
 

80.2.1 - Advance Notice for Hospital Services 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
42 CFR 422.216(d)(2) 
 
PFFS plans must require a deemed or direct-contracting hospital that intends to impose 
balance billing to provide members, before furnishing any hospital services for which the 
balance billing amount could be greater than $500, with the following: 
 

(1) A notice that balance billing is permitted for those services; 
 
(2) A good faith estimate of the likely amount of balance billing based on the 

member’s presenting condition; and  
 
(3) The amount of any deductible, coinsurance, and copayment that may be due in 

addition to the balance billing amount. 
 
The PFFS plan must include these requirements in its terms and conditions of payment 
for deemed hospitals or in the signed contract or agreement between the plan and the 
direct-contracting hospital. 
 
90 – Prohibition on Prior Authorization, Prior Notification, and 
Referrals 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
42 CFR 422.4(a)(3) 
 
90.1 – General Requirements 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
PFFS plans are prohibited from restricting a members’ access to services by requiring 
prior authorization, prior notification, or referrals as a condition of coverage when 
medically necessary, plan-covered services are furnished to members.  However, 
members and providers have the right to request a written advance organization 
determination from the plan, in accordance with Subpart M of Part 422, before a member 
receives a service in order to confirm that the service is medically necessary and will be 
covered by the plan.  Refer to section 100 of this chapter for information on advance 
organization determinations.  The requirements described below apply to all three types 
(full, partial, and non-network) of PFFS plans. 
 
90.2 – Prior Authorization 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
PFFS plans can perform retrospective review of claims for the purpose of verifying 
medical necessity and that the service furnished is a covered service.  However, PFFS 
plans may not require members or providers to obtain prior authorization from the plan as 



 

a condition of coverage.  Prior authorization occurs when a plan requires its members or 
their providers to seek approval from the plan before the member receives a service from 
the provider as a condition of coverage. However, as described below both enrollees and 
providers are entitled to request and receive an advance determination of coverage if they 
want to ensure that a particular service will be covered by the PFFS plan as described 
below under section 100. 
 
90.3 – Prior Notification 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
Under prior notification, a plan reduces its standard cost sharing levels when the provider 
from whom a member is receiving plan-covered services voluntarily notifies the plan 
prior to furnishing those services, or the member voluntarily notifies the plan prior to 
receiving plan-covered services from a provider.  PFFS plans may not require members 
or providers to prior notify the plan as a condition of coverage nor can PFFS plans 
establish voluntary prior notification rules. 
 
90.4 – Referrals 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
PFFS plans may not require members to obtain referrals in order to receive medically 
necessary, plan-covered services.  If a member receives a medically necessary, plan-
covered service from a qualified provider, without a referral or prior authorization from 
the plan, the PFFS plan must pay for the service. 
 
100 - Written Advance Organization Determinations 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
42 CFR 422.216(e) 
If a member of a full, partial, or non-network PFFS plan sees a deemed provider who 
agrees to accept the plan’s terms and conditions of payment, then the member and the 
provider have the right to request a written advance organization determination (also 
known as an advance coverage determination) from the plan before the member receives 
a service from the deemed provider.  This allows the member and the provider to confirm 
that the service is medically necessary and a covered service, and therefore, will be paid 
for by the plan.  The PFFS plan must make advance organization determinations in 
accordance with Subpart M of Part 422 and Chapter 13 of this manual. 
 
In the absence of an advance organization determination, a PFFS plan can retroactively 
deny payment for a service furnished to a member only if the plan determines that the 
service was not covered by the plan or was not medically necessary.  However, members 
and providers have the right to dispute the plan’s decision by exercising member appeals 
rights.  Refer to Chapter 13 of this manual for more information. 
 
PFFS plans should take an active role to educate their members and providers about their 
right to request a written advance organization determination from the plan before a 
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