
90 - Modification or Termination of an MA Contract by Mutual 
Consent 
(Rev. 79, Issued 02-17-06, Effective Date 02-17-06) 
There are circumstances under which an MA organization may agree to a termination by 
mutual consent. Further, CMS may decide that it is in the best interests of tax payers, 
Medicare beneficiaries and the Medicare program to agree to let an MA organization 
terminate its contract midyear. 
 
An MA contract may be modified or terminated by CMS or an MA organization at any 
time by written mutual consent of both parties. MA organizations must provide notice to 
their Medicare enrollees and the general public when mutually agreeing to terminate an 
MA contract as follows: 

• To its Medicare enrollees, at least 60 days before the termination effective date. 
This notice must include a written description of alternatives available for 
obtaining Medicare services within the services area, including alternative MA 
plans, Medigap options, original Medicare, and it must receive CMS approval.  

• To the general public, at least 60 days before the termination effective date by 
publishing a CMS-approved notice in one or more newspapers of general 
circulation in each community or county located in the MA organization's 
geographic area.  

The general exception to these notice requirements occurs when an MA contract that is 
terminated by mutual consent, is replaced the day following such termination by a new 
MA contract covering the same population. If the new contract is effective during a 
calendar year, it must include benefits under the same terms as the old contract for this 
exception to apply. 
 
100 - MA Contract Provisions 
(Rev. 83; Issued:  04-25-07; Effective/Implementation Dates:  04-25-07) 
 
NOTE:  The MA organizations offering a Part D benefit to enrollees should review the 
Part D Application Procedures and Contract Requirements guidance on the CMS Web 
site for information on the Part D Addendum to their MA plan contracts. 
 

100.1 - Material Provisions of an MA Contract 
(Rev. 79, Issued 02-17-06, Effective Date 02-17-06) 
The contract between the MA organization and CMS will contain the following material 
requirements and conditions. 
 
The MA organization shall: 



• Accept new enrollments, make enrollments effective, process voluntary 
disenrollments, and limit involuntary disenrollments as provided in Chapter 2 of 
this manual;  

• Not discriminate in regards to beneficiary enrollment;  

• Provide the basic benefits and to the extent applicable, supplemental benefits;  

• Provide access to services in accordance with the standards set forth at 42 CFR 
422.112 (for a coordinated care plan) or 42 CFR 422.114 (for a private fee-for-
service plan);  

• Provide health care services in a manner consistent with professionally recognized 
standards of health care;  

• Disclose information to beneficiaries in the manner and the form prescribed by 
CMS;  

• Operate a quality improvement program in accordance with 42 CFR 422.152;  

• Comply with all applicable provider requirements and specific physician 
requirements ;  

• Comply with all requirements governing coverage determinations, grievances, 
and appeals;  

• Comply with all reporting requirements including the submission of data;  

• Accept payment;  

• Develop and submit an annual bid proposal and submit all the required 
information on premiums, benefits, and cost-sharing by the due date specified in 
the statute, which is the first Monday in June;  

• Acknowledge that CMS may not renew or may terminate its MA contract;  

• Comply with all the requirements that are specific to a type of MA plan;  

• Comply with the confidentiality, privacy, and enrollee record accuracy 
requirements;  

• Submit to CMS certified financial information demonstrating that the 
organization has a fiscally sound operation; and  

• Submit to CMS information as CMS may require pertaining to the disclosure of 
ownership and control of the MA organization.  

An MA organization's noncompliance with material requirements of its MA contract are 
grounds for contract termination by CMS. 

http://www.cms.hhs.gov/manuals/downloads/mc86c02.pdf


100.2 - Other Provisions of the MA Contract 
(Rev. 79, Issued 02-17-06, Effective Date 02-17-06) 
Provisions Necessary to Implement MA Program - The MA organization agrees that a 
provision will be included in its contract with CMS that specifies such other terms and 
conditions as CMS may find necessary and appropriate in order to implement 
requirements of the MA program. 
 
Severability of Contracts - The MA contract will provide that, upon CMS's request: 

• The contract will be amended to exclude any MA plan or State-licensed entity 
specified by CMS; and  

• A separate contract will be deemed to be in place for any such organization or 
entity that is removed from its former MA contract when such a request is made.  

Electronic Communication - An MA organization must have the capacity to 
communicate with CMS electronically which includes notifying CMS of appropriate 
e-mail addresses for contact individuals within the organization (and receiving and 
sending e-mail), accessing the Internet to receive instructions and communications, and 
sending individual or batch information to CMS or its contractors such as encounter and 
enrollment/disenrollment information; 
 
Prompt Payment - The MA organization must comply with the following prompt 
payment of claims provisions for claims that have been submitted by providers for 
services and supplies rendered to Medicare enrollees when these services and supplies are 
furnished by non-contracted providers: 

• The contract between CMS and the MA organization must provide that the MA 
organization will pay 95 percent of the "clean claims" within 30 days of receipt if 
they are submitted by, or on behalf of, an enrollee of an MA private fee-for-
service plan or are claims for services that are not furnished under a written 
agreement between the organization and the provider;  

• The MA organization must pay interest on clean claims that are not paid within 30 
days; and  

• All other claims from non-contracted providers must be paid or denied within 60 
calendar days from the date of the request for payment.  

If a Medicare Advantage organization chooses to use non-contracting providers to 
provide services "in lieu of" executing contracts with providers to provide such services, 
the Medicare Advantage organization must pay the provider the amount it would have 
received under original Medicare for the services. 
 
In the case of "unforeseen" services furnished by a provider that Medicare pays under a 
prospective payment system (PPS), e.g., emergency or urgently needed care or certain 
post-stabilization care service(s) - a Medicare Advantage organization must pay the lesser 


