
then the beneficiary should not be penalized to the extent the physician did not follow 
plan rules.” 
 
Consequently, when a contracted provider furnishes a service or refers an enrollee for a 
service that an enrollee reasonably believes is a plan-covered service, the enrollee 
cannot be financially liable for more than the applicable cost-sharing for that service.  If 
a contracted provider believes an item or service may not be covered for an enrollee, or 
could be covered only under specific conditions, the appropriate process is for the 
enrollee or provider to request a pre-service organization determination from the plan. 
 
If a contracted provider refers an enrollee to a non-contracted provider for a service that 
is covered by the plan upon referral, the enrollee is financially liable only for the 
applicable cost-sharing for that service. Contracted providers are expected to coordinate 
care or work with plans prior to referring an enrollee to a non-contracted provider to 
ensure, to the extent possible, that enrollees are receiving medically necessary services 
covered by their plan. Furthermore, plans are expected to work with their contracted 
providers to ensure that clear processes are in place and providers are educated about 
those processes, including appropriate documentation, to substantiate that a referral has 
been made. 
 
If a service is never covered by the plan and the plan’s Evidence of Coverage (EOC) 
provided to the enrollee is clear that the service or item is never covered, the plan is not 
required to hold the enrollee harmless from the full cost of the service or item.  For a 
service or item that is typically not covered, but could be covered under specific 
conditions (e.g., dental care that is necessary to treat an illness or injury), the EOC, in 
and of itself, is not adequate notice of non-coverage for purposes of determining enrollee 
liability.  In such instances, the appropriate process is for the enrollee, or the provider 
acting on behalf of the enrollee, to request a pre-service organization determination.  If 
the plan denies the service, the plan must issue the standardized denial notice with 
appeal rights.  The enrollee has the right to appeal any denial of a service or item.  Plans 
also must educate their contracted providers about the limits of plan coverage and the 
need to correctly advise enrollees when providing referrals for covered services. This 
will prevent confusion related to plan coverage and enrollee financial liability as well as 
ensure coordination of the care furnished. 
 
When the provider, or the plan acting on behalf of the provider, can show that an 
enrollee was notified (via a clear exclusion in the EOC or the standardized denial notice) 
prior to receipt of the item or service that the item or service is not covered by the plan or 
that coverage is available only if the enrollee is referred for the service by a contracted 
provider but the enrollee nonetheless receives that item or service in the absence of a 
referral, the regulation at §422.105(a) does not require the MA plan to hold the enrollee 
harmless from the full cost of the service or item charged by the provider. 
 
170 – Balance Billing 
(Rev. 121, Issued: 04-22-16, Effective: 04-22-16, Implementation: 04-22-16) 
 



The guidance in this section applies to HMOs (Health Maintenance Organizations), 
HMOPOS (HMO Point of Service), PPOs (Preferred Provider Organizations), and 
RPPOs (Regional PPOs). 
 
When enrollees obtain plan-covered services in an HMO, PPO, or RPPO, they may not 
be charged or held liable for more than plan-allowed cost-sharing. Providers who are 
permitted to ‘balance bill’ must obtain the amount in excess of the enrollee’s cost-
sharing (the balance) for services, directly from the MAO and not from the enrollee. 
 
170.1 – Definitions 
(Rev. 121, Issued: 04-22-16, Effective: 04-22-16, Implementation: 04-22-16) 
 
Note: Under original Medicare rules, a Medicare participating provider (hereinafter 
referred to as a participating provider) is a provider that signs an agreement with 
Medicare to always accept assignment. The MACs post lists of Medicare participating 
providers. Participating providers may never balance bill because they have agreed to 
always accept the Medicare allowed amount as payment in full. An original Medicare 
non-participating provider (hereinafter referred to as a non-participating, or non-par, 
provider) may accept assignment on a case-by-case basis and indicates this by checking 
affirmatively in field 27 on the CMS 5010 claims form. In these instances, no balance 
billing of enrollees by the provider is permitted. 
 
170.2 – Balance Billing by Provider Type 
(Rev. 121, Issued: 04-22-16, Effective: 04-22-16, Implementation: 04-22-16) 
 
The rules governing balance billing as well as the rules governing the MA payment of 
MA-plan contracting providers, non-contracting providers and original Medicare 
participating and non-participating providers are listed below by type of provider. 
 
• Contracted provider: There is no balance billing paid by either the plan or the 

enrollee. 
 
• Non-contracting, original Medicare, participating provider: There is no balance 

billing paid by either the plan or the enrollee. 
 
• Non-contracting, non-(Medicare)-participating provider: The MAO must pay the 

non-contracting, non-participating (non-par) provider the difference between the 
enrollee’s cost-sharing and the original Medicare limiting charge, which is the 
maximum amount that original Medicare requires an MAO to reimburse a provider. 
The enrollee only pays plan-allowed cost-sharing, which equals: 

 
o The copay amount, if the MAO uses a copay for its cost-sharing; or 

 
o The coinsurance percentage multiplied by the limiting charge, if the MAO uses a 

coinsurance method for its cost-sharing.  
 


