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R/N/D CHAPTER / SECTION / SUBSECTION / TITLE

R 10/10.2/10.2.3.10/Physical Therapists in Private Practice

R 10/10.3/10.3.3.1/Form CMS-588 — Electronic Funds Transfer (EFT)
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II1. FUNDING:

For Medicare Administrative Contractors (MACs):

The Medicare Administrative Contractor is hereby advised that this constitutes technical
direction as defined in your contract. CMS does not construe this as a change to the MAC
Statement of Work. The contractor is not obligated to incur costs in excess of the amounts
allotted in your contract unless and until specifically authorized by the Contracting Officer. If
the contractor considers anything provided, as described above, to be outside the current
scope of work, the contractor shall withhold performance on the part(s) in question and
immediately notify the Contracting Officer, in writing or by e-mail, and request formal



directions regarding continued performance requirements.
IV. ATTACHMENTS:

Business Requirements
Manual Instruction



Attachment - Business Requirements

Pub. 100-08 | Transmittal: 13062 Date: March 13, 2025 | Change Request:
13848

SUBJECT: Sixteenth General Update to Provider Enrollment Instructions in Chapter
10 of CMS Publication 100-08

EFFECTIVE DATE: April 11, 2025
*Unless otherwise specified, the effective date is the date of service.

IMPLEMENTATION DATE: April 11, 2025

I.  SUMMARY OF CHANGES: The purpose of this Change Request (CR) is to address
several provider enrollment topics. These include but are not limited to -- (1) Physical
therapist site visits; and (2) Legal business names.

II. GENERAL INFORMATION

A. Background: The purpose of this CR is to address several provider enrollment topics.
These include but are not limited to -- (1) Physical therapist site visits; and (2) Legal business
names.

B. Policy: This CR does not involve any legislative or regulatory policies.

III. BUSINESS REQUIREMENTS TABLE

"Shall" denotes a mandatory requirement, and "should"” denotes an optional requirement.

Number | Requirement | Responsibility

A/BMAC | DME | Shared-System Maintainers Other

MAC

HHH FISS | MCS | VMS | CWF

< | >
> |
i

13848.1 | The NPEAST,
contractor NPWEST
shall observe
and adhere to
the applicable
policy
changes
outlined in
this CR.

IVv. PROVIDER EDUCATION
None

Impacted Contractors: None

V. SUPPORTING INFORMATION



Section A: Recommendations and supporting information associated with listed
requirements: N/A

"Should" denotes a recommendation.

X-Ref Recommendations or other supporting information:
Requirement
Number

Section B: All other recommendations and supporting information: N/A

VI. CONTACTS

Post-Implementation Contact(s): Contact your Contracting Officer's Representative (COR).
VII. FUNDING

Section A: For Medicare Administrative Contractors (MACs):

The Medicare Administrative Contractor is hereby advised that this constitutes technical
direction as defined in your contract. CMS does not construe this as a change to the MAC
Statement of Work. The contractor is not obligated to incur costs in excess of the amounts
allotted in your contract unless and until specifically authorized by the Contracting Officer. If
the contractor considers anything provided, as described above, to be outside the current
scope of work, the contractor shall withhold performance on the part(s) in question and
immediately notify the Contracting Officer, in writing or by e-mail, and request formal
directions regarding continued performance requirements.

ATTACHMENTS: 0
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10.2.3.10 — Physical Therapists in Private Practice
(Rev. 13062; Issued: 03-13-25; Effective: 04-11-25; Implementation: 04-11-25)

A. Regulatory Requirements - Physical Therapist in Private Practice

Section 42 CFR § 410.60(c) states that to qualify under Medicare as a supplier of outpatient
physical therapy services, each individual physical therapist in private practice must meet the
following requirements:

1. Be legally authorized (if applicable, licensed, certified, or registered) to engage in the
private practice of physical therapy by the state in which he or she practices, and practice
only within the scope of his or her license, certification, or registration.

2. Engage in the private practice of physical therapy on a regular basis as an individual
in one of the following practice types: (i) a solo practice; (ii) a partnership; (iii) a group
practice; or (iv) as an employee of any of (i), (ii), or (iii).

3. Bill Medicare only for services furnished in his or her private practice office space,
or in the patient's home. A therapist's private practice office space refers to the
location(s) where the practice is operated, in the state(s) where the therapist (and
practice, if applicable) is legally authorized to furnish services during the hours that the
therapist engages in practice at that location. When services are furnished in private
practice office space, such space must be owned, leased, or rented by the practice and
used for the exclusive purpose of operating the practice. A patient's home does not
include any institution that is a hospital, a CAH, or a SNF.

4. Treat individuals who are patients of the practice and for whom the practice collects
fees for the services furnished.

B. Qualified Physical Therapist Definition

Pub. 100-02, chapter 15, section 230.1 states that a qualified physical therapist is a
person who: (1) is licensed, if applicable, by the state in which he or she is practicing
(unless licensure does not apply); (2) has graduated from an accredited physical
therapist education program; and (3) passed an examination approved by the state in
which physical therapy services are provided. The phrase “by the state in which
practicing” includes any authorization to practice provided by the same state in which
the service is provided, including temporary licensure, regardless of the location of the
entity billing the services. The curriculum accreditation is provided by the Commission
on Accreditation in Physical Therapy Education (CAPTE) or, for those who graduated
before CAPTE, curriculum approval was provided by the American Physical Therapy
Association (APTA). For internationally educated physical therapists, curricula are
approved by a credentials evaluation organization either approved by the APTA or
identified in 8 CFR 212.15(e) as it relates to physical therapists. For example, in 2007,
8 CFR 212.15(e) approved the credentials evaluation provided by the Federation of
State Boards of Physical Therapy (FSBPT) and the Foreign Credentialing Commission
on Physical Therapy (FCCPT).

The requirements above do not apply to a physical therapist effective January 1, 2010 if
he or she has otherwise met the requirements outlined in Category #2, Category #3,
Category #4, or Category #5 below. (Category #1 is outlined in the previous
paragraph.)



Category #2 — A physical therapist whose current license was obtained on or prior to
December 31, 2009 qualifies to provide physical therapy services to Medicare beneficiaries if
he or she:

(a) Graduated from a CAPTE approved program in physical therapy on or before
December 31, 2009 (examination is not required); or

(b) Meets both of the following:

(i) Graduated on or before December 31, 2009, from a physical therapy
program outside the U.S. that is determined to be substantially equivalent to
a U.S. program by a credentialed evaluation organization approved by the
APTA or identified in 8 CFR § 212.15(e).

(i1) Passed an examination for physical therapists approved by the state in which
he or she is practicing.

Category #3 — A physical therapist whose current license was obtained before January 1,
2008, may meet the requirements in place on that date (i.e., graduation from a curriculum
approved by either the APTA, the American Medical Association, or both).

Category #4 — A physical therapist meets the requirements if he or she (a) is currently
licensed as a physical therapist, (b) was licensed or qualified as a physical therapist on or
before December 31, 1977, (c) had 2 years of appropriate experience as a physical therapist,
and (d) passed a proficiency examination conducted, approved, or sponsored by the U.S.
Public Health Service.

Category #5 — A physical therapist meets the requirements if he or she is currently licensed
and before January 1, 1966, he or she was:

¢ Admitted to membership by the APTA; or
e Admitted to registration by the American Registry of Physical Therapists; or

e Graduated from a 4-year physical therapist curriculum approved by a state
Department of Education; or

e Licensed or registered and prior to January 1, 1970, he/she had 15 years of full-time
experience in physical therapy under the order and direction of attending and referring
doctors of medicine or osteopathy.

C. Physical Therapist Trained Outside the United States

Pub. 100-02, chapter 15, section 230.1(B) states that a physical therapist meets the
requirements if he or she: (a) is currently licensed; (b) was trained outside the U.S.
before January 1, 2008; (c) after 1928 graduated from a physical therapy curriculum
approved in the country in which the curriculum was located and that country had an
organization that was a member of the World Confederation for Physical Therapy; and
(d) he/she qualified as a member of that organization.

D. Physical Therapists - Additional References

In Pub. 100-02, chapter 15, see section 230.2(B) for more information regarding the
required qualifications of physical therapists and section 230.4 for detailed information
regarding the term “private practice.”



E. Site Visits of Physical Therapists in Private Practice
(This site visit requirement is pursuant to 42 CFR § 424.518(b).)

Unless otherwise stated in this chapter or another CMS directive, site visits will be
performed in accordance with the following:

1. Initial application — If a physical therapist or physical therapist group submits an
initial application for private practice, the contractor shall order a site visit through
PECOS. This is to ensure that the supplier is compliant with CMS’s enrollment
requirements. The scope of the site visit will be consistent with sections 10.6.20(A) and
10.6.20(B) of this chapter. The NSVC will perform the site visit. The contractor shall
not convey Medicare billing privileges to the supplier prior to the completion of the
NSVC’s site visit and the contractor’s review of the results.

2. Revalidation — If a private practice physical therapist or physical therapist group
submits a revalidation application, the contractor shall order a site visit through PECOS.
This is to ensure that the supplier is still in compliance with CMS’s enrollment
requirements. The scope of the site visit will be consistent with sections 10.6.20(A) and
10.6.20(B) of this chapter. The NSVC will perform the site visit. The contractor shall
not make a final decision regarding the revalidation application prior to the completion
of the NSVC’s site visit and the contractor’s review of the results.

