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(iv) Reconsideration decision. The CMS 
reconsideration official informs the 
MA organization of its decision on the 
reconsideration in writing. 

(v) Effect of reconsideration decision. 
The decision of the CMS reconsider-
ation official is final and binding un-
less a timely request for an informal 
hearing is filed in accordance with 
paragraph (a)(2) of this section. 

(2) Informal hearing. An MA organiza-
tion dissatisfied with CMS’ reconsider-
ation decision made under paragraph 
(a)(1) of this section is entitled to an 
informal hearing as provided for under 
paragraphs (a)(2)(i) through (a)(2)(iv) of 
this section. 

(i) Manner and timing of request. A re-
quest for an informal hearing must be 
made in writing and filed with CMS 
within 15 calendar days of the date of 
CMS’ reconsideration decision. 

(ii) Content of request. The request for 
an informal hearing must include a 
copy of the reconsideration decision 
and must specify the findings or issues 
in the decision with which the MA or-
ganization disagrees and the reasons 
for its disagreement. 

(iii) Informal hearing procedures. The 
informal hearing is conducted in ac-
cordance with the following: 

(A) The CMS Hearing Officer provides 
written notice of the time and place of 
the informal hearing at least 30 days 
before the scheduled date. 

(B) The CMS reconsideration official 
provides a copy of the record that was 
before CMS when CMS made its deci-
sion to the hearing officer. 

(C) The hearing officer review is con-
ducted by a CMS hearing officer who 
neither receives testimony nor accepts 
any new evidence. The CMS hearing of-
ficer is limited to the review of the 
record that was before CMS when CMS 
made its decision. 

(iv) Decision of the CMS hearing offi-
cer. The CMS hearing officer decides 
the case and sends a written decision 
to the MA organization explaining the 
basis for the decision. 

(v) Effect of hearing officer’s decision. 
The hearing officer’s decision is final 
and binding, unless the decision is re-
versed or modified by the CMS Admin-
istrator in accordance with paragraph 
(a)(3) of this section. 

(3) Review by the Administrator. The 
Administrator’s review is conducted in 
the following manner: 

(i) Manner and timing of request. An 
MA organization that has received a 
hearing officer’s decision may request 
review by the Administrator within 15 
calendar days of the date of issuance of 
the hearing officer’s decision under 
paragraph (a)(2)(iv) of this section. An 
MA organization may submit written 
arguments to the Administrator for re-
view. 

(ii) Discretionary review. After receiv-
ing a request for review, the Adminis-
trator has the discretion to elect to re-
view the hearing officer’s determina-
tion in accordance with paragraph 
(a)(3)(iii) of this section or to decline to 
review the hearing officer’s decision 
within 30 calendar days of receiving the 
request for review. If the Adminis-
trator declines to review the hearing 
officer’s decision, the hearing officer’s 
decision is final and binding. 

(iii) Administrator’s review. If the Ad-
ministrator elects to review the hear-
ing officer’s decision, the Adminis-
trator reviews the hearing officer’s de-
cision, as well as any information in-
cluded in the record of the hearing offi-
cer’s decision and any written argu-
ment submitted by the MA organiza-
tion, and determine whether to uphold, 
reverse, or modify the hearing officer’s 
decision. 

(iv) Effect of Administrator’s decision. 
The Administrator’s decision is final 
and binding. 

(b) Matters subject to appeal and bur-
den of proof. (1) The MA organization’s 
appeal is limited to CMS’ calculation 
of the final settlement amount. CMS 
does not consider information sub-
mitted for the purposes of retro-
actively adjusting a prior reconcili-
ation. 

(2) The MA organization bears the 
burden of proof by providing evidence 
demonstrating that CMS’ calculation 
of the final settlement amount is in-
correct. 

