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the safe disposal of drugs available at
the following web address:
www.hhs.gov/opioids/prevention/safely-
dispose-drugs/index.html

(k) Claims information. MA organiza-
tions must furnish directly to enroll-
ees, in the manner specified by CMS
and in a form easily understandable to
such enrollees, a written explanation of
benefits, when benefits are provided
under this part.

(1) Information requirements for the re-
porting period. Claims data elements
presented on the explanation of bene-
fits must include all of the following
for the reporting period:

(i) The descriptor and billing code for
the item or service billed by the pro-
vider, and the corresponding amount
billed.

(ii) The total cost approved by the
plan for reimbursement.

(iii) The share of total cost paid for
by the plan.

(iv) The share of total cost for which
the enrollee is liable.

(2) Information requirements for year-
to-date totals. Claims data elements
presented on the explanation of bene-
fits must include specific year-to-date
totals as follows:

(i) The cumulative amount billed by
all providers.

(ii) The cumulative total costs ap-
proved by the plan.

(iii) The cumulative share of total
cost paid for by the plan.

(iv) The cumulative share of total
cost for which the enrollee is liable.

(v) The amount an enrollee has in-
curred toward the MOOP limit, as ap-
plicable.

(vi) The amount an enrollee has in-
curred toward the deductible, as appli-
cable.

(3) Additional information requirements.
(i) Each explanation of benefits must
include clear contact information for
enrollee customer service.

(ii) Each explanation of benefits
must include instructions on how to re-
port fraud.

(iii) Each EOB that includes a denied
claim must clearly identify the denied

§422.111

claim and provide information about
enrollee appeal rights, but the EOB
does not replace the notice required by
§§422.568 and 422.570.

(4) Reporting cycles for explanation of
benefits. MA organizations must send
an explanation of benefits on either a
monthly cycle or a quarterly cycle
with per-claim notifications.

(i) A monthly explanation of benefits
must include all claims processed in
the prior month and, for each claim,
the information in paragraphs (k)(1)
and (2) of this section as of the last day
of the prior month.

(A) The monthly explanation of bene-
fits must be sent before the end of each
month that follows the month a claim
was filed.

(B) [Reserved]

(ii) A quarterly explanation of bene-
fits must include all claims processed
in the quarter and, for each claim, the
information in paragraphs (k)(1) and (2)
of this section as of the last day of the
quarter; a per-claim notification must
include all claims processed in the
prior month and, for each claim, the
information specified in paragraph
(k)(1) of this section as of the last day
of the prior month.

(A) MA organizations that send the
explanation of benefits on a quarterly
cycle with per-claim notifications
must send the quarterly explanation of
benefits before the end of each month
that follows the quarter in which a
claim was filed.

(B) MA organizations that send the
explanation of benefits on a quarterly
cycle with per-claim notifications
must send the per-claim notification
before the end of each month that fol-
lows the month in which a claim was
filed.

(5) Exceptions. MA organizations are
not required to send the explanation of
benefits to dual-eligible enrollees.

(1) Mid-year motice of unused supple-
mental benefits. Beginning January 1,
2026, MA organizations must send noti-
fication annually, no sooner than June
30 and no later than July 31, to each
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enrollee with unused supplemental ben-
efits consistent with the requirements
of §422.2267(e)(42).

[63 FR 35077, June 26, 1998, as amended at 64
FR 7980, Feb. 17, 1999; 65 FR 40321, June 29,
2000; 68 FR 50857, Aug. 22, 2003; 70 FR 4722,
Jan. 28, 2005; 70 FR 52026, Sept. 1, 2005; 73 FR
54220, 54249, Sept. 18, 2008; 75 FR 19805, Apr.
15, 2010; 76 FR 21563, Apr. 15, 2011; 77 FR 22167,
Apr. 12, 2012; 80 FR 7959, Feb. 12, 2015; 83 FR
16724, Apr. 16, 2018; 84 FR 15828, Apr. 16, 2019;
86 FR 6095, Jan. 19, 2021; 88 FR 22329, Apr. 12,
2023; 89 FR 30818, Apr. 23, 2024]

§422.112 Access to services.

(a) Rules for coordinated care plans. An
MA organization that offers an MA co-
ordinated care plan may specify the
networks of providers from whom en-
rollees may obtain services if the MA
organization ensures that all covered
services, including supplemental serv-
ices contracted for by (or on behalf of)
the Medicare enrollee, are available
and accessible under the plan. To ac-
complish this, the MA organization
must meet the following requirements:

(1) Provider network. (i) Maintain and
monitor a network of appropriate pro-
viders that is supported by written
agreements and is sufficient to provide
adequate access to covered services to
meet the needs of the population
served. These providers are typically
used in the network as primary care
providers (PCPs), specialists, hospitals,
skilled nursing facilities, home health
agencies, ambulatory clinics, and other
providers. The network must include
providers that specialize in behavioral
health services.