3. New/changed location — Unless CMS has directed otherwise, if a private practice
physical therapist or physical therapist group is (1) adding a new location or (2)
changing the physical location of an existing location, the contractor shall order a site
visit of the new/changed location through PECOS. This is to ensure that the
new/changed location is compliant with CMS’s enrollment requirements. The scope of
the site visit will be consistent with sections 10.6.20(A) and 10.6.20(B) of this chapter.
The NSVC will perform the site visit. The contractor shall not make a final decision
regarding the application prior to the completion of the NSVC’s site visit and the
contractor’s review of the results.

F. Physical Therapists: Additional Site Visit Information
The contractor is also advised of the following:

e In Section 2B of the Form CMS-855B application, physical and occupational
therapy groups are denoted as “Physical/Occupational Therapy Group(s) in
Private Practice.” If a supplier that checks this box in Section 2B is
predominantly an occupational therapy group in private practice, the contractor
shall process the application using the procedures in the “limited” screening
category. No site visit is necessary, though each and any physical therapist in
the group — being in the “moderate’ screening category — will be subject to a
site visit. If the supplier is predominantly a physical therapist group, the
application shall be processed using the procedures in the “moderate” screening
category. A site visit by the NSVC is required, unless CMS has directed
otherwise. If the supplier is, to the best of the contractor’s determination, a
physical therapist and occupational therapist group in reasonably equal
measure, the supplier shall be screened at the “moderate” screening level.

e If an entity is enrolled as a physician practice and employs a physical therapist
within the practice, the practice itself falls within the “limited” screening
category. This is because the entity is enrolled as a physician practice and not a



physical therapy group in private practice. However, the physical therapist
himself/herself will be screened at the “moderate” risk level and will receive a
site visit.

e Ifanewly-enrolling private practice physical therapist lists several practice
locations, the enrollment contractor has the discretion to determine the location
at which the NSVC will perform the required site visit.

e Unless CMS has directed otherwise, a site visit by the NSVC is required when a
physical therapist submits an application for private practice initial enrollment
and reassignment of benefits. However, a site visit is not required for an
enrolled private practice physical therapist who is reassigning his or her benefits
only.

o If the private practice physical therapist’s practice location is his or her home
address and it exclusively performs services in patients’ homes, nursing homes,
etc., no site visit is necessary.

G. Other Enrollment Information

All physical therapists in private practice must respond to the questions in Section 2K
of the Form CMS-8551. However, Section 2K does not apply if the physical therapist:
(1) plans to provide his/her services as a member of an established PT group, an
employee of a physician-directed group, or an employee of a non-professional
corporation; and (2) the person wishes to reassign his/her benefits to that group. Such
information will be captured on the group’s Form CMS-855B application.

If the physical therapist checks that he/she renders all of his/her services in patients'
homes, the contractor shall verify that he/she has an established private practice where
he/she can be contacted directly and where he/she maintains patient records. (This can
be the person’s home address, though all Medicare rules and instructions regarding the
maintenance of patient records apply.) In addition, Section 4E of the Form CMS-8551
should indicate where services are rendered (e.g., county, state, city of the patients'
homes). Post office boxes are not acceptable.

If the individual answers “yes” to question 2, 3, 4, or 5, the contractor shall request a
copy of the lease agreement giving him/her exclusive use of the facilities for physical
therapist services only if it has reason to question the accuracy of his/her response. If
the contractor makes this request and the supplier cannot furnish a copy of the lease, the
contractor shall deny the application.

10.3.3.1 — Form CMS-588 — Electronic Funds Transfer (EFT)

Authorization Agreement
(Rev. 13062; Issued: 03-13-25; Effective: 04-11-25; Implementation: 04-11-25)

An EFT agreement (Form CMS-588) authorizes CMS to deposit Medicare payments
directly into a provider/supplier’s bank account.

A. Processing the Form CMS-588 — Specific Situations
When a Form CMS-588 is received, the contractor shall review the form and develop for

any deficiencies or missing information prior to approval. All EFT data shall be entered
into PECOS.



1. Unsolicited Information

If the provider/supplier submits missing/clarifying data or documentation on its own
volition (i.e., without being contacted by the contractor), the contractor shall include this
additional data/documentation in its overall form review.

2. Missing or Incorrect Provider Transaction Access Number (PTAN) or CMS
Certification Number (CCN) on the Form CMS-588

If the PTAN and/or CCN is missing or incorrect but the contractor can ascertain the
correct number (1) via the supporting documents submitted, (2) elsewhere on the form, or
(3) via PECOS, the shared systems, or the provider files, the contractor need not pursue
development. (Note that social security numbers and employer identification numbers do
not fall within this exception.)

3. Missing or Incorrect Social Security Number (SSN) or Employer Identification
Number (EIN) Checkbox on the Form CMS-588

If the Form CMS-588 is received and the checkbox for the SSN or EIN is either not
checked or is incorrectly checked, the contractor may proceed without further
development if the contractor can ascertain the correct option via the supporting
documents submitted or elsewhere on the form.

4. Name on Account

As stated on the Form CMS-588, the account to which EFT payments are made must
exclusively bear the name of the physician or individual practitioner, or the legal business
name (LBN) of the person or entity enrolled with Medicare. Accordingly, the contractor
shall accept accounts that (1) solely list the LBN or (2) list the LBN and the Doing Business
As name (so long as the LBN is listed first).

B. Form CMS-588 Information Specific to Suppliers of Durable Medical
Equipment, Prosthetics, Orthotics, and Supplies

For Form CMS-855S enrollments, CMS only requires the Form CMS-588 with initial
enrollment applications.

C. Form CMS-588 Signature Requirements

For paper applications, handwritten (wet) signatures in ink and digital/electronic signatures
(digital or electronic signatures such as those created by digital signature options created in
software, such as Adobe) are acceptable. For web applications, the supplier can sign it
electronically or upload the signature and then submit the application. The contractor shall
contact its PEOG BFL for questions regarding electronic signatures.

D. Verification

Providers and suppliers may submit a Form CMS-588 via paper or through PECOS. In
either case, the contractor shall ensure that:

(i) All EFT arrangements comply with CMS Pub. 100-04, chapter 1, section 30.2.5.
(i1) The information submitted on the Form CMS-588 is complete and accurate. (Except

as otherwise stated in this chapter or another CMS directive, the contractor shall develop
for any missing information.)



(ii1) The provider/supplier submitted (1) a voided check or (2) a letter from the bank
verifying the account information.

(iv) The routing number and account number matches what was provided on the Form
CMS-588.

(v) The signature is valid.

(vi) The contractor shall forgo development if the “Part I: Reason for Submission
(Individual vs. Group)” section is left blank or an incorrect option is selected but the
contractor can make the correct determination based on the provider/supplier’s existing
file or additional information submitted with the application.

E. Miscellaneous EFT Policies
1. Banking Institutions

All payments must be made to a banking institution. EFT payments to non-banking
institutions (e.g., brokerage houses, mutual fund families) are not permitted.

If the provider/supplier’s bank of choice does not or will not participate in the
provider/supplier’s proposed EFT arrangement, the provider/supplier must select another
financial institution.

2. Sent to the Wrong Unit

If a provider/supplier submits an EFT change request to the contractor but not to the
latter’s enrollment unit, the recipient unit shall forward it to the enrollment staff, which
shall then process the change. The enrollment unit is responsible for processing EFT
changes. As such, while it may send the original EFT form back to the recipient unit, the
enrollment unit shall keep a copy of the EFT form and append it to the provider/supplier’s
Form CMS-855 in the file.

3. Bankruptcies and Garnishments

If the contractor receives a copy of a court order to send payments to a party other than
the provider/supplier, it shall contact the applicable SOG Location’s Office of General
Counsel.

4. Closure of Bank Account

If a provider/supplier has closed its bank/EFT account but will remain enrolled in
Medicare, the contractor shall place the provider/supplier on payment withhold until a
Form CMS-588 (and Form CMS-855, if applicable) is submitted and approved by the
contractor. If such an agreement is not submitted within 90 days after the contractor
learned that the account was closed, the contractor shall commence deactivation
procedures in accordance with the instructions in this chapter. The basis for deactivation
would be § 424.540(a)(2) due to the provider/supplier’s failure to submit updated EFT
information within 90 days of the change.

5. Reassignments

If a physician or non-physician practitioner is reassigning all of his/her benefits to another
supplier and the latter is not currently on EFT, neither the practitioner nor the reassignee



needs to submit a Form CMS-588. This is because (1) the practitioner is not receiving
payment directly, and (2) accepting a reassignment does not qualify as a change of
information request. If, however, the group later submits a change of information
request and is not on EFT, it must submit a Form CMS-588.

6. Final Payments

If a non-certified supplier (e.g., physician; ambulance supplier) voluntarily withdraws
from Medicare and needs to obtain its final payments, the contractor shall send such
payments to the supplier's EFT account of record. If the account is defunct, the contractor
can send payments to the supplier’s “special payments” address or, if none is on file, to
any of the supplier’s practice locations on record. If neither the EFT account nor the
aforementioned addresses are available, the supplier shall submit a Form CMS-855 or
Form CMS-588 request identifying where it wants payments to be sent.