(c) Stay of financial transaction until 
appeals are exhausted. If an MA organi-
zation requests review of the final set-
tlement amount, the financial trans-
action associated with the issuance or 
payment of the final settlement 
amount is stayed until all appeals are 
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exhausted. Once all levels of appeal are 
exhausted or the MA organization fails 
to request further review within the 
applicable 15-calendar-day timeframe, 
CMS communicates with the MA orga-
nization to complete the financial 
transaction associated with the 
issuance or payment of the final settle-
ment amount, as appropriate. 

(d) Continued compliance with other 
law required. Nothing in this section 
limits an MA organization’s responsi-
bility to comply with any other appli-
cable statute or regulation. 

[89 FR 30825, Apr. 23, 2024] 

§ 422.530 Plan crosswalks. 

(a) General rules—(1) Definition of 
crosswalk. A crosswalk is the move-
ment of enrollees from one plan (or 
plan benefit package (PBP)) to another 
plan (or PBP) under a contract between 
the MA organization and CMS. To 
crosswalk enrollees from one PBP to 
another is to change the enrollment 
from the first PBP to the second. 

(2) Prohibitions. Except as described 
in paragraph (c) of this section, cross-
walks are prohibited between different 
contracts or different plan types (for 
example, HMO to PPO). 

(3) Compliance with renewal/non-
renewal rules. The MA organization 
must comply with renewal and non-
renewal rules in §§ 422.505 and 422.506 in 
order to complete plan crosswalks. 

(4) Eligibility. Enrollees must be eligi-
ble for enrollment under §§ 422.50 
through 422.54 in order to be moved 
from one PBP to another PBP. 

(5) Types of MA plans. For purposes of 
crosswalk policy in this section, CMS 
considers the following plans as dif-
ferent plan types: 

(i) Health maintenance organizations 
coordinated care plans. 

(ii) Provider-sponsored organizations 
coordinated care plans. 

(iii) Regional or local preferred pro-
vider organizations coordinated care 
plans. 

(iv) Special needs plans. 
(v) Private Fee-for-service plans. 
(vi) MSA plans. 
(b) Allowable crosswalk types—(1) All 

MA plans. An MA organization may 
perform a crosswalk in the following 
circumstances: 

(i) Renewal. A plan in the following 
contract year that links to a current 
contract year plan and retains the en-
tire service area from the current con-
tract year. The following contract year 
plan must retain the same plan ID as 
the current contract year plan. 

(ii) Consolidated renewal. A plan in 
the following contract year that com-
bines 2 or more complete current con-
tract year plans of the same plan type 
but not including when a current PBP 
is split among more than one PBP for 
the following contract year. The plan 
ID for the following contract year must 
be the same as one of the current con-
tract year plan IDs. 

(iii) Renewal with a service area expan-
sion (SAE). A plan in the following con-
tract year that links to a current con-
tract year plan and retains all of its 
plan service area from the current con-
tract year, but also adds one or more 
new counties. The following year con-
tract plan must retain the same plan 
ID as the current contract year plan. 

(iv) Renewal with a service area reduc-
tion (SAR). (A) A plan in the following 
contract year that links to a current 
contract year plan and only retains a 
portion of its plan service area. The 
following contract year plan must re-
tain the same plan ID as the current 
contract year plan. The crosswalk is 
limited to the enrollees in the remain-
ing service area. 

(B) While the MA organization may 
not affirmatively crosswalk enrollees 
in the locations that will no longer be 
part of the service area, the MA organi-
zation may offer those affected enroll-
ees in the reduced portion of the serv-
ice area a continuation in accordance 
with § 422.74(b)(3)(ii), provided that 
there are no other MA plan options in 
the reduced service area. 

(C) If the MA organization offers an-
other PBP in the locations that will no 
longer be part of the service area, cur-
rent enrollees in the locations that will 
no longer be part of the service area 
must be disenrolled and the MA organi-
zation must send a non-renewal notice 
that includes notification of a special 
enrollment period under § 422.62 and, 
for applicable enrollees, Medigap guar-
anteed issue rights. 

