
establish the timeframe(s) and method(s) by which notice is provided. In the event that a 
D-SNP authorizes another entity or entities to perform this notification, the D-SNP must 
retain responsibility for complying with the requirement in 42 CFR 422.107(d)(1).  

 
10b. Exception to hospital and SNF data notification requirements for certain D-SNPs 
(42 CFR 422.107(d)(2)) 

 
The SMAC requirement at 42 CFR 422.107(d)(1) (which is described in section 10a) does 
not apply to a D-SNP that meets two conditions: 
 
(1) Under the terms of its SMAC, the D-SNP only enrolls beneficiaries who are not 

entitled to full medical assistance under a state plan under title XIX of the Act (i.e., 
partial-benefit dually eligible individuals); and 

(2) The D-SNP operates under the same parent organization and in the same service area 
as a D-SNP limited to beneficiaries with full medical assistance under a state plan 
under title XIX of the Act (i.e., full-benefit dually eligible individuals) that meets the 
requirements under 42 CFR 422.107(d)(1). 

 
 
20.2.3 – Relationship to State Medicaid Agencies (42 CFR 422.107(b)) 
(Rev. 129, Issued: 08-11-23, Effective: 08- 11- 23; Implementation: 08- 11- 23) 

 
Pursuant to section 164(c)(4) of MIPPA, state Medicaid agencies are not required to enter into 
contracts with MAOs with respect to D-SNPs. In addition to the SMAC, the MAO must still meet 
all CMS application requirements, including that the organization be organized and licensed under 
state law as a risk-bearing entity eligible to offer health insurance or health benefits coverage in the 
state, to have an MA contract and to offer a D-SNP. 

 
20.2.4 – Special Cost Sharing Requirements for D-SNPs  
(Rev. 123, Issued: 08-19-16, Effective: 08-19-16, Implementation: 08-19-16) 
 
20.2.4.1 – General 
(Rev. 126, Issued:03-31-23, Effective:01-01-23, Implementation: 01-01-23) 
 
MAOs offering D-SNPs must comply with and ensure that their contracted providers comply with 
limits on out-of-pocket costs for dually eligible individuals. Pursuant to section 1852(a)(7) of the Act 
and 42 CFR 422.504(g)(1)(iii), D-SNPs cannot impose cost sharing for Medicare Parts A or B 
benefits on specified dually eligible individuals (QMBs and full-benefit Medicaid individuals, or 
other Medicaid populations when the state is responsible for covering such amounts) that would 
exceed the amounts permitted under the State Medicaid Plan if the individual were not enrolled in the 
D-SNP. This category includes QMB Only and QMB Plus, the two categories of dual eligibility  that 
have all Medicare Parts A and B cost sharing covered by Medicaid, and may also include other dually 
eligible enrollees for whom the state covers Part A or Part B cost sharing (such as SLMB Plus). 
 
Like all other local MA plans (per 42 CFR 422.100(f)(4)), D-SNPs must establish a MOOP amount. 
For purposes of tracking out-of-pocket spending relative to its MOOP amount, a plan must count all 
costs for Medicare Parts A and B services accrued under the plan benefit package, including cost 
sharing paid by any applicable secondary or other coverage (such as through Medicaid, employer(s), 
and commercial insurance) and any cost sharing that remains unpaid (such as because of limits on 

https://www.ecfr.gov/current/title-42/section-422.107#p-422.107(d)(1)


Medicaid liability for Medicare cost sharing under the lesser-of policy and the cost sharing 
protections afforded certain dually eligible individuals). When these out-of-pocket costs for an 
enrollee reach the MOOP amount, the D-SNP is responsible for 100 percent of the costs of items and 
services covered under Parts A and B.  
 
D-SNPs (like all MA organizations) are responsible for tracking out-of-pocket spending accrued by 
each enrollee and must alert enrollees and contracted providers when the MOOP amount is reached 
(42 CFR 422.100(f)(4) and (f)(5)(iii), and 422.101(d)). Remittance advice or explanation of benefits 
notices issued per 42 CFR 422.111(k) that indicate attainment of the MOOP amount and the 
absence of any additional cost sharing charges may fulfill the notice requirement for providers and 
enrollees.  
 
20.2.4.2 - D-SNPs With or Without Medicare Zero-Dollar Cost Sharing 
(Rev. 128; Issued:06-30-23; Effective: 06-30-23; Implementation: 06- 30-23) 
 
When MA organizations submit bids for the upcoming contract year, each D-SNP must identify 
whether or not the D-SNP has Medicare zero-dollar cost sharing. In HPMS, D-SNPs have the option 
of one of the following two indicators: 
 

1. Medicare Zero-Dollar Cost Sharing Plan, or  
 
2. Medicare Non-Zero Dollar Cost Sharing Plan.   
 

These two indicators are used in multiple areas within HPMS, and use of the accurate indicator is 
essential to the proper display of benefits in Medicare Plan Finder.  
 
We strongly encourage states and D-SNPs to finalize D-SNP eligibility criteria in their State 
Medicaid Agency Contracts well in advance of D-SNP bid submissions. However, if a state changes 
the Medicaid eligibility criteria it requires the D-SNP to use through the State Medicaid Agency 
Contract after bid submission and before contract approval, the MA organization will have the ability 
to change the D-SNP’s (or D-SNPs’) Medicare Zero-Dollar Cost Sharing D-SNP designation(s) in 
HPMS.  
 
20.2.4.2.1 Definition of Medicare Zero-Dollar Cost Sharing Dual Eligible Special 
Needs Plans  
(Rev.128; Issued:06-30-23; Effective: 06-30-23; Implementation: 06- 30-23) 
 
 A Medicare Zero-Dollar Cost Sharing D-SNP is a D-SNP under which all Medicare Part A and B 
services are provided with no Medicare cost sharing to all enrollees who remain dually enrolled in 
both Medicare and Medicaid. This term encompasses the following types of plan designs: 
 

1. Where cost sharing for enrollees is $0 as part of the plan design (i.e., cost sharing for all Part 
A and B benefits has been reduced to $0 as part of the supplemental benefits provided by the 
D-SNP); and 
 

2. Where there is cost sharing in the plan design, but all individuals who are eligible to enroll in 
the D-SNP are protected by sections 1848(g)(3)(A) and 1866(a)(1)(A) of the Act from cost 
sharing, or otherwise qualify for Medicaid coverage of cost sharing (see section 1852(a)(7) of 
the Act and 42 CFR 422.504(g)(1)(iii) for cost sharing protections afforded non-QMB full-
benefit dually eligible individuals). 