7. Chain Organizations

Per CMS Pub. 100-04, chapter 1, section 30.2, a chain organization may have payments
to its providers be sent to the chain home office. However, and except as otherwise
permitted for PECOS applications under PECOS 2.0, any mass EFT changes (involving
large numbers of chain providers) must be submitted and processed in the same fashion as
any other change in EFT data. For instance, if a chain has 100 providers and each wants
to change its EFT account to that of the chain home office, 100 separate Form CMS-588s
must be submitted (again, unless PECOS 2.0 permits a consolidated submission for
PECOS applications). If any of the chain providers have never completed a Form CMS-
855 before, they must do so at that time.

8. Consolidation of EFT Accounts

The contractor shall follow the instructions in section 10.6.23 of this chapter regarding
the consolidation of a provider’s or supplier’s EFT accounts. These instructions take
precedence over any contrary guidance in this chapter.

9. Address on EFT Form

Notwithstanding any guidance to the contrary in this chapter or on the Form CMS-588, the
account holder’s street address (including city, state, and zip) on the EFT form can be the
provider’s or supplier’s:

e Practice location address (if the provider or supplier has multiple practice locations,
any location address may be used),;

e (orrespondence address;

e Special payment address; or

e  Chain home office (CHO) address (though only for providers reporting a CHO on the
Form CMS-8554).

10.3.3.2 — Form CMS-460 — Medicare Participating Physician or

Supplier Agreement
(Rev. 13062; Issued: 03-13-25; Effective: 04-11-25; Implementation: 04-11-25)

This agreement establishes that the Medicare provider/supplier accepts assignment of the
Medicare Part B payment for all services (1) for which the participant is eligible to accept
assignment under the Medicare law and regulations and (2) which are furnished while the
agreement is in effect. (This only applies to suppliers that complete the Forms CMS-
855B, CMS-855S, and CMS-8551.) The contractor shall follow the instructions in CMS



Pub. 100-04, chapter 1, sections 30 through 30.3.12.3 when handling issues related to par
agreements and assignment. Queries concerning the interpretation of such instructions
shall be referred to the responsible CMS component.

Individual physicians and non-physician practitioners who only reassign benefits to a
clinic/group practice inherit the par status established by the clinic/group practice;
accordingly, these physicians and non-physician practitioners need not submit the Form
CMS-460. However, if the individual physician/practitioner maintains a private practice
separate from the reassignment, he/she may designate his/her own par status. See the
instructions in CMS Pub. 100-04, chapter 1, section 30 for applying the correct par status
to clinic/group practices, organizations and individuals in private practice.

A. PECOS Information

All suppliers must choose to be either par or non-par when enrolling and must maintain
the same par status across all lines of business. The contractor shall search PECOS to
determine if an enrollment already exists with the enrolling provider/supplier’s legal
business information (i.e.: legal business name, federal tax identification number).

No par status change shall be made by the contractor without confirmation from the
provider/supplier first. In the event that a provider/supplier submits a par agreement and
they are currently enrolled as non-par, the contractor must confirm with the
provider/supplier that the change in the par status is valid for all lines of business.
Likewise, if a provider/supplier does not submit a par agreement, and they are enrolled as
par or non-par, the contractor shall confirm that the provider/supplier is not changing their
current par status across all lines of business. Note also that an already-enrolled supplier
is not required to submit a new CMS-460 if they are enrolling in another state or
contractor jurisdiction. However, in accordance with Pub. 100-4, chapter 1, section
30.3.12.H., a copy of the already-enrolled supplier’s CMS-460 must be provided to the
new contractor.

B. Valid signatures

For paper applications, handwritten (wet) signatures in ink and digital/electronic signatures
(digital or electronic signatures such as those created by digital signature options created in
software, such as Adobe) are acceptable. For web applications, the supplier can sign it

electronically or upload the signature and then submit the application. The contractor shall
contact its PEOG BFL for questions regarding electronic signatures.

10.6.3 — Legal Business Name
(Rev. 13062; Issued: 03-13-25; Effective: 04-11-25; Implementation: 04-11-25)

A. Legal Business Name
There must be exact match between:
e The LBN in NPPES and that in PECOS in all circumstances.

e The LBN on the IRS CP-575 and that in NPPES/PECOS except as described in this
section 10.6.3.

1. Punctuation and Special Characters

PECOS and NPPES allow for the entry of punctuation and certain special characters in the
provider’s /egal husiness name (LBN). Examples of acceptable punctuation and special



characters are ampersands, apostrophes, commas, hyphens, left and right parentheses,
periods, pound signs, and quotation marks.

When punctuation or special characters are part of a provider’s LBN as shown on the IRS
CP-575, the punctuation or special characters should also appear in the LBN in NPPES and
the LBN in PECOS. However, the contractor shall accept an LBN match between the CP-
575 and NPPES/PECOS (hereafter respectively the “CP-575 LBN” and the “System LBN”’) -
- without requiring the provider to revise the LBN in NPPES and PECOS -- if:

e There is no more than one punctuation/character discrepancy between the CP-575
LBN and the System LBN, and

e The contractor believes — based on the data and documentation furnished on and with
the application, including the CP-575 — that the CP-575 and System LBNs are of the
same provider.

2. Common Words

There are also instances where certain common words may be present on the CP-575 but not
in PECOS/NPPES or vice versa. These words include “the”, “a”, “to”, “of”, “and”, “in”,
“for”, “as”, “you”, and “at”. The contractor shall accept an LBN match between the CP-
575 and System LBNs — without requiring the provider to revise the LBN in PECOS and
NPPES — if:

e There is no more than one discrepancy between the two LBNs involving any of these
10 words,; and

e The contractor believes — based on the data and documentation furnished on and with
the application -- that the two LBNs are of the same provider.

o

. Additional Guidance

a. 1tis acceptable to have one discrepancy in (A)(1) and in (A)(2), but no more than one in
either.

b. Subsection (4)(2) only applies to the 10 listed words. However, the discrepancy can be
between one of the common words and a non-common word (e.g., between “of” and
“with” in the James Doctors example in (c) below).

c. If'the contractor has questions regarding how to handle a particular discrepancy, it may
contact its PEOG BFL for guidance.

CMS reiterates that in all cases, the LBNs in NPPES and PECOS must be an exact match.
The discrepancies addressed in this section 10.6.3 ONLY pertain to those between the CP-
575 and Systems LBNs. If a discrepancy between them is not acceptable per section 10.6.3,
the provider must correct the LBN in NPPES and PECOS.

B. Subparts

Many enrolled providers may be subparts of other enrolled providers, and some of those
subparts entered their “doing business as name” as their LBN when applying for their NPIs.
Once a contractor determines for certain that this situation exists, the contractor shall ask the
provider to correct its NPPES information. The provider can (1) change its LBN in NPPES
to read in accordance with the IRS CP-575, and (2) report its “doing business as” name in
NPPES as an “Other Name” and indicate the type of other name as a “doing business as”
name.



C. Examples of LBN Matches and Non-Matches and Actions to Be Taken

CP-575 LBN SYSTEMS LBN Exact Match

Quality Care, Quality Care, Inc. No, this is not an exact match (because of

Incorporated the abbreviation ‘Inc.’ in the PECOS
LBN). However, the contractor shall
accept the match since both versions are an
accurate match (e.g., Incorporated or Inc;
Limited Liability Company or LLC; etc.)

Health & Health and Rehabilitation | No, this is not an exact match (because the

Rehabilitation Inc. ampersand and ‘and’ do not match).

Inc. However, the contractor shall accept the
match because “&” and “and” have the
same meaning.

Allergy & Allergy & Asthma, INC. | Yes, this is an exact match. Upper and

Asthma, Inc. lower cases do not affect a match.

Foot Ankle, Foot Ankle LLC No, this is not an exact match (because the

LLC comma is in one LBN but not in the other).
However, the contractor shall accept the
discrepancy per subsection (4)(1) if the
test in that subsection is met.

Rehab and Rehabilitation and Health, | No, this is not an exact match because

Health, Inc. Inc. ‘Rehab’ and ‘Rehabilitation are different
words.

The contractor shall ask the provider to
correct its NPPES and PECOS
information. The provider must change its
LBN in NPPES and PECOS to read in
accordance with the IRS CP-575.

Health Systems, | HEALTH SYSTEMS, Yes, this is an exact match.

Inc. INC.

The Jones Jones Hospital, Inc. Though this is not an exact match, the

Hospital, Inc. contractor shall accept the discrepancy if
the test in subsection (4)(2) above is met.

Smith Home Smith Home Health Town | Though this is not an exact match, the

Health at Town | X, LP contractor shall accept the discrepancy if

X LP the test in subsection (4)(2) above is met.

The Johnson Johnson Clinic for Town This is not an exact match and cannot be

Clinic of Town | Y, Inc. accepted because there are two common

Y, Inc. word discrepancies — “The”” and
“of "/ for”.

James Doctors | James Doctors of Jones Though this is not an exact match, the

With Jones Hospital, Inc. contractor shall accept the discrepancy if

Hospital, Inc. the test in subsection (4)(1) above is met.
(See (4)(3)(b) above).

10.7.5 — Part A/B Certified Provider and Supplier Approval Letter

Templates

(Rev. 13062; Issued: 03-13-25; Effective: 04-11-25; Implementation: 04-11-25)

A. Approval — Change of Information (Part A/B Certified Org, No Referral to State

Required)

[Month, Day, Year]




[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

[Insert Contractor] has approved your Change of Information (COI) application.