(D) The MA organization may offer 
current enrollees in the locations that 
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will no longer be part of the service 
area the option of enrolling in the 
other plan(s) the MA organization of-
fers in the location that is no longer 
part of the service area, however, no 
specific plan information for the fol-
lowing contract year may be shared 
with any beneficiaries prior to the plan 
marketing period for the next contract 
year, consistent with 42 CFR 422.2263 
and 423.2263. 

(2) Special needs plans (SNPs). In addi-
tion to those described in paragraph 
(b)(1) of this section, SNPs may also 
perform the following types of cross-
walks: 

(i) Chronic SNPs (C–SNPs). (A) Renew-
ing C–SNP with one chronic condition 
that transitions eligible enrollees into 
another C–SNP with a grouping that 
contains that same chronic condition. 

(B) Non-renewing C–SNP with one 
chronic condition that transitions eli-
gible enrollees into another C–SNP 
with a grouping that contains that 
same chronic condition. 

(C) Non-renewing C–SNP with a 
grouping that is transitioning eligible 
enrollees into a different grouping C– 
SNP if the new grouping contains at 
least one condition that the prior C– 
SNP contained. 

(ii) Institutional SNP. (A) Renewing 
Institutional SNP that transitions en-
rollees to an Institutional/Institutional 
Equivalent SNP. 

(B) Renewing Institutional Equiva-
lent SNP that transitions enrollees to 
an Institutional/Institutional Equiva-
lent SNP. 

(C) Renewing Institutional/Institu-
tional Equivalent SNP that transitions 
eligible enrollees to an Institutional 
SNP. 

(D) Renewing Institutional/Institu-
tional Equivalent SNP that transitions 
eligible enrollees to an Institutional 
Equivalent SNP. 

(E) Non-renewing Institutional/Insti-
tutional Equivalent SNP that transi-
tions eligible enrollees to another In-
stitutional/Institutional Equivalent 
SNP. 

(c) Exceptions. In order to perform a 
crosswalk that is not specified in para-
graph (b) of this section, an MA organi-
zation must request an exception. 
Crosswalk exceptions are prohibited 
between different plan types. CMS re-

views exception requests and may per-
mit a crosswalk exception in the fol-
lowing circumstances: 

(1) When a non-network or partial 
network Private Fee-For-Service 
(PFFS) plan changes to either a partial 
network or to a full network PFFS 
plan, enrollees may be moved to the 
new plan when CMS determines it is in 
the interest of beneficiaries, consid-
ering whether the risks to enrollees are 
such that they would be better served 
by remaining in the plan, whether 
there are other suitable managed care 
plans available, and whether the en-
rollees are particularly medically vul-
nerable, such as institutionalized en-
rollees. Crosswalks from a network 
based PFFS plan to a non-network or 
partial network PFFS plan will not be 
permitted. 

(2) When MA contracts offered by two 
different MA organizations that share 
the same parent organization are con-
solidated such that the separate con-
tracts are consolidated under one sur-
viving contract, the enrollees from the 
consolidating contracts may be 
crosswalked to an MA plan under the 
surviving contract. 

(3) When a renewing D–SNP with a 
multi-state service area reduces its 
service area or, in the case of a D–SNP 
in an MA regional plan contract, non-
renews and creates state-specific local 
preferred provider organization plans 
in its place to accommodate state con-
tracting efforts in the service area, en-
rollees who are no longer in the service 
area may be moved into one or more 
new or renewing D–SNPs, offered under 
the same parent organization (even if 
the D–SNPs are offered by two dif-
ferent MA organizations), and for 
which the enrollees are eligible, as 
CMS determines is necessary to accom-
modate changes to the contracts be-
tween the state and D–SNP under 
§ 422.107. For this crosswalk exception, 
CMS will permit enrollees to be moved 
between different contracts. 

(4) When— 

(i) A renewing D–SNP has another 
new or renewing D–SNP, and the two 
D–SNPs are offered to different popu-
lations, enrollees who are no longer eli-
gible for their current D–SNP may be 
moved into the other new or renewing 
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