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the enrollee has filed a request for an
immediate review.

(2) The QIO determines whether the
hospital delivered valid notice con-
sistent with §422.620(b)(3).

(3) The QIO examines the medical and
other records that pertain to the serv-
ices in dispute.

(4) The QIO must solicit the views of
the enrollee (or his or her representa-
tive) who requested the immediate QIO
review.

(56) The QIO must provide an oppor-
tunity for the MA organization to ex-
plain why the discharge is appropriate.

(6) When the enrollee requests an im-
mediate QIO review in accordance with
paragraph (b)(1) of this section, the QIO
must make a determination and notify
the enrollee, the hospital, the MA orga-
nization, and the physician of its deter-
mination within one calendar day after
it receives all requested pertinent in-
formation.

(7) If the QIO does not receive the in-
formation needed to sustain an MA or-
ganization’s decision to discharge, it
may make its determination based on
the evidence at hand, or it may defer a
decision until it receives the necessary
information. If this delay results in ex-
tended Medicare coverage of an indi-
vidual’s hospital services, the MA orga-
nization may be held financially liable
for these services, as determined by the
QIO.

(8) When the QIO issues its deter-
mination, the QIO must notify the en-
rollee, the MA organization, the physi-
cian, and hospital of its decision by
telephone, followed by a written notice
that must include the following infor-
mation:

(i) The basis for the determination.

(ii) A detailed rationale for the deter-
mination.

(iii) An explanation of the Medicare
payment consequences of the deter-
mination and the date an enrollee be-
comes fully liable for the services.

(iv) Information about the enrollee’s
right to a reconsideration of the QIO’s
determination as set forth in
§422.626(f), including how to request a
reconsideration and the time period for
doing so.

(e) Responsibilities of the MA organiza-
tion and hospital. (1) When the QIO noti-
fies an MA organization that an en-
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rollee has requested an immediate QIO
review, the MA organization must, di-
rectly or by delegation, deliver a de-
tailed notice to the enrollee as soon as
possible, but no later than noon of the
day after the QIO’s notification. The
detailed notice must include the fol-
lowing information:

(i) A detailed explanation of why
services are either no longer reasonable
and necessary or are no longer covered.

(ii) A description of any applicable
Medicare coverage rule, instruction, or
other Medicare policy including infor-
mation about how the enrollee may ob-
tain a copy of the Medicare policy from
the MA organization.

(iii) Any applicable MA organization
policy, contract provision, or rationale
upon which the discharge determina-
tion was based.

(iv) Facts specific to the enrollee and
relevant to the coverage determination
sufficient to advise the enrollee of the
applicability of the coverage rule or
policy to the enrollee’s case.

(v) Any other information required
by CMS.

(2) Upon notification by the QIO of a
request for an immediate review, the
MA organization must supply any and
all information, including a copy of the
notices sent to the enrollee, as speci-
fied in §422.620(b) and (c) and paragraph
(e)(1) of this section, that the QIO
needs to decide on the determination.
The MA organization must supply this
information as soon as possible, but no
later than noon of the day after the
QIO notifies the MA organization that
a request for an expedited determina-
tion has been received from the en-
rollee. The MA organization must
make the information available by
phone (with a written record made of
any information not transmitted ini-
tially in writing) and/or in writing, as
determined by the QIO.

(3) In response to a request from the
MA organization, the hospital must
supply all information that the QIO
needs to make its determination, in-
cluding a copy of the notices required
as specified in §422.620(b) and (c) and
paragraph (e)(1) of this section. The
hospital must furnish this information
as soon as possible, but no later than
by close of business of the day the MA
organization notifies the hospital of
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the request for information. At the dis-
cretion of the QIO, the hospital must
make the information available by
phone or in writing (with a written
record of any information not trans-
mitted initially in writing).

(4) Upon an enrollee’s request, the
MA organization must provide the en-
rollee a copy of, or access to, any docu-
mentation sent to the QIO by the MA
organization, including written records
of any information provided by tele-
phone. The MA organization may
charge the enrollee a reasonable
amount to cover the costs of dupli-
cating the documentation for the en-
rollee and/or delivering the documenta-
tion to the enrollee. The MA organiza-
tion must accommodate such a request
by no later than close of business of
the first day after the day the material
is requested.

(f) Coverage during QIO expedited re-
view. (1) An MA organization is finan-
cially responsible for coverage of serv-
ices as provided in this paragraph, re-
gardless of whether it has delegated re-
sponsibility for authorizing coverage or
discharge determinations to its pro-
viders.

(2) When the MA organization deter-
mines that hospital services are not, or
are no longer, covered,

(i) If the MA organization authorized
coverage of the inpatient admission di-
rectly or by delegation (or the admis-
sion constitutes emergency or urgently
needed care, as described in §§422.2 and
422.112(c)), the MA organization con-
tinues to be financially responsible for
the costs of the hospital stay when an
appeal is filed under paragraph (a)(1) of
this section until noon of the day after
the QIO notifies the enrollee of its re-
view determination, except as provided
in paragraph (b)(6) of this section. If
coverage of the hospital admission was
never approved by the MA organization
or the admission does not constitute
emergency or urgently needed care as
described in §§422.2 and 422.112(c), the
MA organization is liable for the hos-
pital costs only if it is determined on
appeal that the hospital stay should
have been covered under the MA plan.

(ii) The hospital may not charge the
MA organization (or the enrollee) if—

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

(A) It was the hospital (acting on be-
half of the enrollee) that filed the re-
quest for immediate QIO review; and

(B) The QIO upholds the non-cov-
erage determination made by the MA
organization.

(3) If the QIO determines that the en-
rollee still requires inpatient hospital
care, the hospital must provide the en-
rollee with a notice consistent with
§422.620(c) of this subpart when the hos-
pital or MA organization once again
determines that the enrollee no longer
requires inpatient hospital care.

(4) If the hospital determines that in-
patient hospital services are no longer
necessary, the hospital may not charge
the enrollee for inpatient services re-
ceived before noon of the day after the
QIO notifies the enrollee of its review
determination.

(g) Effect of an expedited QIO deter-
mination. The QIO determination is
binding upon the enrollee, physician,
hospital, and MA organization except
in the following circumstances:

(1) Right to request a reconsideration. If
the enrollee is still an inpatient in the
hospital and is dissatisfied with the de-
termination, he or she may request a
reconsideration according to the proce-
dures described in §422.626(g).

(2) Right to pursue the standard appeal
process. If the enrollee is no longer an
inpatient in the hospital and is dissat-
isfied with this determination, the en-
rollee may appeal to OMHA for an ALJ
hearing, the Council, or a Federal
court, as provided for under this sub-
part.

[71 FR 68723, Nov. 27, 2006, as amended at 75
FR 19812, Apr. 15, 2010; 76 FR 21569, Apr. 15,
2011; 82 FR 5125, Jan. 17, 2017]

§422.624 Notifying enrollees of termi-
nation of provider services.

(a) Applicability. (1) For purposes of
§§422.624 and 422.626, the term provider
includes home health agencies (HHAS),
skilled nursing facilities (SNFs), and
comprehensive outpatient rehabilita-
tion facilities (CORFS).

(2) Termination of service defined. For
purposes of this section and §422.626, a
termination of service is the discharge
of an enrollee from covered provider
services, or discontinuation of covered
provider services, when the enrollee
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