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Physician Services Version 

 
KEY CONCEPTS OUTLINE 

Module 2: To Be or Not to Be Participating with Medicare;  
Pros and Cons of Medicare Participation 

 
I. National Provider Identifiers (NPIs) 

A. What are NPIs? 

1. NPIs are a set of identification numbers implemented as a part of HIPAA.  NPIs 
replaced former Provider Identification Numbers (PINs) and Unique Provider 
Identification Numbers (UPINs). 

2. Under HIPAA, private insurance companies are also required to recognize NPIs.  This 
means that instead of having a different provider number for each health plan, 
physicians/practitioners will use a single unique provider number (the NPI) for all 
health plans.  <Medlearn Matters SE0528> 

3. CMS awarded a contract to a private company (Fox Systems, Inc.) to process NPI 
applications and issue NPIs.  <Medlearn Matters SE0528> 

a. CMS refers to this company as the “NPI Enumerator.” 

B. Obtaining an NPI 

1. Physicians/practitioners may obtain an NPI by submitting a paper application, or 
applying electronically, to the NPI Enumerator.  <Medlearn Matters SE0528> 

2. The process of applying for and receiving an NPI is completely distinct from the 
enrollment process − physicians/practitioners must still separately enroll in the 
Medicare program as discussed above.  <Tips to Facilitate the Medicare Enrollment 
Process:  https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/MedicareProviderSupEnroll/downloads/enrollmenttips.pdf  

C. Finding NPIs of Other Practitioners 

1. NPIs of other practitioners may be accessed via the online NPI Registry. 
https://npiregistry.cms.hhs.gov/ 
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II. Enrollment 

A. What is “Enrollment” 

1. Enrollment is Medicare’s version of “credentialing.” 

a. Physicians, practitioners and other healthcare “suppliers” must enroll in the 
Medicare program to be eligible to receive Medicare payment for covered 
services.  <Medicare Program Integrity Manual, Chapter 15 § 15.1> 

2. Among other things, enrollment serves a program integrity function. 

a. Enrollment provides a way for Medicare to “check up” on a physician/practitioner 
to make sure that the physician/practitioner is qualified to furnish services to 
Medicare beneficiaries.  <Medicare Program Integrity Manual, Chapter 15 § 1.2> 

3. “Enrollment” is different than “participation.” 

a. As discussed below, a physician/practitioner may enroll in the Medicare program 
but elect to be non-participating. 

B. The Enrollment Process 

1. Obtain National Provider Identifier (NPI) prior to enrollment. 

a. CMS requires that you obtain an NPI before you enroll for the first time or make 
a change to your existing enrollment information.  <Tips to Facilitate the 
Medicare Enrollment Process: www.cms.hhs.gov/MedicareProviderSupEnroll/> 

2. To enroll, the appropriate Medicare enrollment form(s) must be submitted to the 
appropriate Medicare contractor. 

a. All enrollment decisions are made by the contractors (rather than CMS).  <Tips 
to Facilitate the Medicare Enrollment Process:  
https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/MedicareProviderSupEnroll/downloads/enrollmenttips.pdf  

(i) Medicare Administrative Contractors (MACs) are private companies (typically 
insurance companies) with which CMS contracts to perform local provider 
enrollment and claims processing and adjudication functions on behalf of 
Medicare. 

b. Enrollment may be strictly a paper-based process or done electronically through 
the Internet-based Provider Enrollment, Chain and Ownership System (PECOS).  
< https://pecos.cms.hhs.gov> 

(i) Electronic application through PECOS still requires that the two-page 
certification statement be printed, signed, dated, and mailed along with any 
additionally required supporting documentation. 
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3. Accessing the Enrollment Forms/Instructions 
 

a. CMS maintains a series of web pages (accessible at hcprobootcamps.com “links” 
page) devoted to provider enrollment forms, instructions and other information 
relating to enrollment. 

4. The Forms 

a. CMS-855I 

(i) Used for individual physicians/practitioners.  This form must be completed in 
order to initiate the enrollment process. 

b. CMS-855B 

(i) Used for clinics, group practices, and suppliers other than individual 
physicians/practitioners (e.g. laboratory companies). 

c. CMS 855O 

(i) Used for Physicians and eligible professionals can apply to enroll for the sole 
purpose of ordering and certifying items and/or services to beneficiaries, and 
prescribing Part D drugs in the Medicare program. 

(a) With the implementation of Section 6405 of the Affordable Care Act, CMS 
requires certain physicians and eligible professionals to enroll in the 
Medicare program for the sole purpose of ordering or certifying items or 
services for Medicare beneficiaries, and prescribing Part D drugs. 

1. These physicians and eligible professionals do not and will not send 
claims to a Medicare Administrative Contractor (MAC) for the services 
they furnish. 

a. Examples: 

i. Employed by the Department of Veterans Affairs (DVA) 

ii. Employed by the Public Health Service (PHS) 

iii.  Employed by the Department of Defense (DOD)/Tricare 

iv. Dentists, including oral surgeons 

v. Pediatricians 

vi. Retired physicians who are licensed 

 

2 - 3

Ve
rsi

on
 0

2/
15

/2
02

3 

Ch
ec

k f
or

 U
pd

at
es



 
© 2022 HCPro, a division of Simplify Compliance LLC. All rights reserved. These materials may not be duplicated 
without the express written permission of HCPro.  No claim asserted to any U.S. Government, AMA, or AHA works. 
 

d. CMS-855R 

(i) Used for individual physicians/practitioners to “reassign” payment to a group 
practice or other eligible party.  Reassignment means that an individual 
physician/practitioner allows payment for services he or she personally 
furnished to be made to some other person or entity (discussed further in a 
separate module). 

(a) Example − if a physician is employed by a group practice and under the 
terms of his or her employment relationship, the group practice is entitled 
to receive all payment for professional services furnished by the 
physician, the physician would need to reassign his/her right to payment 
to the group practice by submitting a CMS-855R to the applicable 
Contractor(s). 

e. CMS-855S 

(i) Used for Durable Medical Equipment, Prosthetics, Orthotics and Supplies 
(DMEPOS) suppliers. This form must be completed in order to initiate the 
enrollment process. 

C. Obligation to Report Changes 

1. Physicians/practitioners must notify their Contractor whenever there is a change in 
the information submitted in any of the forms listed above.  Changes of information 
are submitted on the same forms that are used for initial enrollment. 

a. Changes must be made in a timely manner.  <42 CFR 424.516)> 

(i) If the change is involving a change of ownership, a final adverse action, or a 
change in practice location, then timely is defined within 30 days of the 
change. 

(ii) All other informational changes must be within 90 days of the change. 

2. Revalidation of Enrollment Information 

a. Medicare Contractors will revalidate enrollment information at least every five 
years.  <Medicare Program Integrity Manual, Chapter 15 §§ 15.24.5; 15.29> 

(i) The revalidation process will be initiated by the Contractor. 

b. Under Section 6401 (a) of the Affordable Care Act, CMS is under obligation to 
perform revalidation under new screening criteria beginning in 2016.  ALL 
providers and suppliers are being required to revalidate their enrollment through 
these new criteria, and must submit their information through the PECOS 
systems at the various appropriate timeframes as noted in the revalidation letters 
received from their MAC.<MLN Matters SE1605> 
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(i) These revalidations are suggested to be performed through the PECOS 
system for efficiency. 

(ii) Providers can check their revalidation status in this process at 
https://data.cms.gov/revalidation 

(iii) See http://go.cms.gov/MedicareRevalidation for more information on this 
topic 

III. Railroad Medicare 

A. Medicare Benefits for Railroad Workers 

1. Railroad Medicare is Medicare coverage for railroad workers and their families.  
Railroad Medicare is administered through the “Railroad Retirement Board.” 

B. Enrollment 

1. The Railroad Retirement Board has contracted with Palmetto GBA to act as the 
Contractor for all Railroad Medicare claims.  <Railroad Medicare − Quick Reference 
Guide, page 2, March 2016> 

a. The practitioner must first be enrolled with the local MAC before requesting a 
Railroad Medicare Provider Transaction Access Number (PTAN).  <Railroad 
Medicare − Quick Reference Guide, page 3, March 2016> 

(i) The first time a practitioner has a Railroad Medicare claim pending, a 
Request for a Railroad Medicare PTAN form can be submitted to Palmetto.  
The information on the Railroad Medicare PTAN form must match the local 
MAC’s information.  <Railroad Medicare − Quick Reference Guide, page 3, 
March 2016> 

 
IV. Provider Transaction Access Numbers (PTANs) 

A. Formerly the Provider Identification Number (PIN) or Legacy Number 

1. Initially, the PTAN shall be the legacy number for currently enrolled providers.  
<MLN Matters SE1216> 

2. Newly enrolled and re-enrolled providers will be assigned a PTAN.  The PTAN will be 
included in the provider enrollment letters. <MLN Matters SE1216> 

3. Practitioners will use their PTAN for authentication when using self-help tools with 
the contractor, such as the Interaction Voice Response (IVR) phone system, internet 
portals, and other various online and telephone self-help tools.  <MLN Matters 
SE1216> 
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V. Participation versus Non-Participation 

A. What is Participation? 

1. “Participation” means that a physician/practitioner agrees to always “accept 
assignment” for all claims for services furnished to Medicare beneficiaries.  
<Medicare Claims Processing Manual, Chapter 1 § 30.3> 

a. What is Assignment? 

(i) In general, for any claim billed on an “assigned” basis, the 
physician/practitioner is prohibited from collecting any amount from the 
beneficiary in excess of the applicable Medicare deductible and coinsurance.  
<Medicare Claims Processing Manual, Chapter 1 § 30.3> 

(a) Assignment is discussed in more detail in the “Claims” module. 

b. Unassigned Claims Submitted by a Participating Physician/Practitioner 

(i) If a participating physician/practitioner inadvertently submits an unassigned 
claim, the Contractor is supposed to automatically process the claim as an 
assigned claim.  <Medicare Claims Processing Manual, Chapter 1 § 30.3.1.1> 

B. National Participation Rates 

1. For 2019, 97.8% of physicians/practitioners and other suppliers elected to 
participate.  <CMS Announcement About Medicare Participation for Calendar Year 
2020> 

C. Advantages and Disadvantages of Participation 

1. Advantages of Participation 

a. Higher Fee Schedule Amounts 

(i) For participating physicians/practitioners, the Medicare allowable is based on 
the full Physician Fee Schedule amount.  <Medicare Claims Processing 
Manual, Chapter 1 § 30.3> 

b. Automatic Medigap Crossover 

(i) For services furnished to beneficiaries who have Medigap coverage and who 
accept assignment on both their Medicare and Medigap claims, Medicare 
automatically sends the claim on to the Medigap insurer.  <CMS 
Announcement About Medicare Participation> 

c. Claim Payment Goes to Practitioner 
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(i) Because participating practitioners have agreed to accept Medicare’s allowed 
amount as payment in full, payment is made to the practitioner who 
furnished the service.  <Medicare Claims Processing Manual, Chapter 1 § 
30.3.9> 

2. Disadvantage of Participation 

a. Payment Limited to the Allowable 

(i) As discussed above, participating physicians/practitioners must accept 
assignment on all claims.  They may not collect any amount of money above 
and beyond the Medicare allowed amount.  <Medicare Claims Processing 
Manual, Chapter 1 § 30.3> 

D. Non-Participating Physicians/Practitioners 

1. Lower Fee Schedule Amounts 

a. For non-participating physicians/practitioners, the Medicare allowable is based on 
95% of the Physician Fee Schedule amount, regardless of whether the claim is 
submitted assigned or unassigned.  <Medicare Claims Processing Manual, 
Chapter 1 § 30.3> 

2. The Limiting Charge 

a. If a claim is filed on an unassigned basis, non-participating 
physicians/practitioners are permitted to bill (and attempt to collect from the 
beneficiary) an amount in excess of the allowable, subject to the “limiting 
charge.”  <42 CFR § 414.48(a)> 

b. Calculation of the Limiting Charge <42 CFR § 414.48(b); Medicare Claims 
Processing Manual, Chapter 1 § 30.3.12.3> 

(i) For items or services paid under the Physician Fee Schedule, the Limiting 
Charge is 115 percent of the non-participating Physician Fee Schedule 
amount. 

(a) Example – Assume the participating Physician Fee Schedule amount for a 
particular service is $100.  The non-participating Physician Fee Schedule 
amount for the same service will be $95 (95% x $100) and the Limiting 
Charge for this service will be $109.25 (1.15 x $95). 

Result − if a claim for this service was billed on an unassigned basis by a 
non-participating physician/practitioner, he or she can potentially collect 
$9.25 more than a participating physician/practitioner could collect for 
the same service. 

3. Mandatory Assignment for Certain Services 
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a. Even if non-participating, assignment must be accepted for claims for the 
following items/services:  <Medicare Claims Processing Manual, Chapter 1 § 
30.3.1> 

(i) Clinical diagnostic laboratory services and physician lab services; 

(ii) Physician services to individuals dually entitled to Medicare and Medicaid; 

(iii) Services of physician assistants, nurse practitioners, clinical nurse specialists, 
nurse midwives, certified registered nurse anesthetists, clinical psychologists, 
clinical social workers, medical nutritional therapists; 

(iv) Ambulatory surgical center services; 

(v) Home dialysis supplies and equipment paid under Method II; 

(vi) Drugs; 

(vii) Ambulance services; and 

(viii) Purchased services. 

b. Possible State Law Restrictions on Balance Billing 

(i) At least one state, Pennsylvania, has enacted a state law prohibiting 
physicians/practitioners from billing Medicare beneficiaries more than the 
Medicare allowable amount.  See Health Care Practitioners Medicare Fee 
Control Act, 35 P. S. § 449.31 - 449.36. 

(a) These types of state Medicare “balance billing” prohibitions, in essence, 
eliminate any possible benefit to being non-participating. 

4. Claim Payment <Medicare Claims Processing Manual, Chapter 1 § 30.3.9> 

a. Assigned claims – Payment is made to the practitioner who provided the service. 

b. Non-assigned claims – Payment is made to the beneficiary. 