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

Provider/Supplier Type

National Provider Identifier (NPI)

Provider Transaction Access Number (PTAN)
Changed Information Include detailed changes or section
titles, as applicable.

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Enroll, make changes or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR §424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must:

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement.

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.


https://www.cms.gov/

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier
submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

¢ Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further

administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

[CC: SOG Location and State]

B. Approval - Post Tie-In Change of Information (Part A/B Certified)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]
[City, State, Zip]


mailto:ProviderEnrollmentAppeals@cms.hhs.gov

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

[Insert Contractor] has processed the Medicare Tie in Notice approving your change of
information application.

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

Provider/Supplier Type

National Provider Identifier (NPI)

Provider Transaction Access Number (PTAN)
Changed Information Include detailed changes or section
titles, as applicable.

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Enroll, make changes or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR §424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.


https://www.cms.gov/

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further

administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

C. Approval - Post Tie-In Change of Ownership (Part A/B Certified)
[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],


mailto:ProviderEnrollmentAppeals@cms.hhs.gov

[Insert Contractor] has processed the Medicare Tie in Notice approving your change of
ownership application.

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

Provider/Supplier Type

National Provider Identifier (NPI)

Provider Transaction Access Number (PTAN)

PTAN Effective Date

CHOW Effective Date

Medicare Year-End Cost Report Date (Part A CHOWSs
only)

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Contact our electronic data interchange (EDI) department for enrollment and further
instructions on electronic claims filing at [phone number].

Enroll, make changes or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR §424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.


https://www.cms.gov/

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further

administrative review. More information regarding appeal rights can be found at 42 C.F.R.
Part 498.

The reconsideration request should be sent to:
Centers for Medicare & Medicaid Services
Center for Program Integrity

Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:
ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

D. Approval - Post Tie-In/Initial (Part A/B Certified)
[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],



[Insert Contractor] has processed the Medicare Tie in Notice approving your initial
enrollment application.

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

Provider/Supplier Type

National Provider Identifier (NPI)

Provider Transaction Access Number (PTAN)
PTAN Effective Date

Medicare Year-End Cost Report Date (Part A
only)

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Contact our electronic data interchange (EDI) department for enrollment and further
instructions on electronic claims filing at [phone number].

Enroll, make changes or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR §424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.


https://www.cms.gov/

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further

administrative review. More information regarding appeal rights can be found at 42 C.F.R.
Part 498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services

Center for Program Integrity

Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:
ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

E. Forwarded to State - Initial (Part A/B Certified)
[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],



This letter updates you on the status of your initial enrollment application. Your application
is required to go through a multi-step review process.

[Contractor Name] is a CMS Medicare Administrative Contractor (MAC) charged with
enrolling providers and suppliers in the Medicare program. We have assessed your
enrollment application and forwarded it to the [Enter State Agency] for the next step in the
process. The State Agency will conduct a review for further compliance with the applicable
Federal, State, and local requirements. /f you have elected to use a CMS approved
accreditation organization (AO), the AO will conduct the survey and recommend approval to
the State Agency to finalize your certification. Once the State Agency’s review is complete,
CMS will conduct a final review and issue a decision.

We will contact you when your application has completed all stages of review and a decision
has been made.

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

National Provider Identifier (NPI)

Provider/Supplier Type

Practice Location Address

Medicare Year-End Cost Report Date (Part A only)

For questions concerning the application’s review at this stage, contact [Insert State] at
[contact information].

Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]

F. Forwarded to State — Change of Information or Change of Ownership (Part A/B
Certified)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

This letter updates you on the status of your [change of information or change of ownership
enrollment] application. Your application is required to go through a multi-step review
process.

[Contractor Name] is a CMS Medicare Administrative Contractor (MAC) charged with
enrolling providers and suppliers in the Medicare program. We have assessed your
enrollment application and forwarded it to the [Enter State Agency] for the next step in the



process. The State Agency will conduct a review for further compliance with the applicable
Federal, State, and local requirements. Once the State Agency’s review is complete, CMS
will conduct a final review and issue a decision.

We will contact you when your application has completed all stages of review and a decision
has been made.

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

Provider/Supplier Type

National Provider Identifier (NPI)

Provider Transaction Access Number (PTAN)
Medicare Year-End Cost Report Date (Part A

only)

Requested Changes (applicable to COI and Existing

CHOW, remove if doesn’t apply) New
Effective Date

For questions concerning the application’s review at this stage, contact [Insert State] at
[contact information].

Sincerely,

[Name]

[Title]

[Company]

CC: State Agency [and AO, if applicable]

G. Approval — Revalidation (Part A/B Certified Org)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],

[Insert Contractor] has [approved your revalidation application/assessed your revalidation
application and forwarded it to the Centers for Medicare & Medicaid Services (CMS) [City]
SOG for a final review].

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

Provider/Supplier Type

Provider/Supplier National Provider Identifier
(NPI)




Provider Transaction Access Number (PTAN)
PTAN Effective Date

Changed Information Include detailed changes or section
titles, as applicable.

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Enroll, make changes or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR §424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during


https://www.cms.gov/

the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further
administrative review. More information regarding appeal rights can be found at 42 C.F.R.
Part 498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services

Center for Program Integrity

Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals

7500 Security Blvd

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

H. Approval — Voluntary Termination (Part A/B Certified Org)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City] ST [Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],

[Insert Contractor] completed your application to voluntarily disenroll from the Medicare
program.

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

Provider/Supplier Type

National Provider Identifier (NPI)

Provider Transaction Access Number (PTAN)
Effective Date of Termination and
Deactivation




Medicare will not reimburse you for any claims with dates of service on or after your
effective date of termination. With this voluntary termination, your billing privileges are also
being deactivated effective on the aforementioned date of the termination pursuant to 42
C.F.R. § 424.540(a)(7).

REBUTTAL RIGHTS:

If you believe that this deactivation determination is not correct, you may rebut the
deactivation as indicated in 42 C.F.R. § 424.545(b). The rebuttal must be received by this
office in writing within 15 calendar days of the date of this letter. The rebuttal must state the
issues or findings of fact with which you disagree and the reasons for disagreement. You may
submit additional information with the rebuttal that you believe may have a bearing on the
decision. You must submit all information that you would like to be considered in
conjunction with the rebuttal. This includes any application(s) to update your enrollment, if
necessary. You may only submit one rebuttal in response to this deactivation of your
Medicare enrollment.

The rebuttal must be signed and dated by the individual provider/supplier, the authorized or
delegated official, or a legal representative. Please be advised that authorized or delegated
officials for groups cannot sign and submit a rebuttal on behalf of a reassigned
provider/supplier without the provider/supplier submitting a signed statement authorizing that
individual from the group to act on his/her/their behalf.

If the provider/supplier wishes to appoint a legal representative that is not an attorney to sign
the rebuttal, the provider/supplier must include with the rebuttal a written notice authorizing

the legal representative to act on the provider/supplier’s behalf. The notice should be signed

by the provider/supplier.

If the provider/supplier has an attorney sign the rebuttal, the rebuttal must include a statement
from the attorney that he/she/they have the authority to represent the provider/supplier.

If you wish to receive communication regarding your rebuttal via email, please include a
valid email address in your rebuttal submission.

The rebuttal should be sent to the following:
[Contractor Rebuttal Receipt Address]
[Contractor Rebuttal Receipt Email Address]
[Contractor Rebuttal Receipt Fax Number]

If you have any questions, please contact our office at [phone number] between the hours of
[x:00 AM/PM ET/CT/MT/PT] and [x:00 AM/PM ET/CT/MT/PT].

Sincerely,
[Name]
[Title]
[Company]

[CC: SOG Location and State for Certified Providers/Suppliers]

I. Approval — Reactivation (Part A/B Certified Org)



[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

[Insert Contractor] approved your reactivation enrollment application.

Medicare Enrollment Information

Legal Business Name (LBN)
Provider/Supplier Type

National Provider Identifier (NPI)

Provider Transaction Access Number (PTAN)
PTAN Effective Date

Participation Status

Include if applicable: [While your PTAN(s) and effective date(s) remain the same, you will
have a gap in billing privileges from [deactivation date] through [reactivation date] for failing
to fully revalidate during a previous revalidation cycle. You will not be reimbursed for
services provided to Medicare beneficiaries during this time period since you were not in
compliance with Medicare requirements. ]

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Contact our electronic data interchange (EDI) department for enrollment and further
instructions on electronic claims filing at [phone number].

Enroll, make changes or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR §424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--


https://www.cms.gov/

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier
submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further
administrative review. More information regarding appeal rights can be found at 42 C.F.R.
Part 498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Center for Program Integrity

Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]
[Company]



10.7.5.1 — Part A/B Certified Provider and Supplier Letter Templates —

Post-Transition
(Rev. 13062; Issued: 03-13-25; Effective: 04-11-25; Implementation: 04-11-25)

The model letters in this section 10.7.5.1 pertain to certain enrollment transactions involving
certified providers and certified suppliers. Except as otherwise stated, the contractor shall
begin utilizing these letters (instead of those in section 10.7.5) upon completion of the
transition of the applicable CMS Survey & Operations Group (SOG) function to the
contractor and the CMS Provider Enrollment & Oversight Group (PEOG). In other words,
once a provider specialty, provider agreement, or provider enrollment transaction type (for
example, voluntary terminations) has been transitioned, the contractor shall commence using
the section 10.7.5.1 letter(s) pertaining to said transaction. CMS will notify contractors once
a particular transition has occurred.

