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the procedures to follow in requesting
judicial review).
[63 FR 35107, June 26, 1998; 63 FR 52614, Oct.

1, 1998, as amended at 65 FR 40331, June 29,
2000]

§422.616 Reopening and revising de-
terminations and decisions.

(a) An organization or reconsidered
determination made by an M+C organi-
zation, a reconsidered determination
made by the independent entity de-
scribed in §422.592, or the decision of an
ALJ or the Board that is otherwise
final and binding may be reopened and
revised by the entity that made the de-
termination or decision, under the
rules in §405.750 of this chapter.

(b) Reopening may be at the instiga-
tion of any party.

(c) The filing of a request for reopen-
ing does not relieve the M+C organiza-
tion of its obligation to make payment
or provide services as specified in
§422.618.

(d) Once an entity issues a revised de-
termination or decision, any party may
file an appeal.

[63 FR 35107, June 26, 1998; 63 FR 52614, Oct.
1, 1998]

§422.618 How an M+C organization
must effectuate standard reconsid-
ered determinations or decisions.

(a) Reversals by the M+C organiza-
tion—(1) Requests for service. If, on re-
consideration of a request for service,
the M+C organization completely re-
verses its organization determination,
the organization must authorize or
provide the service under dispute as ex-
peditiously as the enrollee’s health
condition requires, but no later than 30
calendar days after the date the M+C
organization receives the request for
reconsideration (or no later than upon
expiration of an extension described in
§422.590(a)(1)).

(2) Requests for payment. If, on recon-
sideration of a request for payment,
the M+C organization completely re-
verses its organization determination,
the organization must pay for the serv-
ice no later than 60 calendar days after
the date the M+C organization receives
the request for reconsideration.

(b) Reversals by the independent out-
side entity. (1) Requests for service. If, on
reconsideration of a request for service,
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the M+C organization’s determination
is reversed in whole or in part by the
independent outside entity, the M+C
organization must authorize the serv-
ice under dispute within 72 hours from
the date it receives notice reversing
the determination, or provide the serv-
ice under dispute as expeditiously as
the enrollee’s health condition re-
quires, but no later than 14 calendar
days from that date. The M+C organi-
zation must inform the independent
outside entity that the organization
has effectuated the decision.

(2) Requests for payment. If, on recon-
sideration of a request for payment,
the M+C organization’s determination
is reversed in whole or in part by the
independent outside entity, the M+C
organization must pay for the service
no later than 30 calendar days from the
date it receives notice reversing the or-
ganization determination. The M+C or-
ganization must inform the inde-
pendent outside entity that the organi-
zation has effectuated the decision.

(¢) Reversals other than by the M+C or-
ganization or the independent outside en-
tity. If the independent outside entity’s
determination is reversed in whole or
in part by the ALJ, or at a higher level
of appeal, the M+C organization must
pay for, authorize, or provide the serv-
ice under dispute as expeditiously as
the enrollee’s health condition re-
quires, but no later than 60 calendar
days from the date it receives notice
reversing the determination. The M+C
organization must inform the inde-
pendent outside entity that the organi-
zation has effectuated the decision.

[63 FR 35107, June 26, 1998, as amended at 65
FR 40331, June 29, 2000]

§422.619 How an M+C organization
must effectuate expedited reconsid-
ered determinations.

(a) Reversals by the M+C organization.
If on reconsideration of an expedited
request for service, the M+C organiza-
tion completely reverses its organiza-
tion determination, the M+C organiza-
tion must authorize or provide the
service under dispute as expeditiously
as the enrollee’s health condition re-
quires, but no later than 72 hours after
the date the M+C organization receives
the request for reconsideration (or no
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later than upon expiration of an exten-
sion described in §422.590(d)(2)).

(b) Reversals by the independent out-
side entity. If the M+C organization’s
determination is reversed in whole or
in part by the independent outside en-
tity, the M+C organization must au-
thorize or provide the service under
dispute as expeditiously as the enroll-
ee’s health condition requires but no
later than 72 hours from the date it re-
ceives notice reversing the determina-
tion. The M+C organization must in-
form the independent outside entity
that the organization has effectuated
the decision.

(c) Reversals other than by the M+C or-
ganization or the independent outside en-
tity. If the independent review entity’s
expedited determination is reversed in
whole or in part by the ALJ, or at a
higher level of appeal, the M+C organi-
zation must authorize or provide the
service under dispute as expeditiously
as the enrollee’s health condition re-
quires, but no later than 60 days from
the date it receives notice reversing
the determination. The M+C organiza-
tion must inform the independent out-
side entity that the organization has
effectuated the decision.

[65 FR 40331, June 29, 2000]

§422.620 How enrollees of M+C organi-
zations must be notified of noncov-
erage of inpatient hospital care.

(a) Enrollee’s entitlement. Where an
M+C organization has authorized cov-
erage of the inpatient admission of an
enrollee, either directly or by delega-
tion (or the admission constitutes
emergency or urgently needed care, as
described in §8422.2 and 422.113), written
notice of noncoverage under paragraph
(c) of this section must be provided to
each enrollee. An enrollee is entitled to
coverage until at least noon the day
after such notice is provided. If PRO
review is requested under §422.622, cov-
erage is extended as provided in that
section.

(b) Physician concurrence required. Be-
fore notice of noncoverage is provided
as described in paragraph (c) of this
section, the entity that makes the non-
coverage/discharge determination (that
is, the hospital by delegation or the
M+C organization) must obtain the
concurrence of the physician who is re-
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sponsible for the enrollee’s hospital
care.

(c) Notice to the enrollee. In all cases
in which a determination is made that
inpatient hospital care is no longer
necessary, no later than the day before
hospital coverage ends, written notice
must be provided to the enrollee that
includes the following elements:

(1) The reason why inpatient hospital
care is no longer needed.

(2) The effective date and time of the
enrollee’s liability for continued inpa-
tient care.

(3) The enrollee’s appeal rights.

(4) Additional information specified
by HCFA.

[65 FR 40331, June 29, 2000]

§422.622 Requesting immediate PRO
review of noncoverage of inpatient
hospital care.

(a) Enrollee’s right to review or recon-
sideration. (1) An enrollee who wishes to
appeal a determination by an M+C or-
ganization or hospital that inpatient
care is no longer necessary must re-
quest immediate PRO review of the de-
termination in accordance with para-
graph (b) of this section. An enrollee
who requests immediate PRO review
may remain in the hospital with no ad-
ditional financial liability as specified
in paragraph (c) of this section.

(2) An enrollee who fails to request
immediate PRO review in accordance
with the procedures in paragraph (b) of
this section may request expedited re-
consideration by the M+C organization
as described in §422.584, but the finan-
cial liability rules of paragraph (c) of
this section do not apply.

(b) Procedures enrollee must follow. For
the immediate PRO review process, the
following rules apply:

(1) The enrollee must submit the re-
quest for immediate review—

(i) To the PRO that has an agreement
with the hospital under §466.78 of this
chapter;

(i) In writing or by telephone; and

(iii) By noon of the first working day
after he or she receives written notice
that the M+C organization or hospital
has determined that the hospital stay
is no longer necessary.

(2) On the date it receives the enroll-
ee’s request, the PRO must notify the
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