E. Electing to Participate 

1. Submitting a Participation Agreement 

a. A physician/practitioner who desires to participate must complete a “Participating 
Physician or Supplier Agreement” (Form CMS-460) and mail it (or a copy) to each 
Contractor to which claims will be submitted.  <CMS Announcement About 
Medicare Participation> 

(i) Open Enrollment 
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(a) Subject to certain exceptions for new physicians/practitioners (and new 
physician/practitioner offices) the Contractors will only accept a 
participation agreement during the annual “open enrollment” period.  
<CMS Announcement About Medicare Participation> 

1. The open enrollment period generally runs from mid-November 
through the end of December.  <CMS Announcement About Medicare 
Participation; Medicare Claims Processing Manual, Chapter 1 § 
30.3.12.1A> 

a. CMS requires Contractors to produce a postcard reminding 
providers about the annual open participation enrollment period 
and to view the Contractor’s web site regarding information for 
the upcoming open participation enrollment period.  Providers are 
to be advised when the new MPFS update is posted.  <Medicare 
Claims Processing Manual, Chapter 1 § 30.3.12.1(B1)> 

i. Providers that do not have access to the internet must be 
educated to contact their local contractors to request a hard 
copy disclosure package. 

(ii) New Physicians/Practitioners 

(a) A new physician/practitioner may submit a participation agreement at any 
time within 90 days of: 

1. The date the physician/practitioner became licensed, or 

2. The date the physician/practitioner first opened an office in the 
particular Contractor locality.  <Medicare Claims Processing Manual, 
Chapter 1 § 30.3.12 (J)> 

2. Term of the Participation Agreement 

a. One Year Term 

(i) Each participation agreement is in effect for one year (January through 
December) and may not be revoked by the physician/practitioner during that 
period.  <Medicare Claims Processing Manual, Chapter 1 § 30.3.12 (I)> 

b. Automatically Renews Unless Notice Provided 

(i) At the end of each term of the participation agreement, the agreement 
automatically renews for an additional one-year term unless the 
physician/practitioner provided written notice of non-renewal to each 
Contractor that received a copy of the participation agreement.  <Medicare 
Claims Processing Manual, Chapter 1 § 30.3.12 (I)> 

c. Termination by CMS 
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(i) CMS may terminate a physician/practitioner’s participation agreement for 
“substantial” failure to comply with the agreement.  <Medicare Claims 
Processing Manual, Chapter 1 § 30.3.12 (I)> 

VI. Opt Out and Private Contracts 

A. What is Opt Out? 

1. A physician/practitioner who “opts out” of Medicare is not required to submit claims 
to the Contractor and is not subject to limits on the amount that the 
physician/practitioner may bill and collect from Medicare beneficiaries.  <Medicare 
Benefit Policy Manual, Chapter 15 § 40> 

a. However, during the opt-out period, neither the physician/practitioner nor the 
beneficiaries may receive any payment from Medicare for services furnished by 
the opt-out physician/practitioner to Medicare beneficiaries.  <Medicare Benefit 
Policy Manual, Chapter 15 § 40.5> 

B. How a Physician/Practitioner Opts Out 

1. A physician/practitioner who desires to opt out must submit an opt-out “affidavit” to 
each Medicare Contractor with which the physician/practitioner would otherwise file 
claims if the physician/practitioner had not opted out.  <42 CFR § 405.415> 

a. The requirements applicable to opt-out affidavits are set forth in 42 CFR § 
405.420. 

C. Not Every Practitioner May Opt Out 

1. Most physicians/practitioners may opt out. 

a. Exceptions include chiropractors, physical therapists and occupational therapists.  
<Medicare Benefit Policy Manual, Chapter 15 § 40.4> 

D. Opt Out Time Periods 

1. The opt-out period is two years, subject to the ability to terminate early if certain 
requirements are met.  <42 CFR § 405.400, 405.445> 

a. An opt-out may be renewed for subsequent 2-year periods.  <42 CFR § 
405.405(b), 405.445> 

E. Private Contracts 

1. What is a Private Contract? 

a. A “private contract” is a contract between a Medicare beneficiary and a 
physician/ practitioner who has opted out.  Private contracts apply to all services 
the physician/practitioner furnishes to Medicare beneficiaries. 
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2. Effect of a Private Contract 

a. A Medicare beneficiary who enters into a private contract with a 
physician/practitioner who has opted out agrees to give up all rights to Medicare 
payment for services furnished by the physician/practitioner and to personally 
pay the physician/practitioner without regard to any Medicare charge limits that 
would otherwise apply to what the physician/practitioner could charge.  
<Medicare Benefit Policy Manual, Chapter 15 § 40.7> 

(i) However, a beneficiary who signs a private contract with a 
physician/practitioner is not precluded from receiving services payable by 
Medicare from other physicians and practitioners who have not opted out of 
Medicare.  <Medicare Benefit Policy Manual, Chapter 15 § 40.7> 

3. Requirements Applicable to Private Contracts 

a. The requirements applicable to private contracts are set forth in 42 CFR § 
405.415. 

F. Failure to Properly Opt Out 

1. What Constitutes Failure to Properly Opt Out?  <42 CFR § 405.430(a)> 

a. A physician/practitioner will be considered to have failed to properly opt-out if: 

(i) The physician/practitioner entered into any private contract with any 
Medicare beneficiary prior to filing an opt-out affidavit; 

(ii) The physician/practitioner entered into any private contract that failed to 
meet the regulatory requirements applicable to private contracts; or  

(iii) The physician/practitioner failed to submit the affidavit(s) in accordance with 
the regulatory requirements applicable to an opt-out affidavit. 

b. Effect if Failure to Properly Opt Out 

(i) Among other things, if private contracts are deemed null and void, all claims 
must be submitted to the Contractors and Medicare charge limits will apply to 
all services furnished by the physician/practitioner. 
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This article was prepared as a service to the public and is not intended to grant rights or impose obligations.  This article may contain references or links to statutes, regulations, or other 
policy materials.  The information provided is only intended to be a general summary.  It is not intended to take the place of either the written law or regulations.  We encourage readers 

to review the specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents. 
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Related Change Request (CR) #: N/A         MLN Matters Number: SE0528 
Related CR Release Date: N/A 

CMS Announces the National Provider Identifier (NPI) Enumerator Contractor and 
Information on Obtaining NPIs 
This article was revised on May 7, 2007, to add the statement that Medicare FFS has announced a 
contingency plan regarding the May 23, 2007, implementation of the NPI. For some period after May 23, 
2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactions with 
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency 
plan, see the MLN Matters article, MM5595, at 
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM5595.pdf on the CMS website. 

Provider Types Affected 

All health care providers - Medicare and non-Medicare 

Provider Action Needed 

Learn about the NPI and how and when to apply for one. 

Background 

The Centers for Medicare & Medicaid Services (CMS) is pleased to announce the 
availability of a new health care identifier for use in the HIPAA standard 
transactions. 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) 
mandated that the Secretary of Health and Human Services adopt a standard 
unique health identifier for health care providers.  On January 23, 2004, the 
Secretary published a Final Rule that adopted the National Provider Identifier 
(NPI) as this identifier.   
The NPI must be used by covered entities under HIPAA (generally, health plans, 
health care clearinghouses, and health care providers that conduct standard 
transactions). The NPI will identify health care providers in the electronic 
transactions for which the Secretary has adopted standards (the  standard 
transactions) after the compliance dates. These transactions include claims, 
eligibility inquiries and responses, claim status inquiries and responses, referrals, 
and remittance advices. 
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The NPI will replace health care provider identifiers that are in use today in 
standard  transactions.  Implementation of the NPI will eliminate the need for 
health care providers to use different identification numbers to identify themselves 
when conducting HIPAA standard transactions with multiple health plans.   
All health plans (including Medicare, Medicaid, and private health plans) and all 
health care clearinghouses must accept and use NPIs in standard transactions by 
May 23, 2007 (small health plans have until May 23, 2008).  After those 
compliance dates, health care providers will use only their NPIs to identify 
themselves in standard transactions, where the NPI is required. 

Important Note: While you are urged to apply for an NPI beginning May 23, 
2005, the Medicare program is not accepting the NPI in standard transactions 
yet.  Explicit instructions on time frames and implementation of the NPI for 
Medicare billing will be issued later in 2006.  

NPI Enumerator Contract Awarded 
Recently, the CMS announced the selection of Fox Systems, Inc. as the 
contractor, to be called the Enumerator, to perform the support operations for the 
NPI project. 
Fox Systems, Inc. will process NPI applications from health care providers and 
operate a help desk to assist health care providers in obtaining their NPIs.    
Who may apply for the NPI? 

All health care providers including individuals, such as physicians, dentists, 
and pharmacists, and organizations, such as hospitals, nursing homes, 
pharmacies, and group practices are eligible to apply for and receive an NPI. 
Note: All health care providers who transmit health information electronically 
in connection with any of the HIPAA standard transactions are required by the 
NPI Final Rule to obtain NPIs. This is true even if they use business 
associates such as billing agencies to prepare the transactions. 

The NPI Application Process 
Health care providers may begin applying for an NPI on May 23, 2005.  Once the 
process begins, it will be important to apply for your NPI before the  
compliance date of May 2007 because health plans could require you to use your 
NPI before that date. 
You will be able to apply for your NPI in one of three ways: 
1. You may apply through an easy-to-use Web-based application process, 

beginning May 23, 2005.  The web address will be 
https://nppes.cms.hhs.gov, but please note -- the web site is not 
available until May 23, 2005. 

2. Beginning July 1, 2005, you may complete a paper application and send it to 
the Enumerator.  A copy of the application, including the Enumerator’s mailing 
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Related Change Request #: N/A                                MLN Matters Number: SE0528 
 

address (where you will send it) will be available on 
https://nppes.cms.hhs.gov or you can call the Enumerator to receive a copy.  
The phone number is 1-800-465-3203 or TTY 1-800-692-2326. But 
remember, paper applications may not be submitted until July 1, 2005. 

3. With your permission, an organization may submit your application in an 
electronic file.  This could mean that a professional association, or perhaps a 
health care provider who is your employer, could submit an electronic file 
containing your information and the information of other health care providers. 
This process will be available in the fall of 2005.  

You may apply for an NPI using only one of these methods.  When gathering 
information for your application, be sure that all of your information, such as your 
social security number and the Federal Employer Identification Number, are 
correct.  Once you receive your NPI, safeguard its use.   
If all information is complete and accurate, the Web-based process could result in 
you being issued a number within minutes.  If there are problems with the 
information received, it could take longer .  The paper application processing time 
is more difficult to estimate, depending on the information supplied in the 
application, the workload, and other factors. 
The transition from existing health care provider identifiers to NPIs will occur over 
the next couple of years.  Each health plan with which you conduct business, 
including Medicare, will notify you when it will be ready to accept NPIs in standard 
transactions like claims.  You can expect to hear about the importance of applying 
for an NPI from a variety of sources.  Be clear that you only have to apply for, and 
acquire, one NPI.  Your unique NPI will be used for all standard transactions, 
Medicare and non-Medicare. 
Please be particularly aware that applying for an NPI does not replace any 
enrollment or credentialing processes with any health plans, including Medicare. 

Additional Information 

For additional information on NPIs:  
Visit http://www.cms.hhs.gov/HIPAAGenInfo/01_Overview.asp#TopOfPage on 
the CMS website. 
Beginning May 23, 2005, visit https://nppes.cms.hhs.gov or call the Enumerator 
at 1-800-465-3203 or TTY 1-800-692-2326.  
For HIPAA information, you may call the HIPAA Hotline: 1-866-282-0659, or write 
to AskHIPAA@cms.hhs.gov on the web. 

Disclaimer 
This article was prepared as a service to the public and is not intended to grant rights or impose obligations.  This article may contain references or links to statutes, regulations, or other 
policy materials.  The information provided is only intended to be a general summary.  It is not intended to take the place of either the written law or regulations.  We encourage readers 

to review the specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents. 
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MEDICARE PROVIDER ENROLLMENT

WHAT’S CHANGED?

Beginning January 1, 2022, CMS will waive Medicare Diabetes Prevention Program (MDPP)
supplier application fee

Updated 2022 Enrollment Application Fee

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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Print this section

APPLICATION FEE

Physicians, non-physician practitioners (NPPs), physician organizations, and non-physician
organizations don’t pay an application fee.

Institutional providers and suppliers like Durable Medical Equipment, Prosthetics, Orthotics, and
Supplies (DMEPOS) suppliers and Opioid Treatment Programs (OTPs), in general, pay an
application fee when enrolling, re-enrolling, revalidating, or adding a new practice location.

Verify which providers pay a fee and when, using the 
.

Application Fee Requirements for
Institutional Providers (https://www.cms.gov/files/document/applicationfeerequirementmatrixpdf)

How to Pay the Application Fee⤵
Whether you apply for Medicare enrollment online or use the paper application, you must pay
the application fee online:

 During the application process, Provider Enrollment, Chain, and
Ownership System (PECOS) prompts you to pay the application fee
Online PECOS Application:

 Go to the 
 webpage to submit the application fee online

CMS Paper Application: Medicare Provider Application Payment (https://pecos.cms.hh
s.gov/pecos/feePaymentWelcome.do)

Hardship Exception⤵
You may request a hardship exception when submitting your Medicare enrollment application via
either PECOS or CMS paper form. You must submit a written request with supporting
documentation with your enrollment that describes the hardship and justifies an exception
instead of paying the application fee. CMS grants exceptions on a case-by-case basis.

MACs don’t process applications without the proper application fee payment or an approved
hardship exception.

ENROLLMENT APPLICATION FEE

The  enrollment application fee is .2022 $631

The  webpage has more
information.

Medicare Application Fee (https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do)

Beginning January 1, 2022, CMS no longer requires enrolling Medicare Diabetes Prevention
Program (MDPP) suppliers to pay the provider enrollment application fee.

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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NOTE

If you don’t pay the fee or submit a hardship exception request, your MAC sends a letter allowing
you 30 days to pay the fee. If you don’t pay the fee on time, the MAC may reject or deny your
application or revoke billing privileges as appropriate.

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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Print this section

ENROLLMENT

Health care providers must enroll in the Medicare Program to get paid for providing covered
services to Medicare patients. Learn how to determine if you’re eligible to enroll and how to do it.

Who Are Institutional Providers?⤵
Medicare lists institutional providers on the 

.
Institutional providers include:

Medicare Enrollment Application: Institutional
Providers (Form CMS-855A) (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855a.pdf)

Community Mental Health Centers (CMHCs)

Comprehensive Outpatient Rehabilitation Facilities (CORFs)

Critical Access Hospitals (CAHs)

End-Stage Renal Disease (ESRD) Facilities

Federally Qualified Health Centers (FQHCs)

Histocompatibility Laboratories

Home Health Agencies (HHAs)

Hospice Organizations

Hospitals

Indian Health Service (IHS) Facilities

Organ Procurement Organizations

Opioid Treatment Programs (OTPs)*

Outpatient Physical Therapy/Occupational Therapy/Speech Pathology Services

Religious Non-Medical Health Care Institutions

Rural Health Clinics (RHCs)

Skilled Nursing Facilities (SNFs)

* OTPs are institutional providers and pay an application fee; however, they use 
 to enroll.

