
 
• Provision of after hours service; and 

 
• Medically necessary emergency services must be available twenty-four hours a 

day, seven days a week. 
 
A general rule of thumb is the 30-30 rule that asserts that services must be available 
either within 30 miles of an enrollee’s residence or within 30 minutes travel time. 
Exceptions however may be made if usual travel patterns for Fee-For-Service 
beneficiaries in parts of the geographic area exceed these amounts (as happens for 
example, in rural areas). 
 
The Medicare cost plan must have systems in place to collect data and evaluate the 
availability and accessibility of services provided or arranged for by the Medicare cost 
plan. Some typical factors that are evaluated are: 

 
• Waiting times; 

 
• Member complaints; 

 
• Emergency and urgent care; 

 
• Requests for changes of primary care physicians; 

 
• Physician requests to close their practice to new patients; 

 
• Referrals; and 

 
• Back-up arrangements. 

 
120.6 - Continuity of Care 
 
(Rev. 77, Issued: 10-28-05, Effective Date: 10-28-05) 
 
Continuity of care refers to the continuous flow of care in a timely and appropriate 
manner.  Continuity includes: 
 

• Linkages between primary and specialty care; 
 

• Coordination among specialists; 
 

• Appropriate combinations of prescribed medications; 
 

• Coordinated use of ancillary services; 
 

• Appropriate discharge planning; and  



 
• Timely placement at different levels of care including hospital, skilled nursing 

and home health care. 
 
(42 CFR 417.407(f), 42 CFR 417.122(b)) In the case of insolvency the HMO must 
continue to provide benefits to all enrollees for the duration of the contract period for 
which payment was made. 
 
120.7 - Recordkeeping 
 
(Rev. 77, Issued: 10-28-05, Effective Date: 10-28-05) 
 
The Medicare cost plan must maintain a health (including medical) recordkeeping system 
through which pertinent information relating to the health care of its Medicare enrollees 
is accumulated and is readily available to appropriate professionals. 
 

130 - Information on Advance Directives 
 
(Rev. 77, Issued: 10-28-05, Effective Date: 10-28-05) 
 
(Chapter 4, §160 of the Medicare Managed Care Manual)  
 
130.1 - Definition 
 
(Rev. 77, Issued: 10-28-05, Effective Date: 10-28-05) 
 
Advance directives are written instructions, such as living wills or durable powers of 
attorney for health care, recognized under state law and signed by a patient, that explain 
the patient’s wishes concerning the provision of health care if the patient becomes 
incapacitated and is unable to make those wishes known. 
 
130.2 - The Basic Rule 
 
(Rev. 77, Issued: 10-28-05, Effective Date: 10-28-05) 
 
The Medicare cost plan must: 
 

• Maintain written policies and procedures that meet the requirements for advance 
directives that are set forth in this section; and 

 
• Provide to its adult enrollees, at the time of initial enrollment, written information 

on their rights under the law of the state in which the Medicare cost plan 
furnishes services to make decisions concerning their medical care, including the 
right to accept or refuse medical or surgical treatment, and the right to formulate 
advance directives. 