For certified provider/supplier transactions (and transaction outcomes) not specifically
addressed in this section 10.7.5.1, the contractor shall continue to use the existing model
letters in section 10.7 et seq. (even after the above-mentioned transition).

In addition:

(1) Most of the documents in this section 10.7.5.1 identify parties that must receive a copy of
the letter in question. If an inconsistency exists between said copied parties and those listed
elsewhere in this chapter concerning a particular letter, the parties identified in this section
10.7.5.1 take precedence. To illustrate, suppose another section of this chapter requires X, Y,
and Z to be copied on a certain letter while section 10.7.5.1 only requires X to be copied.

The contractor in this situation need only copy X.

(i1) The contractor need only copy an accrediting organization (AO) on a particular letter if
the provider/supplier has an AO for the identified provider/supplier specialty. The contractor
can typically ascertain this by checking PECOS (for currently enrolled providers/suppliers) or
reviewing the application (for initial enrollments) to see if an AO is disclosed. Also, PEOG
will often identify an AO (if one exists) in cases where it must review the transaction before
notifying the contractor of its final approval (e.g., CHOWs, certain changes of information,
voluntary termination).

(ii1) See section 10.7.5.1(P) below for the applicable e-mail addresses of the SOG Locations.
The contractor shall insert the relevant e-mail address into any letter in section 10.7.5.1 that
addresses the provider/supplier’s right to a reconsideration of a provider agreement
determination.

(iv) Any data element boxes that the contractor cannot complete because the information is
unavailable or inapplicable (e.g., CMS Certification Number (CCN) in certain instances) can
be: (1) left blank; (2) denoted with “N/A,” “Not applicable,” or any similar term; or (3)
removed altogether.

(v) The Provider Transaction Access Number (PTAN) box should contain the CCN for all
provider/supplier types other than ASCs and PXRSs; the PTAN for the latter two supplier
types will be that which the contractor assigns or has assigned.

(vi) The Primary Practice Location Address box shall include the suite number if one was/is
listed on the application.



(vii) For the Denial letter in section 15.7.5.1(H), the contractor shall indicate (in any manner
it chooses) whether the denial pertains to the buyer’s or the seller’s application if a
prospective CHOW was involved.

(viii) In cases where provider/supplier data has changed and the contractor must list “detailed
information or application section titles (as applicable)”, the contractor has the discretion to
list either (i.e., the info or the section titles).

(ix) Note that some provider/supplier types, such as PXRSs, do not have provider/supplier
agreements. In such cases, and as shown in the section 10.7.5.1 model letters, the contractor

shall remove references to provider/supplier agreements from these letters. For example, if no
provider/supplier agreement is involved, the contractor shall:

e Change the data box heading “Provider/Supplier Agreement-Specific Information” to
“Other Information”.
e Remove the section regarding provider/supplier agreement appeal rights.

(Quotation marks, of course, should be removed.)

A. Approval — Change of Information (Part A/B Certified Org; No Referral to State
Was Required)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

[Insert Contractor name [and Contractor number]] has approved your Change of Information
(COI) application.

Medicare Enrollment Information
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
National Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)
Changed Information Include detailed changes or application
section titles, as applicable.

[“Provider/Supplier Agreement-Specific” OR “Other”, as applicable]
Information
CMS Certification Number (CCN)
CCN Effective Date

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.



Enroll, make changes, or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR § 424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations, at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further

administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.


https://www.cms.gov/

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

CC: State Agency [& Accrediting Organization (AO), if applicable]

Attachments: [Include any attachments that the contractor must send to the provider/supplier,
the state agency, and/or the AO per the instructions in this chapter 10.]

B. Approval - State Agency Approved Change of Information (Part A/B Certified;
Referral to State Was Required)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

[Insert Contractor name [and Contractor number]] has received a response from the Medicare
State Agency. Your change of information application is now approved.

Medicare Enrollment Information
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
National Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)
Changed Information Include detailed changes or application
section titles, as applicable
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[“Provider/Supplier Agreement Specific” OR “Other”, as applicable]
Information
CMS Certification Number (CCN)
CCN Effective Date

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Enroll, make changes, or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR § 424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations at [insert contractor’s web address]
or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier
submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
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the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further
administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]
[Title]
[Company]|

CC: State Agency [and AO, if applicable]

Attachments: [Include any attachments that the contractor must send to the provider/supplier,
the state agency, and/or the AO per the instructions in this chapter 10.]

C. Approval - State Agency Approved Change of Ownership (Part A/B Certified
Excluding FQHCs)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],

[Insert Contractor name [and Contractor number]] has received a response from the State
Agency. Your change of ownership application is now approved. [If the provider/supplier
type has a provider/supplier agreement, insert “The corresponding executed [insert
provider/supplier agreement type] is enclosed/attached”]. Your enrollment and [insert
provider/supplier agreement-specific OR “other”, as applicable] information is outlined
below:
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Medicare Enrollment Information
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
National Provider Identifier (NPI)

Provider Transaction Access Number
(PTAN)

[“Provider/Supplier Agreement Specific” OR “Other”, as applicable]
Information
CMS Certification Number (CCN)
CCN Effective Date (use effective date
of seller’s CCN)
CHOW Effective Date

Your PTAN is the authentication element for all inquiries to customer service representatives

(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Contact our electronic data interchange (EDI) department for enrollment and further
instructions on electronic claims filing at [phone number].

Enroll, make changes, or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR § 424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations, at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.
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o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier
submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

¢ Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further
administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

[Insert the following language if provider/supplier type has a provider/supplier agreement:
And

If you are also requesting a reconsideration of the provider/supplier agreement determination,
you must submit a separate Reconsideration Request. Your requests must be e-mailed to:
[Insert: Name and e-mail address of CMS Location Office]/

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

CC: State Agency [and AO, if applicable]
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Attachments: [Include any attachments that the contractor must send to the provider/supplier,
the state agency, and/or the AO per the instructions in this chapter 10.]

D. Approval - State Agency Approved Initial (Part A/B Certified)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],

[Insert Contractor name [and Contractor number]] received a response from the Medicare
State Agency. Your initial enrollment application [if applicable to the provider/supplier type,
insert “and [provider/supplier agreement”]] [is /are] approved. [If applicable, insert “Your

executed [if applicable, insert provider/supplier agreement name] is enclosed/attached.”] The
effective date is the date you met all federal requirements.

Medicare Enrollment and [insert “Provider/Supplier Specific Participation Agreement”
OR “Other” Information]|

Medicare Enrollment Information
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
INational Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)
Enrollment Effective Date

[“Provider/Supplier Agreement Specific” OR “Other”, as applicable]
Information
CMS Certification Number (CCN)
CCN Effective Date
Medicare Year-End Cost Report Date

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Contact our electronic data interchange (EDI) department for enrollment and further
instructions on electronic claims filing at [phone number].

Enroll, make changes, or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR § 424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.



Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations, at [insert contractor’s web address]
or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further
administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51
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Baltimore, MD 21244-1850

Or emailed to: ProviderEnrollmentAppeals@cms.hhs.gov

[Insert the following language if provider/supplier type has a provider/supplier agreement:
And

If you are also requesting a provider/supplier agreement reconsideration, you must submit a
separate Reconsideration Request. Your requests must be e-mailed to:

[Insert: Name and e-mail address of CMS Location Office]

Your e-mail must include the following in the subject line: “Subject: Medicare
Provider/Supplier Agreement Reconsideration Request”/

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]

Attachments: [Include any attachments that the contractor must send to the provider/supplier,
the state agency, and/or the AO per the instructions in this chapter 10.]

E. Forwarded to State - Initial (Part A/B Certified)
[Month, Day, Year]

[Provider/Supplier Name]
[Address]

[City, State, Zip]
Reference # (Application Tracking Number)
Dear [Provider/Supplier],

This letter updates you on the status of your initial enrollment application. Your application
is required to go through a multi-step review process.

[Contractor Name] is a CMS Medicare Administrative Contractor (MAC) charged with
enrolling providers and suppliers in the Medicare program. We have assessed your
enrollment application and forwarded it to the [Enter State Agency] for the next step in the
process. The State Agency will conduct a review for further compliance with the applicable
Federal, State, and local requirements. /f you have elected to use a CMS approved
accreditation organization (AO), the AO will conduct the survey and recommend approval to
the State Agency to finalize your certification. Once the State Agency’s review is complete,
CMS will conduct a final review and issue a decision.

We will contact you when your application has completed all stages of review and a decision
has been made.
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Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

National Provider Identifier (NPI)

Provider/Supplier Type

Practice Location Address

Medicare Year-End Cost Report Date (Part A
only)

For questions concerning the application’s review at this stage, contact [Insert State] at
[contact information].

Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]

F. Forwarded to State — Change of Information, Change of Ownership, Revalidation,
or Reactivation Containing Changed New/Changed Data that the State Must Review (if
applicable) (Part A/B Certified)

[Month, Day, Year]

[Provider/Supplier Name]
[Address]
[City, State, Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

This letter updates you on the status of your [list type of transaction] enrollment application.
Your application is required to go through a multi-step review process.