Form
CMS-855B (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855b.pdf)

Who Are Part B Suppliers?⤵
Physicians, Non-Physician Practitioners (NPPs), clinics/group practices, and specific suppliers
who can enroll as Medicare Part B providers, defined in enrollment Forms CMS-855I (https://www.c

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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 and 
.

ms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms855i.pdf) CMS-855B (https://www.cms.gov/Medicare/
CMS-Forms/CMS-Forms/Downloads/cms855b.pdf)

Physicians/NPPs/Suppliers (Form
CMS-855I)

Anesthesiology Assistants

Audiologists

Certified Nurse-Midwives

Certified Registered Nurse
Anesthetists

Clinical Nurse Specialists

Clinical Social Workers

Mass Immunization Roster Billers,
individuals

Nurse Practitioners

Occupational/Physical Therapists in
private practice

Physicians (Doctors of Medicine or
Osteopathy, Doctors of Dental
Medicine; Dental Surgery; Podiatric
Medicine; Chiropractic Medicine or
Optometry)

Physician Assistants

Psychologist, Clinical

Psychologists billing independently

Registered Dietitians or Nutrition
Professionals

Speech-Language Pathologists

Clinics/Group Practices and Specific
Suppliers (Form CMS-855B)

Ambulance Service Suppliers

Ambulatory Surgical Centers (ASCs)

Clinics/Group Practices

Hospital Department(s)

Home Infusion Therapy Suppliers

Independent Clinical Laboratories

Independent Diagnostic Testing
Facilities (IDTFs)

Intensive Cardiac Rehabilitation
Suppliers

Mammography Centers

Mass Immunization Roster Billers,
entities

Opioid Treatment Programs (OTPs)

Pharmacy

Physical/Occupational Therapy Group
in Private Practice

Portable X-ray Suppliers

Radiation Therapy Centers

If you don’t see your provider type listed, contact your MAC’s provider enrollment center before
submitting a Medicare enrollment application. For your state’s MAC contact information, refer to
the 

.
Medicare Fee-For-Service Provider Enrollment Contact List (https://www.cms.gov/Medicare/Provider-

Enrollment-and-Certification/MedicareProviderSupEnroll/Downloads/contact_list.pdf)

WHO IS AN NPP?

NPPs include nurse practitioners, clinical nurse specialists, and physician assistants who practice
with or under the supervision of a physician.

MEDICARE DIABETES PREVENTION PROGRAM (MDPP) SUPPLIERS

MDPP suppliers must use 
 to enroll in the Medicare Program.

Form CMS-20134 (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloa
ds/CMS20134.pdf)

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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Provider and Supplier Organizations⤵
Medicare provider and supplier organizations have business structures, such as corporations,
partnerships, Professional Associations (PAs), or Limited Liability Companies (LLCs) that meet
the “provider” and “supplier” definitions. Provider and supplier organizations don’t include
organizations the IRS defines as sole proprietorships.

Examples of provider and supplier organizations include:

Hospitals

Medical group practices and clinics

Portable X-Ray Suppliers (PXRSs)

ASCs

Hospices

SNFs

You must have a provider or supplier Employer Identification Number (EIN) to enroll in Medicare.
An EIN is the same as the provider or supplier organization’s IRS-issued Taxpayer Identification
Number (TIN).

Decide If You Want to Be a Medicare Part B Participating Provider⤵
Medicare “participation” means you agree to accept claims assignment for all Medicare-covered
services to your patients. By accepting assignment, you agree to accept Medicare-allowed
amounts as payment in full. You may not collect more from the patient than the 

. The Social
Security Act says you must submit patient Medicare claims whether you participate or not.

Medicare
deductible and coinsurance or copayment (https://www.medicare.gov/your-medicare-costs)

To participate as a Medicare Program provider or supplier, submit the 

 upon initial enrollment. You’ve 90 days after your initial enrollment approval
letter is sent to decide if you want to be a participating provider or supplier. The only other time
you may change your participation status is during the open enrollment period, generally from
mid-November through December 31 of each year.

Medicare Participating
Physician or Supplier Agreement (Form CMS-460) (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms
/Downloads/CMS460.pdf)

Participating Provider or Supplier Non-Participating Provider or
Supplier

SOLE PROPRIETORSHIPS AND DISREGARDED ENTITIES

For more information about “sole proprietorships” and “disregarded entities,” refer to the 

, respectively.

Medicare
Program Integrity Manual Chapter 15, Section 15.2 (A) and 15.5.5 (5)(i) (https://www.cms.gov/Regulations
-and-Guidance/Guidance/Manuals/Downloads/pim83c15.pdf#page=11)
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Medicare pays 5% more to
participating physicians and other
suppliers

Because these are assigned claims,
Medicare pays you directly

Medicare forwards claim information
to Medigap (Medicare supplement
coverage) insurers

Medicare pays 5% less to non-
participating physicians and other
suppliers

You can’t charge the patient more
than the limiting charge, 115% of the
Medicare Physician Fee Schedule
amount

You may accept assignment on a
case-by-case basis

You have limited appeal rights

For more information, refer to the 
.

Medicare Claims Processing Manual, Chapter 12 (https://www.cm
s.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf)

Step 1: Get a National Provider Identifier (NPI)

 Apply for an NPI in 1 of 3
ways:
You must get an NPI before enrolling in the Medicare Program.

1.  Get an  user account. Then
apply in the 
for an NPI.

Online Application: I&A System (https://nppes.cms.hhs.gov/IAWeb)
National Plan and Provider Enumeration System (NPPES) (https://nppes.cms.hhs.gov)

2.  Complete, sign, and mail the 
 paper

application to the address on the NPI Enumerator form. To request a hard copy application,
call 1-800-465-3203, TTY 1-800-692-2326, or email 

.

Paper Application: NPI Application/Update Form (Form
CMS-10114) (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS10114.pdf)

customerservice@npienumerator.com (ma
ilto:customerservice@npienumerator.com)

3.  Apply for 
 access and upload your own comma-separated values (CSV)

files.

Bulk Enumeration: Electronic File Interchange (EFI) (https://nppes.cms.hhs.gov/webhelp/n
ppeshelp/EFI%20HELP%20PAGE.html)

NOT SURE IF YOU HAVE AN NPI?

Search for your NPI on the .NPPES NPI Registry (https://npiregistry.cms.hhs.gov)

MULTI-FACTOR AUTHENTICATION

To better protect your information, CMS started 
 for the

following 4 public facing applications:

I&A System Multi-Factor Authentication (MFA) (http
s://www.cms.gov/Outreach-and-Education/Outreach/NPC/Downloads/2019-07-30-MFA-Presentation.pdf)

I&A (started September 2019)

NPPES (started December 2019)

PECOS and EHR will require MFA soon

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...

7 of 47 12/27/2021, 3:13 PM

2 - 22

Ve
rsi

on
 0

2/
15

/2
02

3 

Ch
ec

k f
or

 U
pd

at
es



Tips to Facilitate the Medicare Enrollment Process

To ensure that your Medicare enrollment application is processed timely, you should:

1. Consider using Internet-based Provider Enrollment, Chain and Ownership System
(PECOS) to enroll or make a change in your Medicare enrollment if it is available for
your provider or supplier type.

The Internet-based PECOS allows physicians and non-physician practitioners to enroll, makea
change in their Medicare enrollment, or view their Medicare enrollment information on filewith
Medicare.

Internet-based PECOS is a scenario-driven application process with front-end editing
capabilities and built-in help screens. The scenario-driven application process will ensure that
physicians and non-physician practitioners complete and submit only the information necessary
to enroll or make a change in their Medicare enrollment record.

All information for Internet- based PECOS can be found by logging on to the Medicare Provider
and Supplier Enrollment webpage (www.cms.gov/MedicareProviderSupEnroll) and clickingon
the Internet-based PECOS link located on navigation menu.

2. Submit the current version of the Medicare enrollment application (CMS-855).

The Centers for Medicare & Medicaid Services (CMS) revised the Medicare enrollment
applications (i.e., CMS-855A, CMS-855I, CMS-855B, CMS-855R and CMS-855POH) in July,
2011 and April, 2016. CMS revised the DMEPOS supplier enrollment application (i.e., CMS-
855S) in May, 2016.

A copy of the Medicare enrollment application can be found
at: http://www.cms.hhs.gov/CMSForms/CMSForms/list.asp

3. Submit the correct application for your provider or supplier type to theMedicare
fee-for-service contractor servicing your State or location.

The Medicare contractor that serves your State or practice location is responsible forprocessing
your enrollment application. Applicants must submit their application(s) to the appropriate
Medicare fee-for-service contractor. A list of the Medicare fee-for-service contractors byState
can be found at https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/MedicareProviderSupEnroll/Downloads/contact_list.pdf.

4. Submit a complete application.

If you are enrolled in Medicare, but have not submitted a CMS-855 or submitted an application
via the Internet-Based Provider Enrollment Chain and Ownership System (PECOS) for a change
of information or for revalidation, you are required to submit a complete application. Providers
and suppliers should follow the
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instructions for completing an initial enrollment application.

When completing a paper CMS-855 or an application via PECOS for the first time for any
reason, each section of an application must be completed. When reporting a change to your
enrollment information, complete each section listed in Section 1B of the paperCMS-855.

5. Request and obtain your National Provider Identifier (NPI) number before enrolling
or making a change in your Medicare enrollment information.

CMS requires that providers and suppliers obtain their National Provider Identifier (NPI) prior to
enrolling or updating their enrollment record with Medicare.

If you do not have an NPI, please contact the NPI Enumerator at https://nppes.cms.hhs.govor
call the Enumerator at 1-800-465-3203 or TTY 1-800-692-2326.

6. Submit the Electronic Funds Transfer Authorization Agreement (CMS-588) with your
enrollment application, if applicable.

CMS requires that providers and suppliers, who are enrolling in the Medicare program or
making a change in their enrollment data, receive payments via electronic funds transfer.
Reminder: when completing the CMS-588 complete each section.

The CMS-588 must be signed by the authorized official that signed the Medicareenrollment
application.

Note: If a provider or supplier already receives payments electronically and is not making a
change to his/her banking information, the CMS-588 is not required.

If you are a supplier who is reassigning all of your benefits to a group, neitheryou nor
the group is required to receive payments via electronic funds transfer.

7. Submit all supporting documentation.

In addition to a complete application, each provider or supplier is required to submitall
applicable supporting documentation at the time of filing. Supporting documentation includes, if
applicable, an authorization agreement for Electronic Funds Transfer AuthorizationAgreement
(CMS-588).

Note: Only durable medical equipment, prosthetics, orthotics, and supplies (DMEPOS)suppliers
are required to submit the National Provider Identifier notification received from the National
Plan and Provider Enumeration System.

See Section 17 of the CMS-855 for additional information regarding the applicable
documentation requirements.

8. Sign and date the application.

Applications must be signed and dated by the appropriate individuals. Signatures must be
original and in ink (blue preferable). Copied or stamped signatures will not beaccepted.
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9. Respond to fee-for-service contractor requests promptly and fully.

To facilitate your enrollment into the Medicare program, respond promptly and fully toany
request for additional or clarifying information from the fee-for-servicecontractor.

10. Understand how to facilitate the Change of Ownership (CHOW) Process

A Change of Ownership (CHOW) typically occurs when a Medicare provider has been
purchased (or leased) by another organization. The CHOW results in the transfer of the old
owner’s Medicare Identification Number and provider agreement (including any outstanding
Medicare debt of the old owner) to the new owner. The regulatory citation for CHOWs can be
found at 42 C.F.R. 489.18.

As referenced in 42 C.F.R. 424.520(b), changes of ownership or control must be reported
within 30 days of the effective date of the change.

The transfer of corporate stock or the merger of another corporation into the provider
corporation does not constitute a CHOW.

- In the case of an acquisition/merger, the seller/former owner’s Medicare Identification
Number dissolves.

- In a CHOW, the seller/former owner’s provider number typically remains intact and is
transferred to the new owner.

If the Tax Identification number changes, it is typically submitted as a CHOW.
A CHOW generally occurs when the assets of the company are sold.
The purchaser must be willing to accept terms and conditions of the provider agreement.
Purchaser must accept responsibility for ALL liabilities of the current owner.

Seller/Former Owner

Seller/Former Owner must complete and submit the following sections of the CMS 855A
form: 1A, 2F, 13 and 15 or 16.

Seller/Former Owner CMS-855A CHOW application does not require a recommendation for
approval or denial; any recommendations will be based upon the CHOW application received
from the new owner.

Buyer/New Owner

Must complete and submit ALL sections of the CMS 855A form, except 2G and 2H.
Must obtain National Provider Identifier (NPI) before enrolling.
Must submit the Authorization Agreement for Electronic Funds Transfer Form CMS 588

(Electronic Funds Transfer Agreement).

Electronic Funds Transfer (EFT) Payments and CHOWs

If you are already enrolled in Medicare and are not receiving Medicare payments via EFT,
any change to your enrollment information will require you to submit a CMS-588 application.
All future payments will then be made via EFT.

The contractor shall continue to pay the Seller/Former Owner until it receives the tie-in
notice from the Regional Office (RO).
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Additional Documentation Reminders

Must submit a copy of the bill of sale or purchase agreement.
Must submit all appropriate licenses and certifications required by their state.
Must submit IRS document confirming Tax Identification Number.
Must submit Articles of Incorporation.
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regulatory authority, or under the 
Paperwork Reduction Act of 1995 to 
establish the provider or supplier’s 
eligibility to furnish items or services to 
beneficiaries in the Medicare program 
(for example, a medical license or 
business license). 

In § 424.515, we are adopting a 5-year 
revalidation cycle. In adopting a 5-year 
revalidation cycle, we believe that we 
can address the concerns raised during 
the public comment process about fee- 
for-service contractor’s ability to 
continue to process new enrollments 
while also conducting revalidation 
activities. Moreover, we believe that 
extending the revalidation cycle from 3 
years to 5 years will significantly 
decrease the burden on providers and 
suppliers. 

We will contact all providers and 
suppliers directly as to when their 5- 
year revalidation cycle starts beginning 
with those providers and suppliers 
currently enrolled in the Medicare 
program but that have not submitted a 
completed enrollment application. The 
revalidation process would ensure that 
we collect and maintain complete and 
current information on all Medicare 
providers and suppliers and ensure 
continued compliance with Medicare 
requirements. In addition, this process 
further ensures that Medicare 
beneficiaries are receiving items or 
services furnished only by legitimate 
providers and suppliers, and 
strengthens our ability to protect the 
Medicare Trust Funds. 

