
 

member receives a service in order to confirm that the service is medically necessary and 
will be covered by the plan.  PFFS plans should clearly explain the process for requesting 
an initial organization determination in member materials and respond to requests from 
members and providers on a timely basis as described in subpart M section 422.568 and 
422.572.  PFFS plans should also encourage members and providers to request advance 
organization determinations prior to receiving costly services. 
 
110 - Prompt Payment Requirements 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
42 CFR 422.520 
 
MA organizations offering PFFS plans must establish prompt payment requirements for 
deemed providers in their terms and conditions of payment.  At a minimum: 
 

• The MA organization must pay 95 percent of the “clean claims” within 30 days of 
receipt, if they are submitted by or on behalf of a member of a PFFS plan; and  

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

days in accordance with sections 1816(c)(2)(B) and 1842(c)(2)(B) of the Act. 
 
A clean claim includes the minimum information necessary to adjudicate a claim, not to 
exceed the information required by Original Medicare.  PFFS plans will process all non-
clean claims from deemed providers and notify providers of the determination within 60 
days of receiving such claims. 
 
MA organizations offering PFFS plans are also required to include a prompt payment 
provision in the signed contracts or agreements with their direct-contracting providers, 
the terms of which are developed and agreed to by both the MA organization and the 
relevant provider.  The MA organization is obligated to pay direct-contracting providers 
under the terms of the contract between the MA organization and the provider. 
 
120 – Timely Filing Requirement 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
For services furnished on or after January 1, 2010, deemed and non-contracting providers 
furnishing services to PFFS plan members must submit a claim to the plan for an Original 
Medicare-covered service within the same time frame the provider would have to submit 
under Original Medicare, which is within 1 calendar year after the date of service 
The rules for submitting timely claims under Original Medicare can be found at 
https://www.cms.gov/MLNMattersArticles/downloads/MM6960.pdf. 
 
130 – Provider Payment Dispute Resolution Process 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 

https://www.cms.gov/MLNMattersArticles/downloads/MM6960.pdf


 

130.1 – Process for Resolving Provider Payment Disputes through the 
PFFS Plan 
(Rev. 99, Issued: 05-27-11, Effective: 05-27-11, Implementation: 05-27-11) 
 
Under its contract with CMS, PFFS plans are required to have a process in place to 
resolve provider payment disputes. 
 
A PFFS plan is required to ensure that deemed providers are being paid according to its 
terms and conditions of payment.  If a deemed provider believes that the payment amount 
the provider received from the PFFS plan is less than the amount indicated in the plan’s 
terms and conditions of payment, then the provider has the right to dispute the payment 
amount following the plan’s provider payment dispute resolution process. 
 
The provider payment dispute resolution process must be explained in the PFFS plan’s 
terms and conditions of payment.  In its description of the provider payment dispute 
resolution process, the PFFS plan must describe how a provider can file a dispute with 
the plan and the appropriate documentation that the provider should submit to the plan to 
demonstrate that the plan paid the provider less than required under the PFFS plan’s 
terms and conditions of payment. 
 
The following guidelines identify some optimal features of a provider payment dispute 
resolution process, which CMS encourages all PFFS plans to implement.  PFFS plans 
that follow the model features of the provider payment dispute process will meet CMS’ 
requirements.  CMS considers an effective provider payment dispute process a critical 
part of a PFFS plan since it will encourage provider participation in the plan. 
 
Model Features of a Provider Payment Dispute Process: 
 
1. The PFFS plan has a system for receiving provider payment disputes (e.g., dedicated 
phone line, e-mail address) and establishes a specific and reasonable timeline for 
resolution/adjudication of disputes. (CMS recommends 30 days from the time the 
provider payment dispute is first received by the plan.) 
 
2. The PFFS plan maintains a record of provider payment disputes and documents its 
final decisions regarding provider payment disputes.  The PFFS plan has the capacity to 
report this information to CMS upon request - including documentation of any corrective 
actions taken to prevent future payment errors. 
 
3. If the PFFS plan finds for the provider (i.e., it agrees that it initially underpaid the 
provider), in addition to paying the provider the additional amount due in a timely 
manner, the plan should correct its payment system going forward, and identify similar 
claims for that contract year to ensure that it has paid them correctly. 
 
4. The PFFS plan informs the provider in writing of its decision in cases where a provider 
payment dispute is denied by the plan. 
 