[Contractor Name] is a CMS Medicare Administrative Contractor (MAC) charged with
enrolling providers and suppliers in the Medicare program. We have assessed your
enrollment application and forwarded it to the [Enter State Agency] for the next step in the
process. The State Agency will conduct a review for further compliance with the applicable
Federal, State, and local requirements. Once the State Agency’s review is complete, CMS
will conduct a final review and issue a decision.

We will contact you when your application has completed all stages of review and a decision
has been made.

Medicare Enrollment Information
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
National Provider Identifier (NPI)




|Pr0vider Transaction Access Number (PTAN) | |

[“Provider/Supplier Agreement-Specific” OR “Other” Information [as
applicable]]

CMS Certification Number (CCN)

Revalidation; remove if inapplicable)

Requested Changes (applicable to COI, CHOW, or [Existing Seller

New Buyer
Effective Date

For questions concerning the application’s review at this stage, contact [Insert State] at

[contact information].
Sincerely,

[Name]

[Title]

[Company]

CC: State Agency [and AO, if applicable]

G. Approval Revalidation (Part A/B Certified Org)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],

[Insert Contractor name [and add Contractor number]] has approved your revalidation
application [include if the application was sent to the state: “and forwarded it to the State
Agency. The State Agency review has also been completed”]. Your Medicare enrollment

information is provided below.

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As Name

Primary Practice Location Address

Provider/Supplier Type

National Provider Identifier (NPI)

Provider Transaction Access Number
(PTAN)

PTAN Effective Date

Changed Information

Include detailed changes or application

section titles, as applicable.

[“Provider/Supplier Agreement-Specific” OR “Other” Information [as
applicable]]

CMS Certification Number (CCN)




Requested Changes (applicable to COI, CHOW, or [Existing Seller
Revalidation; remove if inapplicable) New Buyer

Effective Date

Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Enroll, make changes or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR § 424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations, at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
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the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further
administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

[Insert the following language if provider/supplier type has a provider/supplier agreement:
And

If you are also requesting a provider/supplier agreement reconsideration, you must submit a
separate Reconsideration Request. Your requests must be e-mailed to:

[Insert: Name and e-mail address of CMS Location Office]

Your e-mail must include the following in the subject line: “Subject: Medicare
Provider/Supplier Agreement Reconsideration Request”]

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]

H. Denial Letter — Post-1539 (Or Other Similar Notice) Received from State Agency for
the following application types—Initials, COIs, CHOWs, Revalidations, and
Reactivations

(This letter only applies in cases where:

(1) A recommendation to the state was required per the instructions in this chapter (e.g., the
application contained information/changes requiring state review), and

(2) The state sends notification to the contractor (e.g., via the 1539 or other notice) that the
application should be denied and/or, if applicable, the provider/supplier agreement should be
terminated.
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As explained in this chapter, certain changes of information and revalidation applications can
result in an enrollment revocation and provider agreement termination, though most do not.
Accordingly, the contractor shall insert the applicable review result language (e.g., see
bracketed options below) in the first paragraph of the letter.)

[Month, Day, Year]

[Provider/Supplier Name]
[Address]
[City, State, Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

[The [insert name of State Agency] completed its evaluation of your [initial application] or
[change of information] or [change of ownership] or [revalidation] or [reactivation]. [Insert
the following language based on the situation involved and the specific result of the state’s
review:

[INITIAL ENROLLMENT: Your participation in the Medicare Program and your enrollment
in the Medicare Program is [denied] for the following reasons]:

[NO REVOCATION AND/OR PROVIDER AGREEMENT TERMINATION INVOLVED:
Your application for [insert] is denied for the following reasons]:

[REVOCATION AND/OR PROVIDER AGREEMENT TERMINATION RESULTING
FROM THE APPLICATION SUBMISSION. As a result of the state’s review, your
provider/supplier agreement for participation in the Medicare program is terminated and your
enrollment in the Medicare program is revoked for the following reason(s]:

[INSERT DENIAL OR TERMINATION REASON GIVEN BY THE STATE
AGENCY]

Information about your [if applicable, “provider/supplier agreement” and your] Medicare
enrollment [are/is] are outlined in the text box below.

Medicare Administrative Contractor Name &
Contractor Number

Medicare Enrollment Determination

Status DENIED [OR REVOKED]
Legal Business Name (LBN)

Doing Business As Name

Primary Practice Location Address

National Provider Identifier (NPI)

Provider Transaction Access Number (PTAN)

Provider/Supplier Agreement Determination [include this title and the two data
elements below only if the provider/supplier type is one that has a provider/supplier
agreement]
Provider/Supplier Agreement DENIED [OR TERMINATED]
CMS Certification Number (CCN)




Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he
or she has the authority to represent the provider or supplier is sufficient to
accept this individual as the representative.

o If the authorized representative is not an attorney, the individual provider,
supplier, or authorized or delegated official must file written notice of the
appointment of its representative with the submission of the reconsideration
request.

o Authorized or delegated officials for groups cannot sign and submit a
reconsideration request on behalf of a reassigned provider/supplier without the
provider/supplier submitting a signed statement authorizing that individual
from the group to act on his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

¢ Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further

administrative review. More information regarding appeal rights can be found at 42 C.F.R.
Part 498.

RECONSIDERATIONS REQUEST—MAILING ADDRESSES:
Requests for Reconsideration: Medicare Provider Enrollment: The reconsideration

request regarding your Medicare enrollment may be submitted electronically via e-mail to:
ProviderEnrollmentAppeals@cms.hhs.gov or addressed as follows:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.
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Mailstop: AR-19-51
Baltimore, MD 21244-1850

[Insert the following language if provider/supplier type has a provider/supplier agreement:
And
Requests for Reconsideration: Medicare Provider/Supplier Agreement: For

reconsideration of the Provider/Supplier Agreement determination, you must submit a
separate Reconsideration Request. Your requests must be e-mailed to:

[Insert: Name and e-mail address of CMS Location Office]

Your e-mail must include the following in the subject line: “Subject: Medicare
Provider/Supplier Agreement Reconsideration Request”/

[If a failed survey was involved, the contractor shall include the following language here:
“Note that any survey deficiencies may only be addressed as part of the provider/supplier
agreement reconsideration process.”]

For questions concerning this letter, contact [Insert Contractor] at [contact information].

Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]
I. Approval — Voluntary Termination (Part A/B Certified Org)
[Month, Day, Year]

[Provider/Supplier Name]
[Address]
[City] ST [Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

[Insert Contractor name [and Contractor number]] has received notification from the State
Agency that you are voluntarily terminating your provider/supplier agreement or [Insert
Contractor name [and Contractor number]] has completed processing your application [or
letter] to voluntarily disenroll from the Medicare program. Therefore, [if applicable to the
provider/supplier type, insert “your provider/supplier agreement has been voluntarily
terminated and”] your enrollment in the Medicare program has been voluntarily terminated
effective on the date[s] shown below.



Medicare Enrollment [if applicable to the provider/supplier type, add “and
Provider/Supplier Agreement”] Information

Medicare Enrollment Termination and Deactivation of Billing Privileges
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
INational Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)
Effective Date of Enrollment
Termination and Deactivation

Provider/Supplier Agreement Termination
[Include this title and the three data elements below only if the provider/supplier
type is one that has a provider/supplier agreement]
CMS Certification Number (CCN)
Effective Date of CCN Termination
Reason for Termination

In accordance with 42 CFR § 489.52, Medicare will not reimburse you for any claims with
dates of service on or after your effective date of termination. With this termination, your
billing privileges are also being deactivated effective on the aforementioned date of the
termination pursuant to 42 C.F.R. § 424.540(a)(7).

REBUTTAL RIGHTS:

If you believe that this deactivation determination is not correct, you may rebut the
deactivation as indicated in 42 C.F.R. § 424.545(b). The rebuttal must be received by this
office in writing within 15 calendar days of the date of this letter. The rebuttal must state the
issues or findings of fact with which you disagree and the reasons for disagreement. You may
submit additional information with the rebuttal that you believe may have a bearing on the
decision. You must submit all information that you would like to be considered in
conjunction with the rebuttal. This includes any application(s) to update your enrollment, if
necessary. You may only submit one rebuttal in response to this deactivation of your
Medicare enrollment.

The rebuttal must be signed and dated by the individual provider/supplier, the authorized or
delegated official, or a legal representative. Please be advised that authorized or delegated
officials for groups cannot sign and submit a rebuttal on behalf of a reassigned
provider/supplier without the provider/supplier submitting a signed statement authorizing that
individual from the group to act on his/her/their behalf.

If the provider/supplier wishes to appoint a legal representative that is not an attorney to sign
the rebuttal, the provider/supplier must include with the rebuttal a written notice authorizing

the legal representative to act on the provider/supplier’s behalf. The notice should be signed

by the provider/supplier.

If the provider/supplier has an attorney sign the rebuttal, the rebuttal must include a statement
from the attorney that he/she/they have the authority to represent the provider/supplier.

If you wish to receive communication regarding your rebuttal via email, please include a
valid email address in your rebuttal submission.



The rebuttal should be sent to the following:
[Contractor Rebuttal Receipt Address]
[Contractor Rebuttal Receipt Email Address]
[Contractor Rebuttal Receipt Fax Number]

If you have any questions, please contact our office at [phone number] between the hours of
[x:00 AM/PM ET/CT/MT/PT] and [x:00 AM/PM ET/CT/MT/PT].

Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]
J. Approval — Reactivation (Part A/B Certified Org)

(This letter should be used for reactivation approvals regardless of whether the application
was referred to the state agency for review.)

[Month, Day, Year]

[Provider/Supplier Name]
[Address]
[City, State, Zip]

Reference # (Application Tracking Number)
Dear [Provider/Supplier],

[Insert Contractor name [and add Contractor number]] has approved your reactivation
enrollment application.

Medicare Enrollment Information
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
INational Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)
PTAN Effective Date

[“Provider/Supplier Agreement Specific” OR “Other” Information [as
applicable]]

CMS Certification Number (CCN)
CCN Effective Date

Include if applicable: [While your PTAN(s) and effective date(s) remain the same, you will
have a gap in billing privileges from [deactivation date] through [reactivation date] for failing
to fully revalidate during a previous revalidation cycle. You will not be reimbursed for
services provided to Medicare beneficiaries during this time period since you were not in
compliance with Medicare requirements. ]



Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Contact our electronic data interchange (EDI) department for enrollment and further
instructions on electronic claims filing at [phone number].

Enroll, make changes, or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR § 424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations, at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and
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e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further
administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov
[Insert the following language if provider/supplier type has a provider/supplier agreement:

And

Requests for Reconsideration: Medicare Provider/Supplier Agreement: For
reconsideration of the Provider/Supplier Agreement determination, you must submit a
separate Reconsideration Request. Your requests must be e-mailed to:

[Insert: Name and e-mail address of CMS Location Office]

Your e-mail must include the following in the subject line: “Subject: Medicare
Provider/Supplier Agreement Reconsideration Request”]

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

(Note: No CC: to State Agency/AO required. Deactivations do not impact certified provider
CCN participation status.)

K. Voluntary Termination: Failure to Respond to Request for Information
Month, Day, Year
PROVIDER/SUPPLIER NAME

ADDRESS
CITY, STATE, ZIP

Reference # Application ID
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Dear Provider Name (LBN),

[Insert Contractor name [and Contractor number]] has received notification from the State
Agency that you are no longer operational. We have not received a response to the request
sent on Month DD, YYYY to update your enrollment information. Therefore, we have
disenrolled you from the Medicare program. [Include if provider/supplier type has a
provider/supplier agreement: “Your [provider/supplier agreement] has also been
terminated.”]

Medicare Enrollment [add if applicable “and Provider/Supplier Agreement”]
Information

Medicare Enrollment Termination and Deactivation of Billing Privileges
Information

Legal Business Name (LBN)

Doing Business As Name

Primary Practice Location Address
Provider/Supplier Type/Specialty
INational Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)

Effective Date of Enrollment
Deactivation

[“Provider/Supplier Agreement” OR “Other”, as applicable] Termination
Information
CMS Certification Number (CCN)
Effective Date of CCN Termination

In accordance with 42 CFR § 489.52, Medicare will not reimburse you for any claims with
dates of service on or after your effective date of termination. With this termination, your
billing privileges are also being deactivated effective on the aforementioned date of the
termination pursuant to 42 C.F.R. § 424.540(a)(7).

REBUTTAL RIGHTS:

If you believe that this deactivation determination is not correct, you may rebut the
deactivation as indicated in 42 C.F.R. § 424.545(b). The rebuttal must be received by this
office in writing within 15 calendar days of the date of this letter. The rebuttal must state the
issues or findings of fact with which you disagree and the reasons for disagreement. You may
submit additional information with the rebuttal that you believe may have a bearing on the
decision. You must submit all information that you would like to be considered in
conjunction with the rebuttal. This includes any application(s) to update your enrollment, if
necessary. You may only submit one rebuttal in response to this deactivation of your
Medicare enrollment.

The rebuttal must be signed and dated by the individual provider/supplier, the authorized or
delegated official, or a legal representative. Please be advised that authorized or delegated
officials for groups cannot sign and submit a rebuttal on behalf of a reassigned
provider/supplier without the provider/supplier submitting a signed statement authorizing that
individual from the group to act on his/her/their behalf.

If the provider/supplier wishes to appoint a legal representative that is not an attorney to sign
the rebuttal, the provider/supplier must include with the rebuttal a written notice authorizing



the legal representative to act on the provider/supplier’s behalf. The notice should be signed
by the provider/supplier.

If the provider/supplier has an attorney sign the rebuttal, the rebuttal must include a statement
from the attorney that he/she/they have the authority to represent the provider/supplier.

If you wish to receive communication regarding your rebuttal via email, please include a
valid email address in your rebuttal submission.

The rebuttal should be sent to the following:

[Contractor Rebuttal Receipt Address]
[Contractor Rebuttal Receipt Email Address]
[Contractor Rebuttal Receipt Fax Number]

If you have any questions, please contact our office at [phone number] between the hours of
[x:00 AM/PM ET/CT/MT/PT] and [x:00 AM/PM ET/CT/MT/PT].

Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]

L. Voluntary Termination Cessation of Business

[Month, Day, Year]

PROVIDER/SUPPLIER NAME
ADDRESS
CITY, STATE, ZIP

Reference Number:
Dear Provider/Supplier Name:

[Insert Contractor name [and Contractor number]] was notified by State Agency Name that
on MONTH DD, YYYY, the State Agency attempted to verify if your Type of Provider is
operational. The State Agency has reported that your facility was closed, not operational,
and/or ceased business at your address of record.

Pursuant to 42 CFR § 489.52(b)(3), CMS considers a cessation of business and providing
services to the community to constitute a voluntary withdrawal from the Medicare program.

If you believe that our determination is incorrect and your Type of Provider facility remains
operational, you must notify the State Agency and copy this office within 10 days from your
receipt of this notice that your facility is still operational and participating in the Medicare
program. You must provide the State Agency and this office with information to clarify why
your facility was not functional at the address of record at the time the State Agency
performed the site survey.



STATE AGENCY NAME
ADDRESS
CITY, STATE, ZIP

We request that you complete and submit a CMS-855 or an application via the Internet-Based
Provider Enrollment Chain and Ownership System (PECOS) for a change of information to
indicate that your facility/practice location remains open and operational or to request a
voluntary termination of your enrollment.

If we do not hear from you, your Medicare enrollment [add if applicable “and corresponding
provider/supplier agreement”] will be terminated pursuant to 42 CFR § 489.52(b)(3). With
this termination, your billing privileges will also be deactivated effective on the
aforementioned date of the termination pursuant to 42 C.F.R. § 424.540(a)(7).

If you have any questions, please contact our office at:

Sincerely,

[Name]
[Title]
[Company]

M. Approval — Seller CHOW (Part A/B Certified Org)

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City] ST [Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],

[Insert Contractor name [and Contractor number]] has received notification from the [use
“State Agency” or “CMS Survey & Operations Group Location”, as appropriate] that the
change of ownership involving [insert seller name] is now approved. Therefore, you have

been disenrolled from the Medicare program effective on the date shown below.

Medicare Enrollment [add if applicable “and Provider/Supplier Agreement”]
Termination Information

Medicare Enrollment Termination
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
INational Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)
Effective Date of Enrollment
Termination




[“Provider/Supplier Agreement” OR “Other”] Information
CMS Certification Number (CCN)
Effective Date of CCN Termination

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

CC: State Agency [and AO, if applicable]

N. Federally Qualified Health Centers (FQHCs) — Initial Enrollment Approval Letter
Notwithstanding any other instruction to the contrary in this chapter, the contractor shall use
this letter (which was formerly in section 10.7.19 of this chapter) for all FQHC initial
enrollment approvals. For all other FQHC transactions (e.g., revalidations), the contractor
may use the applicable letters in either 10.7.5 or 10.7.5.1.

[Month, Day, Year]

[FQHC Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [FQHC],

[Insert Contractor]| has approved your enrollment as a federally qualified health center
(FQHO).

Medicare Enrollment Information

Legal Business Name (LBN)

Doing Business As (DBA)

Physical Location Address

National Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)/CMS Certification Number
(CCN)

PTAN/CCN Effective Date

Medicare Year-End Cost Report Date

Provider/Supplier Agreement Information
CMS Certification Number (CCN)
Effective Date of CCN

Included with this letter is a copy of your “Attestation Statement for Federal Qualified Health
Center” (Exhibit 177), which CMS has signed.



Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Contact our electronic data interchange (EDI) department for enrollment and further
instructions on electronic claims filing at [phone number].

Enroll, make changes to, or view your existing enrollment information by logging into
PECOS at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR § 424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

Providers and suppliers may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and

e Include an email address if you want to receive correspondence regarding your appeal via
email.
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If a reconsideration is not requested, CMS deems this a waiver of all rights to further
administrative review. More information regarding appeal rights can be found at 42 C.F.R.
Part 498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group
ATTN: Division of Compliance & Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]

[Title]

[Company]

O. Approval - FQHC Change of Ownership

[Month, Day, Year]

[Provider/Supplier Name]

[Address]

[City, State, Zip]

Reference # (Application Tracking Number)

Dear [Provider/Supplier],

Your change of ownership application is now approved. The corresponding executed

“Attestation Statement for Federal Qualified Health Center” (Exhibit 177), which CMS has
signed, is enclosed/attached. Your enrollment and Exhibit 177 information is outlined below:

Medicare Enrollment Information
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
INational Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)

Provider Agreement Specific Information
CMS Certification Number (CCN)
CCN Effective Date (use effective date
of seller’s CCN)
CHOW Effective Date




Your PTAN is the authentication element for all inquiries to customer service representatives
(CSRs), written inquiry units, and the interactive voice response (IVR) system.