We will reserve the right to perform 
off cycle (non-routine) revalidations and 
request a provider or supplier to 
recertify as to the accuracy of the 
enrollment information when warranted 
to assess and confirm the validity of the 
enrollment information. Off cycle 
revalidations may be triggered as a 
result of information indicating local 
health care fraud problems, national 
initiatives, fraud investigations, 
complaints from beneficiaries, or other 
reasons that cause us to question the 
integrity of the provider or supplier in 
its relationship with the Medicare 
program. Like routine revalidations, off 
cycle revalidations may or may not be 
accompanied by site visits. 

In § 424.520(b), we are adopting a 
policy that individuals and 
organizations are responsible for 
updating their enrollment information 
to reflect any changes in a timely 
manner. We would define timely as 
meaning within 90 days, with the 
exception of DMEPOS suppliers which 
are currently required to report changes 
of enrollment information within 30 
days, or a change in ownership or 
control of any provider or supplier 

which also must be reported within 30 
days. Failure to do so may result in 
deactivation or even revocation of their 
billing privileges. 

In § 424.525, we are adopting a 
position that if a provider or supplier 
enrolling in the Medicare program for 
the first time fails to furnish complete 
information on the enrollment 
application, or fails to furnish missing 
information or any necessary supporting 
documentation as required by CMS 
under this or other statutory or 
regulatory authority within 60 calendar 
days of our request to furnish the 
information, we would reject the 
provider or supplier’s enrollment 
application. Rejection would not occur 
if the provider or supplier is actively 
communicating with us to resolve any 
issues regardless of any timeframes. 

Upon notification of a rejected 
enrollment application, if the provider 
or supplier still wishes to enroll in the 
Medicare program, they must begin the 
enrollment process over by completing 
and submitting a new enrollment 
application and all applicable 
documentation. Since CMS cannot 
process an incomplete enrollment 
application, we must reject the 
application. Further, we clarify that 
applications that are rejected are not 
afforded appeal rights. 

In § 424.530(a)(2) and § 424.535(a)(2), 
we clarify that no payments will be 
made to any providers or suppliers who 
are excluded from participation in the 
Medicare program under authorities 
found in sections 1128, 1128A, 1156, 
1862, 1867, and 1892 of the Act, or who 
are debarred, suspended or otherwise 
excluded as authorized by the FASA. 
This includes any individual, entity, or 
any provider or supplier that arranges or 
contracts with (by employment or 
otherwise) an individual or entity that 
the provider or supplier knows or 
should know is excluded from 
participation in a Federal health care 
program for the provision of items or 
services for which payment may be 
made under such a program (section 
1128A(a)(6) of the Act), and any 
provider or supplier that has been 
debarred, suspended, or otherwise 
excluded from participation in any 
other Executive Branch procurement or 
nonprocurement programs or activity 
(FASA, section 2455). 

In § 424.530(a)(3), we are adopting the 
position that we may deny enrollment 
in the Medicare program if the provider 
or supplier, or any owner of the 
provider or supplier has been convicted 
of a Federal or State felony offense that 
we determine to be detrimental to the 
best interests of the Medicare program 
or its beneficiaries. This authority is 

afforded to us in many of the HIPAA 
fraud and abuse provisions and section 
4302 of the BBA. In making 
assessments, we are stating that any 
felony convictions within the last 10 
years preceding enrollment or 
revalidation of enrollment. In addition, 
we would consider the severity of the 
underlying offense. 

Felonies that we determine to be 
detrimental to the best interests of the 
Medicare program or its beneficiaries 
include the following: 

• Within the last 10 years preceding 
enrollment or revalidation of 
enrollment, crimes against persons, 
such as murder, kidnapping, rape, 
assault and battery, robbery, and other 
similar crimes for which the individual 
was convicted, including guilty pleas 
and adjudicated pretrial diversions. We 
believe it is reasonable for the Medicare 
program to question the ability of the 
individual or entity with such a history 
to respect the life and property of 
program beneficiaries. 

• Within the last 10 years preceding 
enrollment or revalidation of 
enrollment, financial crimes, such as 
extortion, embezzlement, income tax 
evasion, making false statements, 
insurance fraud and other similar 
crimes for which the individual was 
convicted, including guilty pleas and 
adjudicated pretrial diversions. We 
believe it is reasonable for the Medicare 
program to question the honesty and 
integrity of the individual or entity with 
such a history in providing services and 
claiming payment under the Medicare 
program. 

• Within the last 10 years preceding 
enrollment or revalidation of 
enrollment, any felony that placed the 
Medicare program or its beneficiaries at 
immediate risk, such as a malpractice 
suit that resulted in a conviction of 
criminal neglect or misconduct. 

• Any felonies referred to in section 
1128 of the Act. 

In § 424.530(a)(5), we are adopting a 
position that we may deny enrollment 
when, upon on-site review or other 
reliable evidence, we determine that the 
provider or supplier is not operational 
to furnish Medicare covered items or 
services or is not meeting these 
Medicare enrollment requirements or 
the requirements set forth in the 
enrollment application. 

As outlined in § 424.530(b), if the 
denied provider or supplier appeals the 
decision, and the denial is upheld, that 
provider or supplier may submit a new 
enrollment application after we notify it 
that the original determination was 
upheld. If the provider or supplier did 
not appeal the determination, it may 
submit a new enrollment application 
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As you plan for 2022 and become familiar with the coming changes for the year ahead, we wish to
emphasize the importance and advantages of being a Medicare participating (PAR) provider. We are
pleased that the favorable trend of participation continued into 2021 with a participation rate of 98
percent. We hope that you will continue to be a PAR provider or, if you are non-participating (Non-
PAR), will consider becoming a PAR provider.

This announcement provides information that may be helpful to clinicians in determining whether to
become a Medicare participating provider, or to continue Medicare participation. The Centers for
Medicare & Medicaid Services (CMS) pledges to work with you to put patients first. To do this, we
must empower patients and providers to work together to make health care decisions that are best for
patients. This means providing meaningful information about quality and costs. It also includes
supporting innovative approaches to improving quality, accessibility, and affordability, while finding
the best ways to use innovative technology to support patient-centered care. W
without your involvement. Please visit www.cms.gov to learn more about our efforts to strengthen the
Medicare program.

To ensure broad access to the coronavirus disease 2019 (COVID-19) vaccines, Medicare covers FDA-
approved or authorized vaccines as a preventive service at no cost to your patients. Please review
our set of toolkits for providers, states and insurers to help you provide the vaccines.

WHY BECOME A PARTICIPATING MEDICARE PROVIDER:

All physicians, practitioners and suppliers regardless of their Medicare participation status must
make their calendar year (CY) 2022 Medicare participation decision by December 31, 2021. Those
who want to maintain their current PAR status or Non-PAR status do not need to take any action
during the upcoming annual participation enrollment period. To sign a participation agreement is to
agree to accept assignment for all covered services that you provide to Medicare patients in CY 2022.
The overwhelming majority of physicians, practitioners and suppliers choose to participate in
Medicare each year. During CY 2021, 98 percent of all physicians and practitioners are billing under
Medicare participation agreements.
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If you participate in Medicare and bill for services paid under the Medicare physician fee schedule
(MPFS), your fee schedule amounts are 5 percent higher than if you do not participate. Your
Medicare Administrative Contractor (MAC) publishes an electronic directory of providers that choose
to participate.

WHAT TO DO:

Do you want to participate in Medicare for the 2022 calendar year?

complete the Medicare Participating Physician or Supplier Agreement (CMS-460) and mail a copy to
each MAC

ly enrolling Medicare provider, you can submit the agreement electronically with your
enrollment application.

write
to each MAC to which you send Part B claims telling them that in
Medicare effective January 1, 2022. This written notice must be postmarked before December 31,
2021.

anything.

More Information:

Review our provider enrollment resources and learn about the electronic Medicare enrollment
system and the Provider Enrollment Chain and Ownership System (PECOS)
For questions about participating, find your MAC's website.

NATIONAL PLAN AND PROVIDER ENUMERATION SYSTEM (NPPES) TAXONOMY:

Please check your data in NPPES and confirm that it still correctly reflects you as a health care
provider and correctly reflects your current practice address. There is increased focus on the National
Provider Identifier (NPI) as a health care provider identifier for program integrity purposes. Incorrect
taxonomy data in NPPES may lead to unnecessary inquiries about your credentials, as it may appear to
Medicare oversight authorities that you may not be lawfully prescribing Part D drugs. Comprehensive
information about how the NPI rule pertains to prescribers may be obtained here.

YOUR FLU & COVID-19 VACCINE RECOMMENDATIONS ARE CRITICAL:

As a health care provider, please recommend and remind your patients to get flu and COVID-19
vaccines. Research shows that most adults believe vaccines are important, and they are more likely to
get vaccines if their provider recommends it.
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More Information:

Flu: visit cms.gov/flu-provider
COVID-19: visit cms.gov/covidvax-provider

QUALITY PAYMENT PROGRAM 2022 UPDATES:

Updates to the Quality Payment Program (QPP) for 2022 focus on ensuring your patients get the care
they need which is our top priority at CMS as we continue to confront COVID-19.

Merit-based Incentive Payment System (MIPS)
To meet the requirements of the statute CY 2022 MIPS performance
period/2024 MIPS payment year the:

Performance threshold using the mean final score from the CY 2017 MIPS performance
period/ 2019 MIPS payment year, which results in a performance threshold of 75 points.
Additional performance threshold at 89 points, which is the 25th percentile of the actual final
scores from the CY 2017 MIPS performance period/2019 MIPS payment year at or above 75
points.

For the CY 2022 MIPS performance period/2024 MIPS payment year, the performance category
weights (specified in statute and codified in prior rulemaking) are:

30% for the quality performance category
30% for the cost performance category
15% for the improvement activities performance category
25% for the promoting interoperability performance category

ing performance period benchmarks (or a
different baseline period) for scoring quality measures.

the definition of a MIPS eligible clinician to include clinical social workers and certified nurse mid-
wives.

MIPS Value Pathways (MVPs)
. As we progress

anges on MVPs. There
will be 7 MVPs available, beginning with the CY 2023 MIPS performance period, that align with the
following clinical topics:

1. Rheumatology
2. Stroke Care and Prevention
3. Heart Disease
4. Chronic Disease Management
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5. Emergency Medicine
6. Lower Extremity Joint Repair
7. Anesthesia

Each MVP will include complementary measures and activities that:

Support patient-centered care; and
Emphasize the importance of patient outcomes, population health, health equity (including
measures and activities that assess health disparities and socioeconomic factors),
interoperability, and reduced reporting burden for clinicians.

Furthermore, because we want to provide clinicians and third-party intermediaries the time they need
to review requirements, update workflows, and prepare their systems as needed to report MVPs, we
are implementing MVPs gradually.

Alternative Payment Model (APM) Performance Pathway (APP)
In response to Accountable Care Organizations (ACOs ) concerns regarding the transition to
reporting on electronic clinical quality measures (eCQMs)/MIPS CQM quality measures, which
require the submission of all-
Shared Savings Program ACOs eCQMs/MIPS CQM quality measure reporting by extending the CMS
Web Interface as an option for 2 years.

Find Out More

To find out more about 2022 program updates, view the Final Rule resources on the QPP Resource
Library.

OPIOID OVERDOSE:

Opioid overdose remains an urgent public health crisis. Continued prescriber awareness and
engagement are crucial to reversing this trend. CMS encourages the following to help combat this
epidemic:

If you are contacted by a Medicare prescription drug plan or pharmacy about the opioid use of
one of your patients, please respond in a timely manner with your feedback and expertise to
help ensure the safe use of these products and avoid disruption of medically necessary therapy;
If your patient has opioid use disorder (OUD), consider whether they may benefit from
medication-assisted treatment (MAT), which is covered under Medicare Parts B and D;
Consider co-prescribing naloxone when prescribing opioids to your patients in accordance with
guidelines and laws; and

Drug Monitoring Program before prescribing controlled
substances.

CMS has implemented several policies to assist Medicare prescription drug plans in identifying and
managing potential prescription drug abuse or misuse involving Medicare beneficiaries in their plans.
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These interventions often address situations where a patient may attempt to obtain prescription opioids
from multiple prescribers and/or pharmacies, which may be be unaware that others are prescribing or
dispensing for the same patient.

If your patient taking opioids is under review by a Medicare Part D drug management program, the
plan may offer you tools to help you manage the patient. These tools may include limiting the
pat
specific pharmacy that the patient may generally choose. In addition, the plan may
opioid coverage to the specific amount you state is medically necessary.

To facilitate safer opioid prescribing, Medicare drug plans also may trigger opioid safety alerts for
certain patients at the time of dispensing that require pharmacists to conduct additional review, which
may require consultation with the prescriber to ensure that a prescription is appropriate before it can be
filled. If the pharmacy cannot fill the prescription as written, you may contact the plan and ask for a

The plan will notify you of its decision within the
required adjudication timeframes. You can also request an expedited or standard coverage
determination in advance of prescribing an opioid; you only need to attest to the Medicare prescription
drug plan that the cumulative le
your patient.

The drug management programs and safety alerts generally do not apply to residents of long-term care
facilities, those in hospice care, patients receiving palliative or end-of-life care, and patients with
sickle cell disease or being treated for active cancer-related pain. These policies should also not

These policies are not prescribing limits. CMS understands that clinician decisions regarding opioid
prescribing including dosing, tapering, or discontinuation of prescription opioids are carefully
individualized between you and your patients.

Additional information on the Medicare Part D opioid overutilization policies is available here.
Information about the Medicare Part B Opioid Treatment Program (OTP) benefit under Medicare Part
B, is available here.

ELECTRONIC PRIOR AUTHORIZATION:

Pursuant to a final rule promulgated by CMS in late 2020, beginning January 1, 2022, Medicare Part D
plans will be required to support the National Council for Prescription Drug Programs (NCPDP)
SCRIPT standard version 2017071 for electronic prior authorization. The new electronic prior
authorization transactions are part of the widely-used electronic prescribing (ePrescribing) standard,
which will allow prescribers to see if a drug is subject to prior authorization while they are prescribing
it. These new transactions will allow a prescriber to satisfy any prior authorization requirements at the
time of prescribing or consider an alternative drug. This regulatory change helps ensure that there are
secure electronic transactions between prescribers and Part D plan sponsors, and that patients will not
experience delays when picking up their prescriptions.

