ices.

424.24 Requirements for medical and other
health services furnished by providers
under Medicare Part B.

424.27 Requirements for comprehensive out-
patient rehabilitation facility (CORF)
services.

Subpart C—Claims for Payment

424.30 Scope.

424.32 Basic requirements for all claims.

424.33 Additional requirements: Claims for
services of providers and claims by sup-
pliers and nonparticipating hospitals.

424.34 Additional requirements: Bene-
ficiary’s claim for direct payment.

424.36 Signature requirements.

424.37 Evidence of authority to sign on be-
half of the beneficiary.

424.40 Request for payment effective for
more than one claim.
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424.44 Time limits for filing claims.

Subpart D—To Whom Payment is Ordinarily
Made

424.50 Scope.

424.51 Payment to the provider.

424.52 Payment to a nonparticipating hos-
pital.

424.53 Payment to the beneficiary.

424.54 Payment to the beneficiary’s legal
representative or representative payee.

424.55 Payment to the supplier.

424.56 Payment to a beneficiary and to a
supplier.

424.57 Special payment rules for items fur-
nished by DMEPOS suppliers and
issuance of DMEPOS supplier billing
privileges.

424.58 Accreditation.

Subpart E—To Whom Payment is Made in
Special Situations

424.60 Scope.

424.62 Payment after beneficiary’s death:
Bill has been paid.

424.64 Payment after beneficiary’s death:
Bill has not been paid.

424.66 Payment to entities that provide cov-
erage complementary to Medicare Part
B.

424.67 Enrollment requirements for opioid
treatment programs (OTP).

424.68 Enrollment requirements for home
infusion therapy suppliers.

Subpart F—Limitations on Assignment and
Reassignment of Claims

424.70 Basis and scope.

424.71 Definitions.

424.73 Prohibition of assignment of claims
by providers.

424.74 Termination of provider agreement.

424.80 Prohibition of reassignment of claims
by suppliers.

424.82 Revocation of right to receive as-
signed benefits.

424.83 Hearings on revocation of right to re-
ceive assigned benefits.

424.84 Final determination on revocation of
right to receive assigned benefits.

424.86 Prohibition of assignment of claims
by beneficiaries.

424.90 Court ordered assignments: Condi-
tions and limitations.
Subpart G—Special Conditions: Emer-

gency Services Furnished by a Non-
participating Hospital

424.100 Scope.

424.101 Definitions.

424.102 Situations that do not constitute an
emergency.
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424.103 Conditions for payment for emer-
gency services.

424.104 Election to claim payment for emer-
gency services furnished during a cal-
endar year.

424.106 Criteria for determining whether the
hospital was the most accessible.

424.108 Payment to a hospital.

424.109 Payment to the beneficiary.

Subpart H—Special Conditions: Services
Furnished in a Foreign Country

424.120 Scope.

424.121 Scope of payments.

424.122 Conditions for payment for emer-
gency inpatient hospital services.

424.123 Conditions for payment for non-
emergency inpatient services furnished
by a hospital closer to the individual’s
residence.

424.124 Conditions for payment for physi-
cian services and ambulance services.

424.126 Payment to the hospital.

424.127 Payment to the beneficiary.

Subpart |I—Requirements for Medicare Dia-
betes Prevention Program Suppliers
and Beneficiary Engagement Incen-
tives Under the Medicare Diabetes
Prevention Program Expanded Model

424.200 Scope.

424.205 Requirements for Medicare Diabetes
Prevention Program suppliers.

424.210 Beneficiary engagement incentives
under the Medicare Diabetes Prevention
Program expanded model.

Subparts J-L [Reserved]

Subpart M—Replacement and
Reclamation of Medicare Payments

424.350 Replacement of checks that are lost,
stolen, defaced, mutilated, destroyed, or
paid on forged endorsements.

424.352 Intermediary and carrier checks
that are lost, stolen, defaced, mutilated,
destroyed, or paid on forged endorse-
ments.

Subparts N-O [Reserved]

Subpart P—Requirements for Establishing
and Maintaining Medicare Billing Privileges

424.500 Scope.

424.502 Definitions.

424.505 Basic enrollment requirement.

424.506 National Provider Identifier (NPI)
on all enrollment applications and
claims.

424.507 Ordering and referring covered items
and services for Medicare beneficiaries.

424.510 Requirements for enrolling in the
Medicare program.
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