
• A HCBS waiver authorized for a state under section 1115 or subsection (c) or (d) 
of section 1915 of the Act; 

 
• A Medicaid State Plan Amendment under section 1915(i) of the Act; or 

 
• A Medicaid managed care organization with a contract under section 1903(m) or 

section 1932 of the Act. 
 
A SNP must determine or an enrollee must demonstrate that s/he is a Full Medicaid 
individual receiving HCBS under title XIX with the following: 
 

• A copy of a state-issued Notice of Action, Notice of Determination, or Notice of 
Enrollment that includes the enrollee’s name and HCBS eligibility date during a 
month after June of the previous calendar year; 

 
• A copy of a state-approved HCBS Service Plan that includes the enrollee’s name 

and effective date beginning during a month after June of the previous calendar 
year; 
 

• A copy of a state-issued prior authorization approval letter for HCBS that 
includes the enrollee’s name and effective date beginning during a month after 
June of the previous calendar year; or 

 
• Other documentation provided by the state showing HCBS eligibility status 

during a month after June of the previous calendar year. 
 
See chapter 16b of the MMCM, “Special Needs Plans” for more information on dual 
eligible enrollees, SNPs, and D-SNPs at https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/mc86c16b.pdf. 
 
60 – Meaningful Difference 
(Rev. 121, Issued: 04-22-16, Effective: 04-22-16, Implementation: 04-22-16) 
 
The guidance in this section applies to non-employer MA and MA-PD plans of all types. 
CMS reserves the right to extend the guidance in this section to employer plans in future 
years. 
 
As provided under 42 CFR §422.254(a) (5) and §422.256(b)(4)(i), CMS annually reviews 
bids to ensure that an MAO’s plans in a given service area are meaningfully different 
from one another in terms of key benefits or plan characteristics. Although the specific 
guidelines and criteria for meaningful difference may change, the criteria CMS may use 
to make this determination include: 

 
• Cost-sharing: CMS sets a minimum differential in enrollees’ expected out-of-pocket 

spending between an MAO’s plans of the same type in a service area; 
 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c16b.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c16b.pdf


• Mandatory supplemental benefits offered; 
 
• Plan type;  
 
• Inclusion of a Part D benefit (i.e., MA plan is meaningfully different from an MA-

PD); and 
 
• Premiums. 
 
CMS annually publishes guidelines to assist MAOs in creating plan designs in a given 
area with meaningful differences. MAOs offering more than one plan in a given service 
area should ensure that enrollees can easily identify the differences in benefit coverage 
between the plans. Beneficiaries should be able, for example, to determine which plan 
provides the highest value based on their needs. Plan bids that CMS determines are not 
meaningfully different during the annual CMS review of submitted plan bids will not be 
approved and MAOs will be required either to withdraw or consolidate such offerings. 
 
Example: An MAO offers three plans in a service area with the characteristics listed 
below. Since each plan differs from the other two plans by one of the characteristics 
described above, this MAO is considered to be offering plans with meaningful 
differences;  
  
• Non SNP, MA-only; 
 
• Non SNP, MA-PD; and 
 
• SNP, MA-PD. 
 
70 – Non-Renewal Based on Low Enrollment 
(Rev. 121, Issued: 04-22-16, Effective: 04-22-16, Implementation: 04-22-16) 
 
The guidance in this section applies to non-employer MA plans, including SNPs. CMS 
may review employer plans for low enrollment in future years. 
 
Pursuant to 42 CFR §422.514, CMS may not enter into or renew an MA contract with an 
organization unless the organization has enrollment of at least: 
 

(1) 5,000 individuals (or 1,500 individuals if the organization is a PSO) 
are enrolled for the purpose of receiving health benefits from the 
organization; or 

 
(2) 1,500 individuals (or 500 individuals if the organization is a PSO) are 

enrolled for purposes of receiving health benefits from the organization and 
the organization primarily serves individuals residing outside of urbanized 
areas as defined in §412.62(f) (or, in the case of a PSO, the PSO meets the 
requirements in §422.352(c)). 