More information about this requirement is available in the Final Rule available here.
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COGNITIVE ASSESSMENT & CARE PLAN SERVICES (CPT Code 99483):

Do you have a patient with a cognitive impairment? Medicare covers a separate visit for a cognitive
assessment so you can more thoroughly evaluate cognitive function and help with care planning.

If your patient shows signs of cognitive impairment at an Annual Wellness Visit or other
routine visit, you may perform this more detailed cognitive assessment and develop a care plan
Any clinician eligible to report evaluation and management (E/M) services can offer this
service, including: physicians (MD and DO), nurse practitioners, clinical nurse specialists, and
physician assistants

Get details on Medicare coverage requirements and proper billing at cms.gov/cognitive.

THE MEDICARE LEARNING NETWORK® (MLN):

The MLN offers free educational materials for health care providers on CMS programs, policies, and
initiatives. Visit the MLN homepage for information, and subscribe to an electronic mailing list for
the latest Medicare news.

The Medicare Learning Network®, MLN Connects®, and MLN Matters® are registered trademarks
of the U.S. Department of Health & Human Services (HHS).
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The RRB-Contracted Specialty Medicare Administrative Contractor (RRB SMAC)
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Augusta, GA 30999-0001

October 2021

2 - 34

Ve
rsi

on
 0

2/
15

/2
02

3 

Ch
ec

k f
or

 U
pd

at
es



Disclaimer

The contents of the Railroad Medicare Quick Reference Guide
are subject to change without notice. Please visit our website for
the most current updates at www.PalmettoGBA.com/RR

CPT codes, descriptors and other data only are copyright 2020
American Medical Association. All rights reserved. Applicable
FARS/DFARS apply.
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GETTING STARTED WITH RAILROAD

MEDICARE

Palmetto GBA is the Railroad Retirement Board Specialty Medicare Administrative Contractor (RRB
SMAC) and processes Part B claims for Railroad Retirement beneficiaries nationwide. All RRB SMAC
Part B claims are processed by Palmetto GBA in Augusta, Georgia.

Because we are independent from the local Part B Medicare Administrative Contractors (MACs),
there are many important things to remember when billing Railroad Medicare. This guide is designed
to help you get started with Railroad Medicare and to clarify how billing to us, while different, can
be easy and successful.

How Can I Tell if a Patient Has Railroad Medicare?

The Medicare Beneficiary Identifier (MBI) numbers assigned to people with Railroad Medicare are not
distinguishable from other MBIs. The Medicare card of a person with Railroad Medicare is unique, as seen
below, with the RRB logo in the upper left corner and “Railroad Retirement Board” at the bottom.

If you verify a patient’s eligibility electronically, CMS will return a message on the eligibility transaction
response for a Fee-For-Service (FFS) Railroad Medicare patient’s MBI inquiry that will read “Railroad
Retirement Medicare Beneficiary” in 271 Loop 2110C, Segment MSG.

If you verify a patient’s eligibility using an MBI in the Palmetto GBA eServices online provider portal, the
portal will return the “Railroad Retirement Medicare Beneficiary” message in the Additional Information
field of the Eligibility sub-tab. See page 27 of this guide for more information about eServices.

Where do I file other types of claims for Railroad Medicare patients?

Part A Hospital and Skilled Nursing Facility Claims - The jurisdictional A/B MACs process
hospital facility claims for both Medicare and Railroad Medicare beneficiaries.
Home Health and Hospice Claims - The jurisdictional Home Health and Hospice (HHH) MACs
process home health and hospice claims for both Medicare and Railroad Medicare beneficiaries.
Durable Medical Equipment Claims - The jurisdictional DME MACs process claims for Durable
Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS) items for both Medicare and
Railroad Medicare beneficiaries. See the CMS annual DMEPOS Jurisdiction Lists at
https://www.cms.gov/Center/Provider-Type/Durable-Medical-Equipment-DME-Center. Bill items
listed as under DME MAC jurisdiction to your local DME MAC. Bill items listed as under Part B
MAC jurisdiction to Palmetto GBA Railroad Medicare for Railroad Medicare beneficiaries.

You can use the CMS MAC Website List to find website and contact information for the jurisdictional
MACs - https://www.cms.gov/Medicare/Medicare-Contracting/FFSProvCustSvcGen/MAC-Website-List.
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PROVIDER ENROLLMENT

Providers must be enrolled with their local Part B Medicare Administrative Contractors (MACs)
before requesting a Railroad Medicare Provider Transaction Access Number (PTAN). If you are a
Medicare-enrolled provider, you are eligible to render services for a Railroad Medicare
beneficiary, but you must be assigned a Railroad Medicare PTAN before Railroad Medicare can
process your claims.

Once you are enrolled with your local MAC, you can request a Railroad Medicare PTAN in one
of the following ways:

Electronic Submitters

Change Request (CR) 3440 mandates that all providers submit claims electronically. Only providers that
meet the exceptions listed in CR 3440 can be granted a waiver to submit paper claims. You must have a
Railroad Medicare PTAN before you can submit claims electronically to Railroad Medicare. Please do
not submit any electronic claims or a Railroad Medicare Electronic Data Interchange (EDI) Enrollment
form until you have received your Railroad Medicare PTAN.

Once you have a pending claim for a Railroad Medicare patient, you may request a Railroad Medicare
PTAN using our Railroad Medicare PTAN Lookup and Request Tool at
www.PalmettoGBA.com/RR/PTAN. Provider Enrollment will not accept telephone requests or written
requests to enroll a provider.

PTAN Lookup and Request Tool

The PTAN Lookup and Request Tool first validates the provider identification information you enter —
local Part B MAC PTAN, National Provider Identifier (NPI) and Tax Identification Number (TIN)
— against enrollment information in our files. If a match is found, the tool retrieves and releases the
Railroad Medicare PTAN. If a match is not found, the tool gives providers the option to request a new
Railroad Medicare PTAN. If you choose to request a new PTAN, the tool will then validate the provider
identification information you entered against your enrollment record with your local Part B Medicare
Administrative Contractor (MAC). Because Railroad Medicare’s enrollment records will match what
your local MAC has on file, please make sure your enrollment information is current with your MAC
before requesting a Railroad Medicare PTAN.

If a match can be found, the PTAN assignment process begins. The PTAN Tool will assign and release
most new PTANs the day they are requested. Some requests may require research and you will be
advised to return to the tool after 30 days to retrieve the new PTAN. Do not submit additional requests
for the same provider. The tool will provide you with a reference number and a pdf of your request.

After we assign a new PTAN, we will also send you a letter detailing your Railroad Medicare PTAN
data. The letter will be sent to the pay-to address that is on the provider’s Part B MAC enrollment record.

NOTE: If the provider information entered on the PTAN Tool does not match your local Part B MAC’s
files, you will receive a message informing you that the request cannot be completed.
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PROVIDER ENROLLMENT, CONTINUED

PTAN Lookup and Request Tool Quick Reference

What do you want to do? Enter the following provider identification elements
Look up an existing Railroad PTAN assigned to the individual provider by the local
Medicare PTAN for an individual Part B MAC
provider or supplier (physician, Individual NPI
non-physician practitioner, Last 5-digits of Tax Identification Number (TIN)*
ambulance, laboratory, ambulatory
surgical center, etc.)

*If the provider is enrolled with their Part B MAC under a
Social Security Number (SSN), please contact the RRB
SMAC PCC for assistance

If you are employed by a clearinghouse or third-party biller,
you must contact the provider to obtain the Railroad Medicare
PTAN.

Look up an existing Railroad PTAN assigned to the group/practice by the local Part B
Medicare PTAN for a MAC
group/practice Group/practice NPI

Last 5-digits of Tax Identification Number (TIN)

If you are employed by a clearinghouse or third-party biller,
you must contact the provider to obtain the Railroad Medicare
PTAN.

Request a new Railroad Medicare PTAN assigned to the individual provider by the local
PTAN for an individual provider Part B MAC
(physician, non-physician Individual NPI*

practitioner, ambulance, laboratory, Last 5-digits of Tax Identification Number (TIN)**

ambulatory surgical center, etc.) * If the provider’s Part B MAC PTAN is linked to multiple
NPIs, please contact the RRB SMAC PCC for assistance
**If the provider is enrolled with their Part B MAC under a
Social Security Number (SSN), please contact the RRB
SMAC PCC for assistance.

Request a new Railroad Medicare
PTAN for a group

Please do not attempt to request a new Railroad Medicare
PTAN for a group/practice. A group PTAN will be created
when a PTAN is assigned to the first group member.

If you need assistance using the PTAN Lookup and Request Tool, please call our Provider Contact
Center at 888-355-9165 for assistance. Choose option 3 for Provider Enrollment and then choose option
0 to speak with a Provider Enrollment Specialist.

For Paper Submitters

Providers that meet the CMS requirements to be waived from filing electronically have the option to
submit their initial CMS-1500 (02/12) claim form to Railroad Medicare to obtain a PTAN. Once a claim
has been received, we will obtain your enrollment information from your local Part B MAC and issue a
Railroad Medicare PTAN if the provider information on the claim can be verified. Before submitting a
claim to Railroad Medicare, please make sure that the provider information submitted on the claim
matches the enrollment information on file with your local MAC. This includes the TIN in Item 25 and
the legal business name and payment address in Item 33. If the claim information is incomplete or
cannot be verified, you will receive a letter informing you the request cannot be completed.
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PROVIDER ENROLLMENT, CONTINUED

MAKING CHANGES TO AN EXISTING RAILROAD MEDICARE PTAN

Please complete all changes with your local MAC first. Once you have received confirmation
that the provider’s record has been updated by your MAC, please allow 7-14 business days
before sending notification to Railroad Medicare.

Submit changes in writing on your provider/practice letterhead to our Provider Enrollment unit.
Provider Enrollment will not accept telephone requests to update a record.

Please include the following information:
Provider’s name
Railroad Medicare PTAN
NPI
Tax Identification Number
Contact information
Explanation of the change

Billing address – Include new billing address
Practice address – Include new practice address
Practice name – Include new practice name
Provider's name – Include provider’s new name
Provider retired – Include date provider retired
Provider left group – Include date provider left group

Copy of Part B MAC notice confirming change has been completed

Fax the request to 803-382-2415 or mail the request to:

Palmetto GBA Railroad Medicare
Attention: Provider Enrollment
PO Box 10066
Augusta, GA 30999

NOTE: If at any time your enrollment status with your local Part B MAC changes (such as failure to
revalidate, provider revocations, provider suspensions, etc.), the same activity will occur with your Railroad
Medicare PTAN
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 Form CMS-855O Processing Guide 
 
 

MLN Matters Number: MM10355 

Related CR Release Date: February 23, 2018 

Related CR Transmittal Number: R773PI 

Related Change Request (CR) Number: 10355 

Effective Date: March 23, 2018 

Implementation Date: March 23, 2018

 
PROVIDER TYPE AFFECTED 
 
This MLN Matters Article is intended for eligible ordering, certifying physicians, and other eligible 
professionals who order or certify items or services for Medicare beneficiaries.    
 
PROVIDER ACTION NEEDED 
 
Change Request (CR) 10355 adds, to the Medicare Program Integrity Manual, a 
supplementary guide that educates physicians and other eligible professionals on the 
preparation and submission of the Centers for Medicare & Medicaid Services form 
(CMS)-855O. The CR does not involve any legislative or regulatory policies 
 
BACKGROUND 
 
Most physicians and eligible professionals (as defined in section 1848(K)(3)(B) of the Social 
Security Act) enroll in the Medicare program to be reimbursed for the covered services they 
furnish to Medicare beneficiaries.  However, with the implementation of Section 6405 of the 
Affordable Care Act, the Centers for Medicare & Medicaid Services (CMS) requires certain 
physicians and eligible professionals to enroll in the Medicare program not for reimbursement 
for furnishing services, but rather for the sole purpose of ordering, or certifying, items or services 
for Medicare beneficiaries.  
 
The providers who may enroll in Medicare solely for the purpose of ordering and certifying 
include those who are: 
 
 Doctors of Medicine or Osteopathy 
 Doctors of Dental Medicine 
 Doctors of Dental Surgery 
 Doctors of Podiatric Medicine 
 Doctors of Optometry 
 Physician Assistants 
 Certified Clinical Nurse Specialists 
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 Nurse Practitioners 
 Clinical Psychologists 
 Certified Nurse Midwifes 
 Clinical Social Workers 
 Licensed Residents (as defined in 42 C.F.R. section 413.75(b)) in an approved medical 

residency program 
 Retired Physicians who are licensed 

 
These providers can enroll for the sole purpose of ordering or certifying items or services for 
Medicare beneficiaries by completing the Form CMS-855O via paper or the Internet-based 
Provider Enrollment, Chain and Ownership System (PECOS) process. To obtain additional 
information on Internet-based PECOS, refer to http://www.cms.gov/Medicare/Provider-
Enrollment-and-Certification/MedicareProviderSupEnroll/InternetbasedPECOS.html.  
 
CR10355 adds a new supplemental guide to the Medicare Program Integrity Manual titled:  
Processing the CMS-855O Medicare Enrollment Application – Enrollment for Eligible Ordering, 
Certifying Physicians, and Other Eligible Professionals.  This supplementary guide has been 
developed to educate providers and suppliers on the preparation and submission of the form 
CMS-855O.  
 
ADDITIONAL INFORMATION 
 
The official instruction, CR10355, issued to your MAC regarding this change, is available at 
https://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/2018Downloads/R773PI.pdf.  You will find the Form CMS-
855O Processing Guide as an attachment to this CR. 
 
If you have any questions, please contact your MAC at their toll-free number. That number is 
available at https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-
Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/ 
 
DOCUMENT HISTORY 
 

Date of 
Change Description 

February 23, 
2018 

Initial article released 

 
Disclaimer: This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 
may contain references or links to statutes, regulations, or other policy materials. The information provided is only intended to be a 
general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to review the 
specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents. CPT only copyright 
2016 American Medical Association. All rights reserved. 
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Disclaimer 
This article was prepared as a service to the public and is not intended to grant rights or impose obligations.  This article may contain references or links to statutes, regulations, or other 
policy materials.  The information provided is only intended to be a general summary.  It is not intended to take the place of either the written law or regulations.  We encourage readers 

to review the specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents. 