(ii) Exception: MA regional plans,
upon CMS pre-approval, can use meth-
ods other than written agreements to
establish that access requirements are
met.

(iii) Arrange for and cover any medi-
cally necessary covered benefit outside
of the plan provider network, but at in-
network cost sharing, when an in-net-
work provider or benefit is unavailable
or inadequate to meet an enrollee’s
medical needs.

(2) PCP panel. Establish a panel of
PCPs from which the enrollee may se-
lect a PCP. If an MA organization re-
quires its enrollees to obtain a referral
in most situations before receiving
services from a specialist, the MA or-
ganization must either assign a PCP
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for purposes of making the needed re-
ferral or make other arrangements to
ensure access to medically necessary
specialty care.

(3) Specialty care. Provide or arrange
for necessary specialty care, and in
particular give women enrollees the
option of direct access to a women’s
health specialist within the network
for women’s routine and preventive
health care services provided as basic
benefits (as defined in §422.2).

(4) Service area expansion. If seeking a
service area expansion for an MA plan,
demonstrate that the number and type
of providers available to plan enrollees
are sufficient to meet projected needs
of the population to be served.

(5) Credentialed providers. Dem-
onstrate to CMS that its providers in
an MA plan are credentialed through
the process set forth at §422.204(a).

(6) Written standards. HEstablish writ-
ten standards for the following:

(i) Timeliness of access to care and
member services that meet or exceed
standards in this paragraph. The MA
organization must continuously mon-
itor access to care and member serv-
ices and must take corrective action as
necessary to ensure that appointment
wait times in the provider network
comply with these standards. The min-
imum standards for appointment wait
times for primary care and behavioral
health services are as follows for ap-
pointments:

(A) Urgently needed services or emer-
gency—immediately;

(B) Services that are not emergency
or urgently needed, but the enrollee re-
quires medical attention—within 7
business days; and

(C) Routine and preventive care—
within 30 business days.

(i1) Policies and procedures (coverage
rules, practice guidelines, payment
policies, and utilization management)
that allow for individual medical ne-
cessity determinations.

(iii) Provider consideration of bene-
ficiary input into the provider’s pro-
posed treatment plan.

() Hours of operation. Ensure that—

(i) The hours of operation of its MA
plan providers are convenient to the
population served under the plan and
do not discriminate against Medicare
enrollees; and
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(ii) Plan services are available 24
hours a day, 7 days a week, when medi-
cally necessary.

(8) Emsuring equitable access to Medi-
care Advantage (MA) Services. Ensure
that services are provided in a cul-
turally competent manner and to pro-
mote equitable access to all enrollees,
including the following:

(i) People with limited English pro-
ficiency or reading skills.

(ii) People of ethnic, cultural, racial,
or religious minorities.

(iii) People with disabilities.

(iv) People who identify as lesbian,
gay, bisexual, or other diverse sexual
orientations.

(V) People who identify as
transgender, nonbinary, and other di-
verse gender identities, or people who
were born intersex.

(vi) People living in rural areas and
other areas with high levels of depriva-
tion.

(vii) People otherwise adversely af-
fected by persistent poverty or inequal-
ity.

(9) Ambulance services, emergency and
urgently mneeded services, and post-sta-
bilization care services coverage. Provide
coverage for ambulance services, emer-
gency and urgently needed services,
and post-stabilization care services in
accordance with §422.113.

(10) Prevailing patterns of community
health care delivery. MA plans that
meet Medicare access and availability
requirements through direct con-
tracting network providers must do so
consistent with the prevailing commu-
nity pattern of health care delivery in
the areas where the network is being
offered. Factors making up community
patterns of health care delivery that
CMS will use as a benchmark in evalu-
ating a proposed MA plan health care
delivery network include, but are not
limited to the following:

(i) The number and geographical dis-
tribution of eligible health care pro-
viders available to potentially contract
with an MAO to furnish plan covered
services within the proposed service
area of the MA plans.

(ii) The prevailing market conditions
in the service area of the MA plan. Spe-
cifically, the number and distribution
of health care providers contracting
with other health care plans (both
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commercial and Medicare) operating in
the service area of the plan.

(iii) Whether the service area is com-
prised of rural or urban areas or some
combination of the two.

(iv) Whether the MA plan’s proposed
provider network meet Medicare time
and distance standards for member ac-
cess to health care providers including
specialties.

(v) Other factors that CMS deter-
mines are relevant in setting a stand-
ard for an acceptable health care deliv-
ery network in a particular service
area.