Contact our electronic data interchange (EDI) department for enrollment and further
instructions on electronic claims filing at [phone number].

Enroll, make changes, or view your existing enrollment information by logging into PECOS
at https://pecos.cms.hhs.gov.

Submit updates and changes to your enrollment information within the timeframes specified
at 42 CFR § 424.516. For more information on the reporting requirements, go to Medicare
Learning Network Article SE1617.

Find additional Medicare program information, including billing, fee schedules, and
Medicare policies and regulations, at [insert contractor’s web address]

or https://www.cms.gov.

Right to Submit a Reconsideration Request:

You may request a reconsideration of this determination. This is an independent review
conducted by a person not involved in the initial determination. (Optional Coversheet
sentence [To facilitate the processing of your reconsideration request, please utilize and
include the [attached] coversheet [also found at [[insert web address for coversheet]] with
your submission.])

Reconsideration requests must--

e Be received in writing within 65 calendar days of the date of this letter and mailed or
emailed to the address below.

e State the issues or findings of fact with which you disagree and the reasons for
disagreement; and

e Be signed by the provider or supplier, an authorized or delegated official that has been
reported within your Medicare enrollment record, or an authorized representative.

o If the authorized representative is an attorney, the attorney’s statement that he or she
has the authority to represent the provider or supplier is sufficient to accept this
individual as the representative.

o If the authorized representative is not an attorney, the individual provider, supplier, or
authorized or delegated official must file written notice of the appointment of its
representative with the submission of the reconsideration request.

o Authorized or delegated officials for groups cannot sign and submit a reconsideration
request on behalf of a reassigned provider/supplier without the provider/supplier

submitting a signed statement authorizing that individual from the group to act on
his/her behalf.

You may--

e Submit additional information with the reconsideration that may have a bearing on the
decision. However, if you have additional information that you would like a Hearing
Officer to consider during the reconsideration or, if necessary, an Administrative Law
Judge (ALJ) to consider during a hearing, you must submit that information with your
request for reconsideration. This is your only opportunity to submit information during
the administrative appeals process unless an ALJ allows additional information to be
submitted; and
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e Include an email address if you want to receive correspondence regarding your appeal via
email.

If a reconsideration is not requested, CMS deems this a waiver of all rights to further

administrative review. More information regarding appeal rights can be found at 42 CFR Part
498.

The reconsideration request should be sent to:

Centers for Medicare & Medicaid Services
Provider Enrollment & Oversight Group

ATTN: Division of Provider Enrollment Appeals
7500 Security Blvd.

Mailstop: AR-19-51

Baltimore, MD 21244-1850

Or emailed to:

ProviderEnrollmentAppeals@cms.hhs.gov

For questions concerning this letter, contact [Insert Contractor] at [contact information].
Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]

Attachments: [Include any attachments that the contractor must send to the provider/supplier,
the state agency, and/or the AO per the instructions in this chapter 10.]

P. 36-Month Rule Voluntary Termination Letter
[Month, Day, Year]

[Provider/Supplier Name]
[Address]
[City] ST [Zip]

Reference # (Application Tracking Number)
Dear [HHA or Hospice Seller],

[Insert Contractor name] has [Insert appropriate situation (e.g., reviewed [insert HHA’s or
hospice’s current name] change of ownership application; learned that [insert HHA’s or
hospice’s current name] may have undergone a change in majority ownership pursuant to 42
C.F.R. § 424.550(b)(1); etc.]. After our review, [Insert Contractor name] has determined that
[insert HHA’s or hospice’s current name] has undergone a change in majority ownership
under 42 C.F.R. § 424.550(b)(1) and that none of the exceptions described in 42 C.F.R. §
424.550(b)(2) apply to this situation. Pursuant to 42 C.F.R. § 424.550(b)(1), therefore,
[insert HHA’s or hospice’s current name] provider agreement and Medicare billing privileges
do not convey to the new owner. The prospective provider/owner of [insert HHA’s or
hospice’s current name] must instead:
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e Enroll in the Medicare program as a new (initial) [insert home health agency or hospice,
as applicable] under the provisions of 42 C.F.R § 424.510; and
e Obtain a state survey or an accreditation from an approved accreditation organization.

Consistent with the foregoing, [insert HHA’s or hospice’s current name] provider agreement
[will be/has been] voluntarily terminated and its Medicare billing privileges [will be/have
been] deactivated pursuant to 42 C.F.R § 424.540(a)(8) effective [Insert date(s)].

Medicare Enrollment and Provider Agreement Information

Medicare Enrollment Deactivation
Legal Business Name (LBN)
Doing Business As Name
Primary Practice Location Address
Provider/Supplier Type
INational Provider Identifier (NPI)
Provider Transaction Access Number
(PTAN)
Effective Date of Enrollment
Deactivation

Provider Agreement Termination
CMS Certification Number (CCN)
Effective Date of CCN Termination
Reason for Termination

In accordance with 42 CFR § 489.52, Medicare will not reimburse you for any claims with
dates of service on or after your effective date of termination.

REBUTTAL RIGHTS:

If you believe that this deactivation determination is not correct, you may rebut the
deactivation as indicated in 42 C.F.R. § 424.545(b). The rebuttal must be received by this
office in writing within 15 calendar days of the date of this letter. The rebuttal must state the
issues or findings of fact with which you disagree and the reasons for disagreement. You may
submit additional information with the rebuttal that you believe may have a bearing on the
decision. You must submit all information that you would like to be considered in
conjunction with the rebuttal. This includes any application(s) to update your enrollment, if
necessary. You may only submit one rebuttal in response to this deactivation of your
Medicare enrollment.

The rebuttal must be signed and dated by the individual provider/supplier, the authorized or
delegated official, or a legal representative. Please be advised that authorized or delegated
officials for groups cannot sign and submit a rebuttal on behalf of a reassigned
provider/supplier without the provider/supplier submitting a signed statement authorizing that
individual from the group to act on his/her/their behalf.

If the provider/supplier wishes to appoint a legal representative that is not an attorney to sign
the rebuttal, the provider/supplier must include with the rebuttal a written notice authorizing

the legal representative to act on the provider/supplier’s behalf. The notice should be signed

by the provider/supplier.



If the provider/supplier has an attorney sign the rebuttal, the rebuttal must include a statement
from the attorney that he/she/they have the authority to represent the provider/supplier.

If you wish to receive communication regarding your rebuttal via email, please include a
valid email address in your rebuttal submission.

The rebuttal should be sent to the following:

[Contractor Rebuttal Receipt Address]
[Contractor Rebuttal Receipt Email Address]
[Contractor Rebuttal Receipt Fax Number]

If you have any questions, please contact our office at [phone number] between the hours of
[x:00 AM/PM ET/CT/MT/PT] and [x:00 AM/PM ET/CT/MT/PT].

Sincerely,

[Name]
[Title]
[Company]

CC: State Agency [and AO, if applicable]

Q. Applicable SOG Location E-mail Boxes

CMS Locations Corporate Email Addresses
CMS LOCATION BRANCH EMAIL Address

CMS Boston ACC & LTC BostonRO-DSC(@cms.hhs.gov

Connecticut, Maine, Massachusetts, New
Hampshire, Rhode Island, Vermont

CMS Philadelphia ACC & LTC ROPHIDSC(@cms.hhs.gov
Delaware, District of Columbia, Maryland,
Pennsylvania, Virginia, West Virginia

CMS New York ACC & LTC RONYdsc@cms.hhs.gov
New Jersey, New York, Puerto Rico,

Virgin Islands

CMS Atlanta ACC & LTC ROATLHSQ@cms.hhs.gov

Alabama, Florida, Georgia, Kentucky,
Mississippi, North Carolina, South
Carolina, Tennessee

CMS Chicago ACC & LTC ROCHISC@cms.hhs.gov

[llinois, Indiana, Michigan, Minnesota,
Ohio, Wisconsin

CMS Kansas City ACC & LTC ROkecmSCB@cms.hhs.gov



mailto:BostonRO-DSC@cms.hhs.gov
mailto:ROPHIDSC@cms.hhs.gov
mailto:RONYdsc@cms.hhs.gov
mailto:ROATLHSQ@cms.hhs.gov
mailto:ROCHISC@cms.hhs.gov
mailto:ROkcmSCB@cms.hhs.gov

Iowa, Kansas, Missouri, Nebraska

CMS Denver
Colorado, Montana, North

Dakota, South Dakota, Utah,
Wyoming
CMS Dallas

Arkansas, Louisiana, New Mexico,
Oklahoma, Texas

CMS San Francisco

Arizona, California, Hawaii, Nevada,
Pacific Territories

CMS Seattle
Alaska, Idaho, Oregon, Washington

ACC & LTC

ACC & LTC

ACC & LTC

ACCB
LTC

CMSKC DEN_SOG@cms.hhs.gov

RODALDSC@cms.hhs.gov

ROSFOSO@cms.hhs.gov

CMS RO10_CEB@cms.hhs.gov

Seattle LTC@cms.hhs.gov



mailto:RODALDSC@cms.hhs.gov
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