Page 1 of 3 

 
Related Change Request (CR) #: N/A         MLN Matters Number: SE0528 
Related CR Release Date: N/A 

CMS Announces the National Provider Identifier (NPI) Enumerator Contractor and 
Information on Obtaining NPIs 
This article was revised on May 7, 2007, to add the statement that Medicare FFS has announced a 
contingency plan regarding the May 23, 2007, implementation of the NPI. For some period after May 23, 
2007, Medicare FFS will allow continued use of legacy numbers on transactions; accept transactions with 
only NPIs; and accept transactions with both legacy numbers and NPIs. For details of this contingency 
plan, see the MLN Matters article, MM5595, at 
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM5595.pdf on the CMS website. 

Provider Types Affected 

All health care providers - Medicare and non-Medicare 

Provider Action Needed 

Learn about the NPI and how and when to apply for one. 

Background 

The Centers for Medicare & Medicaid Services (CMS) is pleased to announce the 
availability of a new health care identifier for use in the HIPAA standard 
transactions. 
The Health Insurance Portability and Accountability Act of 1996 (HIPAA) 
mandated that the Secretary of Health and Human Services adopt a standard 
unique health identifier for health care providers.  On January 23, 2004, the 
Secretary published a Final Rule that adopted the National Provider Identifier 
(NPI) as this identifier.   
The NPI must be used by covered entities under HIPAA (generally, health plans, 
health care clearinghouses, and health care providers that conduct standard 
transactions). The NPI will identify health care providers in the electronic 
transactions for which the Secretary has adopted standards (the  standard 
transactions) after the compliance dates. These transactions include claims, 
eligibility inquiries and responses, claim status inquiries and responses, referrals, 
and remittance advices. 
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Disclaimer 
This article was prepared as a service to the public and is not intended to grant rights or impose obligations.  This article may contain references or links to statutes, regulations, or other 
policy materials.  The information provided is only intended to be a general summary.  It is not intended to take the place of either the written law or regulations.  We encourage readers 

to review the specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents. 

Page 2 of 3 

The NPI will replace health care provider identifiers that are in use today in 
standard  transactions.  Implementation of the NPI will eliminate the need for 
health care providers to use different identification numbers to identify themselves 
when conducting HIPAA standard transactions with multiple health plans.   
All health plans (including Medicare, Medicaid, and private health plans) and all 
health care clearinghouses must accept and use NPIs in standard transactions by 
May 23, 2007 (small health plans have until May 23, 2008).  After those 
compliance dates, health care providers will use only their NPIs to identify 
themselves in standard transactions, where the NPI is required. 

Important Note: While you are urged to apply for an NPI beginning May 23, 
2005, the Medicare program is not accepting the NPI in standard transactions 
yet.  Explicit instructions on time frames and implementation of the NPI for 
Medicare billing will be issued later in 2006.  

NPI Enumerator Contract Awarded 
Recently, the CMS announced the selection of Fox Systems, Inc. as the 
contractor, to be called the Enumerator, to perform the support operations for the 
NPI project. 
Fox Systems, Inc. will process NPI applications from health care providers and 
operate a help desk to assist health care providers in obtaining their NPIs.    
Who may apply for the NPI? 

All health care providers including individuals, such as physicians, dentists, 
and pharmacists, and organizations, such as hospitals, nursing homes, 
pharmacies, and group practices are eligible to apply for and receive an NPI. 
Note: All health care providers who transmit health information electronically 
in connection with any of the HIPAA standard transactions are required by the 
NPI Final Rule to obtain NPIs. This is true even if they use business 
associates such as billing agencies to prepare the transactions. 

The NPI Application Process 
Health care providers may begin applying for an NPI on May 23, 2005.  Once the 
process begins, it will be important to apply for your NPI before the  
compliance date of May 2007 because health plans could require you to use your 
NPI before that date. 
You will be able to apply for your NPI in one of three ways: 
1. You may apply through an easy-to-use Web-based application process, 

beginning May 23, 2005.  The web address will be 
https://nppes.cms.hhs.gov, but please note -- the web site is not 
available until May 23, 2005. 

2. Beginning July 1, 2005, you may complete a paper application and send it to 
the Enumerator.  A copy of the application, including the Enumerator’s mailing 
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Related Change Request #: N/A                                MLN Matters Number: SE0528 
 

address (where you will send it) will be available on 
https://nppes.cms.hhs.gov or you can call the Enumerator to receive a copy.  
The phone number is 1-800-465-3203 or TTY 1-800-692-2326. But 
remember, paper applications may not be submitted until July 1, 2005. 

3. With your permission, an organization may submit your application in an 
electronic file.  This could mean that a professional association, or perhaps a 
health care provider who is your employer, could submit an electronic file 
containing your information and the information of other health care providers. 
This process will be available in the fall of 2005.  

You may apply for an NPI using only one of these methods.  When gathering 
information for your application, be sure that all of your information, such as your 
social security number and the Federal Employer Identification Number, are 
correct.  Once you receive your NPI, safeguard its use.   
If all information is complete and accurate, the Web-based process could result in 
you being issued a number within minutes.  If there are problems with the 
information received, it could take longer .  The paper application processing time 
is more difficult to estimate, depending on the information supplied in the 
application, the workload, and other factors. 
The transition from existing health care provider identifiers to NPIs will occur over 
the next couple of years.  Each health plan with which you conduct business, 
including Medicare, will notify you when it will be ready to accept NPIs in standard 
transactions like claims.  You can expect to hear about the importance of applying 
for an NPI from a variety of sources.  Be clear that you only have to apply for, and 
acquire, one NPI.  Your unique NPI will be used for all standard transactions, 
Medicare and non-Medicare. 
Please be particularly aware that applying for an NPI does not replace any 
enrollment or credentialing processes with any health plans, including Medicare. 

Additional Information 

For additional information on NPIs:  
Visit http://www.cms.hhs.gov/HIPAAGenInfo/01_Overview.asp#TopOfPage on 
the CMS website. 
Beginning May 23, 2005, visit https://nppes.cms.hhs.gov or call the Enumerator 
at 1-800-465-3203 or TTY 1-800-692-2326.  
For HIPAA information, you may call the HIPAA Hotline: 1-866-282-0659, or write 
to AskHIPAA@cms.hhs.gov on the web. 

Disclaimer 
This article was prepared as a service to the public and is not intended to grant rights or impose obligations.  This article may contain references or links to statutes, regulations, or other 
policy materials.  The information provided is only intended to be a general summary.  It is not intended to take the place of either the written law or regulations.  We encourage readers 

to review the specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents. 
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MEDICARE PROVIDER ENROLLMENT

WHAT’S CHANGED?

Beginning January 1, 2022, CMS will waive Medicare Diabetes Prevention Program (MDPP)
supplier application fee

Updated 2022 Enrollment Application Fee

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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Print this section

APPLICATION FEE

Physicians, non-physician practitioners (NPPs), physician organizations, and non-physician
organizations don’t pay an application fee.

Institutional providers and suppliers like Durable Medical Equipment, Prosthetics, Orthotics, and
Supplies (DMEPOS) suppliers and Opioid Treatment Programs (OTPs), in general, pay an
application fee when enrolling, re-enrolling, revalidating, or adding a new practice location.

Verify which providers pay a fee and when, using the 
.

Application Fee Requirements for
Institutional Providers (https://www.cms.gov/files/document/applicationfeerequirementmatrixpdf)

How to Pay the Application Fee⤵
Whether you apply for Medicare enrollment online or use the paper application, you must pay
the application fee online:

 During the application process, Provider Enrollment, Chain, and
Ownership System (PECOS) prompts you to pay the application fee
Online PECOS Application:

 Go to the 
 webpage to submit the application fee online

CMS Paper Application: Medicare Provider Application Payment (https://pecos.cms.hh
s.gov/pecos/feePaymentWelcome.do)

Hardship Exception⤵
You may request a hardship exception when submitting your Medicare enrollment application via
either PECOS or CMS paper form. You must submit a written request with supporting
documentation with your enrollment that describes the hardship and justifies an exception
instead of paying the application fee. CMS grants exceptions on a case-by-case basis.

MACs don’t process applications without the proper application fee payment or an approved
hardship exception.

ENROLLMENT APPLICATION FEE

The  enrollment application fee is .2022 $631

The  webpage has more
information.

Medicare Application Fee (https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do)

Beginning January 1, 2022, CMS no longer requires enrolling Medicare Diabetes Prevention
Program (MDPP) suppliers to pay the provider enrollment application fee.

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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NOTE

If you don’t pay the fee or submit a hardship exception request, your MAC sends a letter allowing
you 30 days to pay the fee. If you don’t pay the fee on time, the MAC may reject or deny your
application or revoke billing privileges as appropriate.

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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Print this section

ENROLLMENT

Health care providers must enroll in the Medicare Program to get paid for providing covered
services to Medicare patients. Learn how to determine if you’re eligible to enroll and how to do it.

Who Are Institutional Providers?⤵
Medicare lists institutional providers on the 

.
Institutional providers include:

Medicare Enrollment Application: Institutional
Providers (Form CMS-855A) (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855a.pdf)

Community Mental Health Centers (CMHCs)

Comprehensive Outpatient Rehabilitation Facilities (CORFs)

Critical Access Hospitals (CAHs)

End-Stage Renal Disease (ESRD) Facilities

Federally Qualified Health Centers (FQHCs)

Histocompatibility Laboratories

Home Health Agencies (HHAs)

Hospice Organizations

Hospitals

Indian Health Service (IHS) Facilities

Organ Procurement Organizations

Opioid Treatment Programs (OTPs)*

Outpatient Physical Therapy/Occupational Therapy/Speech Pathology Services

Religious Non-Medical Health Care Institutions

Rural Health Clinics (RHCs)

Skilled Nursing Facilities (SNFs)

* OTPs are institutional providers and pay an application fee; however, they use 
 to enroll.

Form
CMS-855B (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/cms855b.pdf)

Who Are Part B Suppliers?⤵
Physicians, Non-Physician Practitioners (NPPs), clinics/group practices, and specific suppliers
who can enroll as Medicare Part B providers, defined in enrollment Forms CMS-855I (https://www.c

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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 and 
.

ms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms855i.pdf) CMS-855B (https://www.cms.gov/Medicare/
CMS-Forms/CMS-Forms/Downloads/cms855b.pdf)

Physicians/NPPs/Suppliers (Form
CMS-855I)

Anesthesiology Assistants

Audiologists

Certified Nurse-Midwives

Certified Registered Nurse
Anesthetists

Clinical Nurse Specialists

Clinical Social Workers

Mass Immunization Roster Billers,
individuals

Nurse Practitioners

Occupational/Physical Therapists in
private practice

Physicians (Doctors of Medicine or
Osteopathy, Doctors of Dental
Medicine; Dental Surgery; Podiatric
Medicine; Chiropractic Medicine or
Optometry)

Physician Assistants

Psychologist, Clinical

Psychologists billing independently

Registered Dietitians or Nutrition
Professionals

Speech-Language Pathologists

Clinics/Group Practices and Specific
Suppliers (Form CMS-855B)

Ambulance Service Suppliers

Ambulatory Surgical Centers (ASCs)

Clinics/Group Practices

Hospital Department(s)

Home Infusion Therapy Suppliers

Independent Clinical Laboratories

Independent Diagnostic Testing
Facilities (IDTFs)

Intensive Cardiac Rehabilitation
Suppliers

Mammography Centers

Mass Immunization Roster Billers,
entities

Opioid Treatment Programs (OTPs)

Pharmacy

Physical/Occupational Therapy Group
in Private Practice

Portable X-ray Suppliers

Radiation Therapy Centers

If you don’t see your provider type listed, contact your MAC’s provider enrollment center before
submitting a Medicare enrollment application. For your state’s MAC contact information, refer to
the 

.
Medicare Fee-For-Service Provider Enrollment Contact List (https://www.cms.gov/Medicare/Provider-

Enrollment-and-Certification/MedicareProviderSupEnroll/Downloads/contact_list.pdf)

WHO IS AN NPP?

NPPs include nurse practitioners, clinical nurse specialists, and physician assistants who practice
with or under the supervision of a physician.

MEDICARE DIABETES PREVENTION PROGRAM (MDPP) SUPPLIERS

MDPP suppliers must use 
 to enroll in the Medicare Program.

Form CMS-20134 (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloa
ds/CMS20134.pdf)

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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Provider and Supplier Organizations⤵
Medicare provider and supplier organizations have business structures, such as corporations,
partnerships, Professional Associations (PAs), or Limited Liability Companies (LLCs) that meet
the “provider” and “supplier” definitions. Provider and supplier organizations don’t include
organizations the IRS defines as sole proprietorships.

Examples of provider and supplier organizations include:

Hospitals

Medical group practices and clinics

Portable X-Ray Suppliers (PXRSs)

ASCs

Hospices

SNFs

You must have a provider or supplier Employer Identification Number (EIN) to enroll in Medicare.
An EIN is the same as the provider or supplier organization’s IRS-issued Taxpayer Identification
Number (TIN).

Decide If You Want to Be a Medicare Part B Participating Provider⤵
Medicare “participation” means you agree to accept claims assignment for all Medicare-covered
services to your patients. By accepting assignment, you agree to accept Medicare-allowed
amounts as payment in full. You may not collect more from the patient than the 

. The Social
Security Act says you must submit patient Medicare claims whether you participate or not.

Medicare
deductible and coinsurance or copayment (https://www.medicare.gov/your-medicare-costs)

To participate as a Medicare Program provider or supplier, submit the 

 upon initial enrollment. You’ve 90 days after your initial enrollment approval
letter is sent to decide if you want to be a participating provider or supplier. The only other time
you may change your participation status is during the open enrollment period, generally from
mid-November through December 31 of each year.

Medicare Participating
Physician or Supplier Agreement (Form CMS-460) (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms
/Downloads/CMS460.pdf)

Participating Provider or Supplier Non-Participating Provider or
Supplier

SOLE PROPRIETORSHIPS AND DISREGARDED ENTITIES

For more information about “sole proprietorships” and “disregarded entities,” refer to the 

, respectively.

Medicare
Program Integrity Manual Chapter 15, Section 15.2 (A) and 15.5.5 (5)(i) (https://www.cms.gov/Regulations
-and-Guidance/Guidance/Manuals/Downloads/pim83c15.pdf#page=11)

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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Medicare pays 5% more to
participating physicians and other
suppliers

Because these are assigned claims,
Medicare pays you directly

Medicare forwards claim information
to Medigap (Medicare supplement
coverage) insurers

Medicare pays 5% less to non-
participating physicians and other
suppliers

You can’t charge the patient more
than the limiting charge, 115% of the
Medicare Physician Fee Schedule
amount

You may accept assignment on a
case-by-case basis

You have limited appeal rights

For more information, refer to the 
.