(b) Continuity of care. MA organiza-
tions offering coordinated care plans
must ensure continuity of care and in-
tegration of services through arrange-
ments with contracted providers that
include—

(1) Policies that specify under what
circumstances services are coordinated
and the methods for coordination;

(2) Offering to provide each enrollee
with an ongoing source of primary care
and providing a primary care source to
each enrollee who accepts the offer;

(3) Programs for coordination of plan
services with community and social
services generally available through
contracting or mnoncontracting pro-
viders in the area served by the MA
plan, including nursing home and com-
munity-based services, and behavioral
health services; and

(4) Procedures to ensure that the MA
organization and its provider network
have the information required for ef-
fective and continuous patient care and
quality review, including procedures to
ensure that—

(i) The MA organization makes a
“best-effort” attempt to conduct an
initial assessment of each enrollee’s
health care needs, including following
up on unsuccessful attempts to contact
an enrollee, within 90 days of the effec-
tive date of enrollment;

(ii) Bach provider, supplier, and prac-
titioner furnishing services to enroll-
ees maintains an enrollee health record
in accordance with standards estab-
lished by the MA organization, taking
into account professional standards;
and

(iii) There is appropriate and con-
fidential exchange of information
among provider network components.

547



§422.112

(5) Procedures to ensure that enroll-
ees are informed of specific health care
needs that require follow-up and re-
ceive, as appropriate, training in self-
care and other measures they may take
to promote their own health; and

(6) Systems to address barriers to en-
rollee compliance with prescribed
treatments or regimens.

(7) With respect to drugs for which
payment as so prescribed and dispensed
or administered to an individual may
be available under Part A or Part B, or
under Part D, MA-PD plans must co-
ordinate all benefits administered by
the plan and—

(i) Establish and maintain a process
to ensure timely and accurate point-of-
sale transactions; and

(ii) Issue the determination and au-
thorize or provide the benefit under
Part A or Part B or as a benefit under
Part D as expeditiously as the enroll-
ee’s health condition requires, in ac-
cordance with the requirements of sub-
part M of this part and subpart M of
part 423 of this chapter, as appropriate,
when a party requests a coverage de-
termination.

(8)(1) With respect to basic benefits,
policies for using prior authorization
that at a minimum include that for en-
rollees undergoing an active course of
treatment—

(A) Approval of a prior authorization
request for a course of treatment must
be valid for as long as medically nec-
essary to avoid disruptions in care, in
accordance with applicable coverage
criteria, the individual patient’s med-
ical history, and the treating pro-
vider’s recommendation; and

(B) A minimum 90-day transition pe-
riod for any active course(s) of treat-
ment when an enrollee has enrolled in
an MA plan after starting a course of
treatment, even if the service is fur-
nished by an out-of-network provider.
This includes enrollees new to a plan
and enrollees new to Medicare. The MA
organization must not disrupt or re-
quire reauthorization for an active
course of treatment for new plan en-
rollees for a period of at least 90 days.

(ii) For purposes of this paragraph
(b)(8), the following definitions apply:

(A) Course of treatment means as a
prescribed order or ordered course of
treatment for a specific individual with
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a specific condition is outlined and de-
cided upon ahead of time with the pa-
tient and provider. A course of treat-
ment may but is not required to be
part of a treatment plan.

(B) Active course of treatment means a
course of treatment in which a patient
is actively seeing the provider and fol-
lowing the course of treatment.

(c) Essential hospital. An MA regional
plan may seek, upon application to
CMS, to designate a noncontracting
hospital as an essential hospital as de-
fined in section 1858(h) of the Act under
the following conditions:

(1) The hospital that the MA regional
plan seeks to designate as essential is a
general acute care hospital identified
as a ‘‘subsection(d)’” hospital as defined
in section 1886(d)(1)(B) of the Act.

(2) The MA regional plan provides
convincing evidence to CMS that the
MA regional plan needs to contract
with the hospital as a condition of
meeting access requirements under
this section.

(3) The MA regional plan must estab-
lish that it made a ‘‘good faith’ effort
to contract with the hospital to be des-
ignated as an essential hospital and
that the hospital refused to contract
with it despite its ‘‘good faith’ effort.
A ‘“‘good faith” effort to contract will
be established to the extent that the
MA regional plan can show it has of-
fered the hospital a contract providing
for the payment of rates in an amount
no less than the amount the hospital
would have received had payment been
made under section 1886(d) of the Act.

(4) The MA regional plan must estab-
lish that there are no competing Medi-
care participating hospitals in the area
to which MA regional plan enrollees
could reasonably be referred for inpa-
tient hospital services.

(5) The hospital that is an essential
hospital under this paragraph provides
convincing evidence to CMS that the
amounts normally payable under sec-
tion 1886 of the Act (and which the MA
regional plan has agreed to pay) will be
less than the hospital’s actual costs of
providing care to the MA regional
plan’s enrollee.

(6) If CMS determines the require-
ments in paragraphs (c)(1) through
(c)(5) of this section have been met, it
will make payment to the essential
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