
 
The following are some examples of CMS’ approach to VAIS: 

 
• Example 1: In addition to a plan covering an in-network mandatory supplemental 

routine vision exam benefit (for which the plan incurs a direct medical cost), it offers 
as a VAIS a 5% discount on a routine vision exam furnished by an out-of-network 
vision center. The plan does not incur any medical cost for the out-of-network exam, 
but does incur some administrative cost to verify enrollee plan membership for the 
discount and to inform its enrollees about the 5% discount. 

 
Analysis: Because the plan does not incur any medical cost in offering the discount 
for the routine vision exam out-of-network, by definition, the discount cannot be 
classified as a benefit, and is therefore, eligible to be offered as a VAIS. Furthermore, 
because the out-of-network routine vision exam is a VAIS, it may neither be 
advertised to prospective enrollees nor included in the plan bid.  
 

• Example 2: An MA plan wishes to offer vouchers for free groceries to its enrollees 
for which it incurs a minimal cost. 

 
Analysis: Grocery vouchers may not be offered as a VAIS if the plan incurs a cost for 
the vouchers. Although the cost may be minimal, it is not solely administrative and 
therefore, is not consistent with CMS guidance. 

 
• Example 3: An MA plan contracts with a provider or another insurer, such as an 

insurer for dental or vision services, to furnish non-Medicare covered benefits to its 
enrollees at a reduced cost. The provider or insurer requires the plan to collect and 
aggregate payments from its enrollees and to send those payments to the provider or 
insurer. 

 
Analysis:  MA plans must include in the plan benefit package all benefits it furnishes 
by way of a contract with a provider or insurer on behalf of its enrollees and may not 
contract to offer such a benefit as a VAIS. The plan may not collect payments from 
its enrollees for services that are not benefits covered by the plan. 

 
However, if the provider or insurer in the example offers its services at a discounted rate 
to the MA plan enrollees, who directly pay the provider or insurer for the services, 
without additional payment from the plan, then the plan may provide access to this 
discount as a VAIS. 
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MAOs are expected to stay apprised of new and/or changing Medicare Part A and Part B 
coverage policies, including those that result from CMS’s National Coverage 
Determination (NCD) process. Information regarding NCDs is continuously updated on 
the CMS website at: http://www.cms.hhs.gov/center/coverage.asp. See section 90.6 of 
this chapter for a list of CMS website sources containing information. 
 
As discussed in section 10.2 of this chapter, an item or service classified as an original 
Medicare benefit must be covered by every MA plan if: 
 
• Its coverage is consistent with general coverage guidelines included in original 

Medicare regulations, manuals and instructions (unless superseded by written CMS 
instructions or regulations regarding Part C of the Medicare program);  

 
• It is covered by CMS’ national coverage determinations (see sections 90.3 and 90.4, 

below); or 
 
• It is covered by written coverage decisions of local Medicare Administrative 

Contractors (MACs) with jurisdiction for claims in the geographic area in which 
services are covered under the MA plan, as described in section 90.2 below. 

 
90.2 – Definitions Related to National Coverage Determinations (NCDs) 
(Rev. 120, Issued: 01-16-15, Effective: 01-01-15, Implementation: 01-01-15) 
 
The contents of this section are governed by statutes and regulations including those set 
forth at 42 CFR §422.109. The following definitions related to national coverage 
determinations apply: 
 
• A National Coverage Determination (NCD) is a determination by the Secretary 

with respect to whether or not a particular item or service is covered under Medicare. 
An NCD does not include a determination of what code, if any, is assigned to a 
service or a determination about the payment amount for the service. HCPCS and 
other codes are assigned through separate guidance. 

 
• An NCD is issued under procedures that are established in the Federal Register and is 

published in the Medicare National Coverage Determination (NCD) manual. Each 
NCD will contain a specific effective date.  

 
• A legislative change in benefits is a coverage requirement adopted by the Congress 

and mandated by statute. The Secretary of Health and Human Services generally 
implements a legislative coverage change through regulation and/or sub-regulatory 
guidance. 

 
• The term significant cost, as it relates to a particular NCD or legislative change in 

benefits, means either of the following: 
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