Medicare Claims Processing Manual, Chapter 12 (https://www.cm
s.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c12.pdf)

Step 1: Get a National Provider Identifier (NPI)

 Apply for an NPI in 1 of 3
ways:
You must get an NPI before enrolling in the Medicare Program.

1.  Get an  user account. Then
apply in the 
for an NPI.

Online Application: I&A System (https://nppes.cms.hhs.gov/IAWeb)
National Plan and Provider Enumeration System (NPPES) (https://nppes.cms.hhs.gov)

2.  Complete, sign, and mail the 
 paper

application to the address on the NPI Enumerator form. To request a hard copy application,
call 1-800-465-3203, TTY 1-800-692-2326, or email 

.

Paper Application: NPI Application/Update Form (Form
CMS-10114) (https://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS10114.pdf)

customerservice@npienumerator.com (ma
ilto:customerservice@npienumerator.com)

3.  Apply for 
 access and upload your own comma-separated values (CSV)

files.

Bulk Enumeration: Electronic File Interchange (EFI) (https://nppes.cms.hhs.gov/webhelp/n
ppeshelp/EFI%20HELP%20PAGE.html)

NOT SURE IF YOU HAVE AN NPI?

Search for your NPI on the .NPPES NPI Registry (https://npiregistry.cms.hhs.gov)

MULTI-FACTOR AUTHENTICATION

To better protect your information, CMS started 
 for the

following 4 public facing applications:

I&A System Multi-Factor Authentication (MFA) (http
s://www.cms.gov/Outreach-and-Education/Outreach/NPC/Downloads/2019-07-30-MFA-Presentation.pdf)

I&A (started September 2019)

NPPES (started December 2019)

PECOS and EHR will require MFA soon

Medicare Provider Enrollment - MLN9658742 November 2021 https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Netw...
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Tips to Facilitate the Medicare Enrollment Process

To ensure that your Medicare enrollment application is processed timely, you should:

1. Consider using Internet-based Provider Enrollment, Chain and Ownership System
(PECOS) to enroll or make a change in your Medicare enrollment if it is available for
your provider or supplier type.

The Internet-based PECOS allows physicians and non-physician practitioners to enroll, makea
change in their Medicare enrollment, or view their Medicare enrollment information on filewith
Medicare.

Internet-based PECOS is a scenario-driven application process with front-end editing
capabilities and built-in help screens. The scenario-driven application process will ensure that
physicians and non-physician practitioners complete and submit only the information necessary
to enroll or make a change in their Medicare enrollment record.

All information for Internet- based PECOS can be found by logging on to the Medicare Provider
and Supplier Enrollment webpage (www.cms.gov/MedicareProviderSupEnroll) and clickingon
the Internet-based PECOS link located on navigation menu.

2. Submit the current version of the Medicare enrollment application (CMS-855).

The Centers for Medicare & Medicaid Services (CMS) revised the Medicare enrollment
applications (i.e., CMS-855A, CMS-855I, CMS-855B, CMS-855R and CMS-855POH) in July,
2011 and April, 2016. CMS revised the DMEPOS supplier enrollment application (i.e., CMS-
855S) in May, 2016.

A copy of the Medicare enrollment application can be found
at: http://www.cms.hhs.gov/CMSForms/CMSForms/list.asp

3. Submit the correct application for your provider or supplier type to theMedicare
fee-for-service contractor servicing your State or location.

The Medicare contractor that serves your State or practice location is responsible forprocessing
your enrollment application. Applicants must submit their application(s) to the appropriate
Medicare fee-for-service contractor. A list of the Medicare fee-for-service contractors byState
can be found at https://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/MedicareProviderSupEnroll/Downloads/contact_list.pdf.

4. Submit a complete application.

If you are enrolled in Medicare, but have not submitted a CMS-855 or submitted an application
via the Internet-Based Provider Enrollment Chain and Ownership System (PECOS) for a change
of information or for revalidation, you are required to submit a complete application. Providers
and suppliers should follow the
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instructions for completing an initial enrollment application.

When completing a paper CMS-855 or an application via PECOS for the first time for any
reason, each section of an application must be completed. When reporting a change to your
enrollment information, complete each section listed in Section 1B of the paperCMS-855.

5. Request and obtain your National Provider Identifier (NPI) number before enrolling
or making a change in your Medicare enrollment information.

CMS requires that providers and suppliers obtain their National Provider Identifier (NPI) prior to
enrolling or updating their enrollment record with Medicare.

If you do not have an NPI, please contact the NPI Enumerator at https://nppes.cms.hhs.govor
call the Enumerator at 1-800-465-3203 or TTY 1-800-692-2326.

6. Submit the Electronic Funds Transfer Authorization Agreement (CMS-588) with your
enrollment application, if applicable.

CMS requires that providers and suppliers, who are enrolling in the Medicare program or
making a change in their enrollment data, receive payments via electronic funds transfer.
Reminder: when completing the CMS-588 complete each section.

The CMS-588 must be signed by the authorized official that signed the Medicareenrollment
application.

Note: If a provider or supplier already receives payments electronically and is not making a
change to his/her banking information, the CMS-588 is not required.

If you are a supplier who is reassigning all of your benefits to a group, neitheryou nor
the group is required to receive payments via electronic funds transfer.

7. Submit all supporting documentation.

In addition to a complete application, each provider or supplier is required to submitall
applicable supporting documentation at the time of filing. Supporting documentation includes, if
applicable, an authorization agreement for Electronic Funds Transfer AuthorizationAgreement
(CMS-588).

Note: Only durable medical equipment, prosthetics, orthotics, and supplies (DMEPOS)suppliers
are required to submit the National Provider Identifier notification received from the National
Plan and Provider Enumeration System.

See Section 17 of the CMS-855 for additional information regarding the applicable
documentation requirements.

8. Sign and date the application.

Applications must be signed and dated by the appropriate individuals. Signatures must be
original and in ink (blue preferable). Copied or stamped signatures will not beaccepted.
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9. Respond to fee-for-service contractor requests promptly and fully.

To facilitate your enrollment into the Medicare program, respond promptly and fully toany
request for additional or clarifying information from the fee-for-servicecontractor.

10. Understand how to facilitate the Change of Ownership (CHOW) Process

A Change of Ownership (CHOW) typically occurs when a Medicare provider has been
purchased (or leased) by another organization. The CHOW results in the transfer of the old
owner’s Medicare Identification Number and provider agreement (including any outstanding
Medicare debt of the old owner) to the new owner. The regulatory citation for CHOWs can be
found at 42 C.F.R. 489.18.

As referenced in 42 C.F.R. 424.520(b), changes of ownership or control must be reported
within 30 days of the effective date of the change.

The transfer of corporate stock or the merger of another corporation into the provider
corporation does not constitute a CHOW.

- In the case of an acquisition/merger, the seller/former owner’s Medicare Identification
Number dissolves.

- In a CHOW, the seller/former owner’s provider number typically remains intact and is
transferred to the new owner.

If the Tax Identification number changes, it is typically submitted as a CHOW.
A CHOW generally occurs when the assets of the company are sold.
The purchaser must be willing to accept terms and conditions of the provider agreement.
Purchaser must accept responsibility for ALL liabilities of the current owner.

Seller/Former Owner

Seller/Former Owner must complete and submit the following sections of the CMS 855A
form: 1A, 2F, 13 and 15 or 16.

Seller/Former Owner CMS-855A CHOW application does not require a recommendation for
approval or denial; any recommendations will be based upon the CHOW application received
from the new owner.

Buyer/New Owner

Must complete and submit ALL sections of the CMS 855A form, except 2G and 2H.
Must obtain National Provider Identifier (NPI) before enrolling.
Must submit the Authorization Agreement for Electronic Funds Transfer Form CMS 588

(Electronic Funds Transfer Agreement).

Electronic Funds Transfer (EFT) Payments and CHOWs

If you are already enrolled in Medicare and are not receiving Medicare payments via EFT,
any change to your enrollment information will require you to submit a CMS-588 application.
All future payments will then be made via EFT.

The contractor shall continue to pay the Seller/Former Owner until it receives the tie-in
notice from the Regional Office (RO).
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Additional Documentation Reminders

Must submit a copy of the bill of sale or purchase agreement.
Must submit all appropriate licenses and certifications required by their state.
Must submit IRS document confirming Tax Identification Number.
Must submit Articles of Incorporation.
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regulatory authority, or under the 
Paperwork Reduction Act of 1995 to 
establish the provider or supplier’s 
eligibility to furnish items or services to 
beneficiaries in the Medicare program 
(for example, a medical license or 
business license). 

In § 424.515, we are adopting a 5-year 
revalidation cycle. In adopting a 5-year 
revalidation cycle, we believe that we 
can address the concerns raised during 
the public comment process about fee- 
for-service contractor’s ability to 
continue to process new enrollments 
while also conducting revalidation 
activities. Moreover, we believe that 
extending the revalidation cycle from 3 
years to 5 years will significantly 
decrease the burden on providers and 
suppliers. 

We will contact all providers and 
suppliers directly as to when their 5- 
year revalidation cycle starts beginning 
with those providers and suppliers 
currently enrolled in the Medicare 
program but that have not submitted a 
completed enrollment application. The 
revalidation process would ensure that 
we collect and maintain complete and 
current information on all Medicare 
providers and suppliers and ensure 
continued compliance with Medicare 
requirements. In addition, this process 
further ensures that Medicare 
beneficiaries are receiving items or 
services furnished only by legitimate 
providers and suppliers, and 
strengthens our ability to protect the 
Medicare Trust Funds. 

We will reserve the right to perform 
off cycle (non-routine) revalidations and 
request a provider or supplier to 
recertify as to the accuracy of the 
enrollment information when warranted 
to assess and confirm the validity of the 
enrollment information. Off cycle 
revalidations may be triggered as a 
result of information indicating local 
health care fraud problems, national 
initiatives, fraud investigations, 
complaints from beneficiaries, or other 
reasons that cause us to question the 
integrity of the provider or supplier in 
its relationship with the Medicare 
program. Like routine revalidations, off 
cycle revalidations may or may not be 
accompanied by site visits. 

In § 424.520(b), we are adopting a 
policy that individuals and 
organizations are responsible for 
updating their enrollment information 
to reflect any changes in a timely 
manner. We would define timely as 
meaning within 90 days, with the 
exception of DMEPOS suppliers which 
are currently required to report changes 
of enrollment information within 30 
days, or a change in ownership or 
control of any provider or supplier 

which also must be reported within 30 
days. Failure to do so may result in 
deactivation or even revocation of their 
billing privileges. 

In § 424.525, we are adopting a 
position that if a provider or supplier 
enrolling in the Medicare program for 
the first time fails to furnish complete 
information on the enrollment 
application, or fails to furnish missing 
information or any necessary supporting 
documentation as required by CMS 
under this or other statutory or 
regulatory authority within 60 calendar 
days of our request to furnish the 
information, we would reject the 
provider or supplier’s enrollment 
application. Rejection would not occur 
if the provider or supplier is actively 
communicating with us to resolve any 
issues regardless of any timeframes. 

Upon notification of a rejected 
enrollment application, if the provider 
or supplier still wishes to enroll in the 
Medicare program, they must begin the 
enrollment process over by completing 
and submitting a new enrollment 
application and all applicable 
documentation. Since CMS cannot 
process an incomplete enrollment 
application, we must reject the 
application. Further, we clarify that 
applications that are rejected are not 
afforded appeal rights. 

In § 424.530(a)(2) and § 424.535(a)(2), 
we clarify that no payments will be 
made to any providers or suppliers who 
are excluded from participation in the 
Medicare program under authorities 
found in sections 1128, 1128A, 1156, 
1862, 1867, and 1892 of the Act, or who 
are debarred, suspended or otherwise 
excluded as authorized by the FASA. 
This includes any individual, entity, or 
any provider or supplier that arranges or 
contracts with (by employment or 
otherwise) an individual or entity that 
the provider or supplier knows or 
should know is excluded from 
participation in a Federal health care 
program for the provision of items or 
services for which payment may be 
made under such a program (section 
1128A(a)(6) of the Act), and any 
provider or supplier that has been 
debarred, suspended, or otherwise 
excluded from participation in any 
other Executive Branch procurement or 
nonprocurement programs or activity 
(FASA, section 2455). 

In § 424.530(a)(3), we are adopting the 
position that we may deny enrollment 
in the Medicare program if the provider 
or supplier, or any owner of the 
provider or supplier has been convicted 
of a Federal or State felony offense that 
we determine to be detrimental to the 
best interests of the Medicare program 
or its beneficiaries. This authority is 

afforded to us in many of the HIPAA 
fraud and abuse provisions and section 
4302 of the BBA. In making 
assessments, we are stating that any 
felony convictions within the last 10 
years preceding enrollment or 
revalidation of enrollment. In addition, 
we would consider the severity of the 
underlying offense. 

Felonies that we determine to be 
detrimental to the best interests of the 
Medicare program or its beneficiaries 
include the following: 

• Within the last 10 years preceding 
enrollment or revalidation of 
enrollment, crimes against persons, 
such as murder, kidnapping, rape, 
assault and battery, robbery, and other 
similar crimes for which the individual 
was convicted, including guilty pleas 
and adjudicated pretrial diversions. We 
believe it is reasonable for the Medicare 
program to question the ability of the 
individual or entity with such a history 
to respect the life and property of 
program beneficiaries. 

• Within the last 10 years preceding 
enrollment or revalidation of 
enrollment, financial crimes, such as 
extortion, embezzlement, income tax 
evasion, making false statements, 
insurance fraud and other similar 
crimes for which the individual was 
convicted, including guilty pleas and 
adjudicated pretrial diversions. We 
believe it is reasonable for the Medicare 
program to question the honesty and 
integrity of the individual or entity with 
such a history in providing services and 
claiming payment under the Medicare 
program. 

• Within the last 10 years preceding 
enrollment or revalidation of 
enrollment, any felony that placed the 
Medicare program or its beneficiaries at 
immediate risk, such as a malpractice 
suit that resulted in a conviction of 
criminal neglect or misconduct. 

• Any felonies referred to in section 
1128 of the Act. 

In § 424.530(a)(5), we are adopting a 
position that we may deny enrollment 
when, upon on-site review or other 
reliable evidence, we determine that the 
provider or supplier is not operational 
to furnish Medicare covered items or 
services or is not meeting these 
Medicare enrollment requirements or 
the requirements set forth in the 
enrollment application. 

As outlined in § 424.530(b), if the 
denied provider or supplier appeals the 
decision, and the denial is upheld, that 
provider or supplier may submit a new 
enrollment application after we notify it 
that the original determination was 
upheld. If the provider or supplier did 
not appeal the determination, it may 
submit a new enrollment application 
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As you plan for 2022 and become familiar with the coming changes for the year ahead, we wish to
emphasize the importance and advantages of being a Medicare participating (PAR) provider. We are
pleased that the favorable trend of participation continued into 2021 with a participation rate of 98
percent. We hope that you will continue to be a PAR provider or, if you are non-participating (Non-
PAR), will consider becoming a PAR provider.

This announcement provides information that may be helpful to clinicians in determining whether to
become a Medicare participating provider, or to continue Medicare participation. The Centers for
Medicare & Medicaid Services (CMS) pledges to work with you to put patients first. To do this, we
must empower patients and providers to work together to make health care decisions that are best for
patients. This means providing meaningful information about quality and costs. It also includes
supporting innovative approaches to improving quality, accessibility, and affordability, while finding
the best ways to use innovative technology to support patient-centered care. W
without your involvement. Please visit www.cms.gov to learn more about our efforts to strengthen the
Medicare program.

To ensure broad access to the coronavirus disease 2019 (COVID-19) vaccines, Medicare covers FDA-
approved or authorized vaccines as a preventive service at no cost to your patients. Please review
our set of toolkits for providers, states and insurers to help you provide the vaccines.

WHY BECOME A PARTICIPATING MEDICARE PROVIDER:

All physicians, practitioners and suppliers regardless of their Medicare participation status must
make their calendar year (CY) 2022 Medicare participation decision by December 31, 2021. Those
who want to maintain their current PAR status or Non-PAR status do not need to take any action
during the upcoming annual participation enrollment period. To sign a participation agreement is to
agree to accept assignment for all covered services that you provide to Medicare patients in CY 2022.
The overwhelming majority of physicians, practitioners and suppliers choose to participate in
Medicare each year. During CY 2021, 98 percent of all physicians and practitioners are billing under
Medicare participation agreements.
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If you participate in Medicare and bill for services paid under the Medicare physician fee schedule
(MPFS), your fee schedule amounts are 5 percent higher than if you do not participate. Your
Medicare Administrative Contractor (MAC) publishes an electronic directory of providers that choose
to participate.

WHAT TO DO:

Do you want to participate in Medicare for the 2022 calendar year?

complete the Medicare Participating Physician or Supplier Agreement (CMS-460) and mail a copy to
each MAC

ly enrolling Medicare provider, you can submit the agreement electronically with your
enrollment application.

write
to each MAC to which you send Part B claims telling them that in
Medicare effective January 1, 2022. This written notice must be postmarked before December 31,
2021.

anything.

More Information:

Review our provider enrollment resources and learn about the electronic Medicare enrollment
system and the Provider Enrollment Chain and Ownership System (PECOS)
For questions about participating, find your MAC's website.

NATIONAL PLAN AND PROVIDER ENUMERATION SYSTEM (NPPES) TAXONOMY:

Please check your data in NPPES and confirm that it still correctly reflects you as a health care
provider and correctly reflects your current practice address. There is increased focus on the National
Provider Identifier (NPI) as a health care provider identifier for program integrity purposes. Incorrect
taxonomy data in NPPES may lead to unnecessary inquiries about your credentials, as it may appear to
Medicare oversight authorities that you may not be lawfully prescribing Part D drugs. Comprehensive
information about how the NPI rule pertains to prescribers may be obtained here.

YOUR FLU & COVID-19 VACCINE RECOMMENDATIONS ARE CRITICAL:

As a health care provider, please recommend and remind your patients to get flu and COVID-19
vaccines. Research shows that most adults believe vaccines are important, and they are more likely to
get vaccines if their provider recommends it.
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More Information:

Flu: visit cms.gov/flu-provider
COVID-19: visit cms.gov/covidvax-provider

QUALITY PAYMENT PROGRAM 2022 UPDATES:

Updates to the Quality Payment Program (QPP) for 2022 focus on ensuring your patients get the care
they need which is our top priority at CMS as we continue to confront COVID-19.

Merit-based Incentive Payment System (MIPS)
To meet the requirements of the statute CY 2022 MIPS performance
period/2024 MIPS payment year the:

Performance threshold using the mean final score from the CY 2017 MIPS performance
period/ 2019 MIPS payment year, which results in a performance threshold of 75 points.
Additional performance threshold at 89 points, which is the 25th percentile of the actual final
scores from the CY 2017 MIPS performance period/2019 MIPS payment year at or above 75
points.

For the CY 2022 MIPS performance period/2024 MIPS payment year, the performance category
weights (specified in statute and codified in prior rulemaking) are:

30% for the quality performance category
30% for the cost performance category
15% for the improvement activities performance category
25% for the promoting interoperability performance category

ing performance period benchmarks (or a
different baseline period) for scoring quality measures.

the definition of a MIPS eligible clinician to include clinical social workers and certified nurse mid-
wives.

MIPS Value Pathways (MVPs)
. As we progress

anges on MVPs. There
will be 7 MVPs available, beginning with the CY 2023 MIPS performance period, that align with the
following clinical topics:

1. Rheumatology
2. Stroke Care and Prevention
3. Heart Disease
4. Chronic Disease Management
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5. Emergency Medicine
6. Lower Extremity Joint Repair
7. Anesthesia

Each MVP will include complementary measures and activities that:

Support patient-centered care; and
Emphasize the importance of patient outcomes, population health, health equity (including
measures and activities that assess health disparities and socioeconomic factors),
interoperability, and reduced reporting burden for clinicians.

Furthermore, because we want to provide clinicians and third-party intermediaries the time they need
to review requirements, update workflows, and prepare their systems as needed to report MVPs, we
are implementing MVPs gradually.

Alternative Payment Model (APM) Performance Pathway (APP)
In response to Accountable Care Organizations (ACOs ) concerns regarding the transition to
reporting on electronic clinical quality measures (eCQMs)/MIPS CQM quality measures, which
require the submission of all-
Shared Savings Program ACOs eCQMs/MIPS CQM quality measure reporting by extending the CMS
Web Interface as an option for 2 years.

Find Out More

To find out more about 2022 program updates, view the Final Rule resources on the QPP Resource
Library.

OPIOID OVERDOSE:

Opioid overdose remains an urgent public health crisis. Continued prescriber awareness and
engagement are crucial to reversing this trend. CMS encourages the following to help combat this
epidemic:

If you are contacted by a Medicare prescription drug plan or pharmacy about the opioid use of
one of your patients, please respond in a timely manner with your feedback and expertise to
help ensure the safe use of these products and avoid disruption of medically necessary therapy;
If your patient has opioid use disorder (OUD), consider whether they may benefit from
medication-assisted treatment (MAT), which is covered under Medicare Parts B and D;
Consider co-prescribing naloxone when prescribing opioids to your patients in accordance with
guidelines and laws; and

Drug Monitoring Program before prescribing controlled
substances.

CMS has implemented several policies to assist Medicare prescription drug plans in identifying and
managing potential prescription drug abuse or misuse involving Medicare beneficiaries in their plans.
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These interventions often address situations where a patient may attempt to obtain prescription opioids
from multiple prescribers and/or pharmacies, which may be be unaware that others are prescribing or
dispensing for the same patient.

If your patient taking opioids is under review by a Medicare Part D drug management program, the
plan may offer you tools to help you manage the patient. These tools may include limiting the
pat
specific pharmacy that the patient may generally choose. In addition, the plan may
opioid coverage to the specific amount you state is medically necessary.

To facilitate safer opioid prescribing, Medicare drug plans also may trigger opioid safety alerts for
certain patients at the time of dispensing that require pharmacists to conduct additional review, which
may require consultation with the prescriber to ensure that a prescription is appropriate before it can be
filled. If the pharmacy cannot fill the prescription as written, you may contact the plan and ask for a

The plan will notify you of its decision within the
required adjudication timeframes. You can also request an expedited or standard coverage
determination in advance of prescribing an opioid; you only need to attest to the Medicare prescription
drug plan that the cumulative le
your patient.

The drug management programs and safety alerts generally do not apply to residents of long-term care
facilities, those in hospice care, patients receiving palliative or end-of-life care, and patients with
sickle cell disease or being treated for active cancer-related pain. These policies should also not

These policies are not prescribing limits. CMS understands that clinician decisions regarding opioid
prescribing including dosing, tapering, or discontinuation of prescription opioids are carefully
individualized between you and your patients.

Additional information on the Medicare Part D opioid overutilization policies is available here.
Information about the Medicare Part B Opioid Treatment Program (OTP) benefit under Medicare Part
B, is available here.

ELECTRONIC PRIOR AUTHORIZATION:

Pursuant to a final rule promulgated by CMS in late 2020, beginning January 1, 2022, Medicare Part D
plans will be required to support the National Council for Prescription Drug Programs (NCPDP)
SCRIPT standard version 2017071 for electronic prior authorization. The new electronic prior
authorization transactions are part of the widely-used electronic prescribing (ePrescribing) standard,
which will allow prescribers to see if a drug is subject to prior authorization while they are prescribing
it. These new transactions will allow a prescriber to satisfy any prior authorization requirements at the
time of prescribing or consider an alternative drug. This regulatory change helps ensure that there are
secure electronic transactions between prescribers and Part D plan sponsors, and that patients will not
experience delays when picking up their prescriptions.

More information about this requirement is available in the Final Rule available here.
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COGNITIVE ASSESSMENT & CARE PLAN SERVICES (CPT Code 99483):

Do you have a patient with a cognitive impairment? Medicare covers a separate visit for a cognitive
assessment so you can more thoroughly evaluate cognitive function and help with care planning.

If your patient shows signs of cognitive impairment at an Annual Wellness Visit or other
routine visit, you may perform this more detailed cognitive assessment and develop a care plan
Any clinician eligible to report evaluation and management (E/M) services can offer this
service, including: physicians (MD and DO), nurse practitioners, clinical nurse specialists, and
physician assistants

Get details on Medicare coverage requirements and proper billing at cms.gov/cognitive.

THE MEDICARE LEARNING NETWORK® (MLN):

The MLN offers free educational materials for health care providers on CMS programs, policies, and
initiatives. Visit the MLN homepage for information, and subscribe to an electronic mailing list for
the latest Medicare news.

The Medicare Learning Network®, MLN Connects®, and MLN Matters® are registered trademarks
of the U.S. Department of Health & Human Services (HHS).
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 Form CMS-855O Processing Guide 
 
 

MLN Matters Number: MM10355 

Related CR Release Date: February 23, 2018 

Related CR Transmittal Number: R773PI 

Related Change Request (CR) Number: 10355 

Effective Date: March 23, 2018 

Implementation Date: March 23, 2018

 
PROVIDER TYPE AFFECTED 
 
This MLN Matters Article is intended for eligible ordering, certifying physicians, and other eligible 
professionals who order or certify items or services for Medicare beneficiaries.    
 
PROVIDER ACTION NEEDED 
 
Change Request (CR) 10355 adds, to the Medicare Program Integrity Manual, a 
supplementary guide that educates physicians and other eligible professionals on the 
preparation and submission of the Centers for Medicare & Medicaid Services form 
(CMS)-855O. The CR does not involve any legislative or regulatory policies 
 
BACKGROUND 
 
Most physicians and eligible professionals (as defined in section 1848(K)(3)(B) of the Social 
Security Act) enroll in the Medicare program to be reimbursed for the covered services they 
furnish to Medicare beneficiaries.  However, with the implementation of Section 6405 of the 
Affordable Care Act, the Centers for Medicare & Medicaid Services (CMS) requires certain 
physicians and eligible professionals to enroll in the Medicare program not for reimbursement 
for furnishing services, but rather for the sole purpose of ordering, or certifying, items or services 
for Medicare beneficiaries.  
 
The providers who may enroll in Medicare solely for the purpose of ordering and certifying 
include those who are: 
 
 Doctors of Medicine or Osteopathy 
 Doctors of Dental Medicine 
 Doctors of Dental Surgery 
 Doctors of Podiatric Medicine 
 Doctors of Optometry 
 Physician Assistants 
 Certified Clinical Nurse Specialists 
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 Nurse Practitioners 
 Clinical Psychologists 
 Certified Nurse Midwifes 
 Clinical Social Workers 
 Licensed Residents (as defined in 42 C.F.R. section 413.75(b)) in an approved medical 

residency program 
 Retired Physicians who are licensed 

 
These providers can enroll for the sole purpose of ordering or certifying items or services for 
Medicare beneficiaries by completing the Form CMS-855O via paper or the Internet-based 
Provider Enrollment, Chain and Ownership System (PECOS) process. To obtain additional 
information on Internet-based PECOS, refer to http://www.cms.gov/Medicare/Provider-
Enrollment-and-Certification/MedicareProviderSupEnroll/InternetbasedPECOS.html.  
 
CR10355 adds a new supplemental guide to the Medicare Program Integrity Manual titled:  
Processing the CMS-855O Medicare Enrollment Application – Enrollment for Eligible Ordering, 
Certifying Physicians, and Other Eligible Professionals.  This supplementary guide has been 
developed to educate providers and suppliers on the preparation and submission of the form 
CMS-855O.  
 
ADDITIONAL INFORMATION 
 
The official instruction, CR10355, issued to your MAC regarding this change, is available at 
https://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/2018Downloads/R773PI.pdf.  You will find the Form CMS-
855O Processing Guide as an attachment to this CR. 
 
If you have any questions, please contact your MAC at their toll-free number. That number is 
available at https://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-
Programs/Medicare-FFS-Compliance-Programs/Review-Contractor-Directory-Interactive-Map/ 
 
DOCUMENT HISTORY 
 

Date of 
Change Description 

February 23, 
2018 

Initial article released 

 
Disclaimer: This article was prepared as a service to the public and is not intended to grant rights or impose obligations. This article 
may contain references or links to statutes, regulations, or other policy materials. The information provided is only intended to be a 
general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to review the 
specific statutes, regulations and other interpretive materials for a full and accurate statement of their contents. CPT only copyright 
2016 American Medical Association. All rights reserved. 
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893-6814. You may also contact us at  
ub04@healthforum.com 
  
The American Hospital Association (the “AHA”) has not reviewed, and is not responsible for, the completeness or accuracy of any 
information contained in this material, nor was the AHA or any of its affiliates, involved in the preparation of this material, or the 
analysis of information provided in the material. The views and/or positions presented in the material do not necessarily represent 
the views of the AHA. CMS and its products and services are not endorsed by the AHA or any of its affiliates. 
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