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services they received as described in 
Section 1923(g)(1)(A) of the Act are eli-
gible for inclusion in the calculation of 
the hospital-specific disproportionate 
share limit payment limit, as described 
in Section 1923(g)(1)(A) of the Act. 

(4) Verification 4: For purposes of this 
hospital-specific limit calculation, any 
Medicaid payments (including regular 
Medicaid fee-for-service rate payments, 
supplemental/enhanced Medicaid pay-
ments, and Medicaid managed care or-
ganization payments) made to a dis-
proportionate share hospital for fur-
nishing inpatient hospital and out-
patient hospital services to Medicaid 
eligible individuals, which are in excess 
of the Medicaid incurred costs of such 
services, are applied against the un-
compensated care costs of furnishing 
inpatient hospital and outpatient hos-
pital services to individuals with no 
source of third party coverage for such 
services. 

(5) Verification 5: Any information 
and records of all of its inpatient and 
outpatient hospital service costs under 
the Medicaid program; claimed expend-
itures under the Medicaid program; un-
insured inpatient and outpatient hos-
pital service costs in determining pay-
ment adjustments under this Section; 
and any payments made on behalf of 
the uninsured from payment adjust-
ments under this Section has been sep-
arately documented and retained by 
the State. 

(6) Verification 6: The information 
specified in paragraph (d)(5) of this 
Section includes a description of the 
methodology for calculating each hos-
pital’s payment limit under Section 
1923(g)(1) of the Act. Included in the de-
scription of the methodology, the audit 
report must specify how the State de-
fines incurred inpatient hospital and 
outpatient hospital costs for furnishing 
inpatient hospital and outpatient hos-
pital services to Medicaid eligible indi-
viduals and individuals with no source 
of third party coverage for the inpa-
tient hospital and outpatient hospital 
services they received. 

(e) Transition Provisions: To ensure a 
period for developing and refining re-
porting and auditing techniques, find-
ings of State reports and audits for 
Medicaid State Plan years 2005–2010 
will not be given weight except to the 

extent that the findings draw into 
question the reasonableness of State 
uncompensated care cost estimates 
used for calculations of prospective 
DSH payments for Medicaid State plan 
year 2011 and thereafter. 

Subpart E—Provider Screening 
and Enrollment 

SOURCE: 76 FR 5968, Feb. 2, 2011, unless oth-
erwise noted. 

§ 455.400 Purpose. 
This subpart implements sections 

1866(j), 1902(a)(39), 1902(a)(77), and 
1902(a)(78) of the Act. It sets forth 
State plan requirements regarding the 
following: 

(a) Provider screening and enroll-
ment requirements. 

(b) Fees associated with provider 
screening. 

(c) Temporary moratoria on enroll-
ment of providers. 

§ 455.405 State plan requirements. 
A State plan must provide that the 

requirements of § 455.410 through 
§ 455.450 and § 455.470 are met. 

§ 455.410 Enrollment and screening of 
providers. 

(a) The State Medicaid agency must 
require all enrolled providers to be 
screened under to this subpart. 

(b) The State Medicaid agency must 
require all ordering or referring physi-
cians or other professionals providing 
services under the State plan or under 
a waiver of the plan to be enrolled as 
participating providers. 

(c) The State Medicaid agency may 
rely on the results of the provider 
screening performed by any of the fol-
lowing: 

(1) Medicare contractors. 
(2) Medicaid agencies or Children’s 

Health Insurance Programs of other 
States. 

§ 455.412 Verification of provider li-
censes. 

The State Medicaid agency must— 
(a) Have a method for verifying that 

any provider purporting to be licensed 
in accordance with the laws of any 
State is licensed by such State. 
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(b) Confirm that the provider’s li-
cense has not expired and that there 
are no current limitations on the pro-
vider’s license. 

§ 455.414 Revalidation of enrollment. 
The State Medicaid agency must re-

validate the enrollment of all providers 
regardless of provider type at least 
every 5 years. 

§ 455.416 Termination or denial of en-
rollment. 

The State Medicaid agency— 
(a) Must terminate the enrollment of 

any provider where any person with a 5 
percent or greater direct or indirect 
ownership interest in the provider did 
not submit timely and accurate infor-
mation and cooperate with any screen-
ing methods required under this sub-
part. 

(b) Must deny enrollment or termi-
nate the enrollment of any provider 
where any person with a 5 percent or 
greater direct or indirect ownership in-
terest in the provider has been con-
victed of a criminal offense related to 
that person’s involvement with the 
Medicare, Medicaid, or title XXI pro-
gram in the last 10 years, unless the 
State Medicaid agency determines that 
denial or termination of enrollment is 
not in the best interests of the Med-
icaid program and the State Medicaid 
agency documents that determination 
in writing. 

(c) Must deny enrollment or termi-
nate the enrollment of any provider 
that is terminated on or after January 
1, 2011, under title XVIII of the Act or 
under the Medicaid program or CHIP of 
any other State. 

(d) Must terminate the provider’s en-
rollment or deny enrollment of the pro-
vider if the provider or a person with 
an ownership or control interest or 
who is an agent or managing employee 
of the provider fails to submit timely 
or accurate information, unless the 
State Medicaid agency determines that 
termination or denial of enrollment is 
not in the best interests of the Med-
icaid program and the State Medicaid 
agency documents that determination 
in writing. 

(e) Must terminate or deny enroll-
ment if the provider, or any person 
with a 5 percent or greater direct or in-

direct ownership interest in the pro-
vider, fails to submit sets of finger-
prints in a form and manner to be de-
termined by the Medicaid agency with-
in 30 days of a CMS or a State Medicaid 
agency request, unless the State Med-
icaid agency determines that termi-
nation or denial of enrollment is not in 
the best interests of the Medicaid pro-
gram and the State Medicaid agency 
documents that determination in writ-
ing. 

(f) Must terminate or deny enroll-
ment if the provider fails to permit ac-
cess to provider locations for any site 
visits under § 455.432, unless the State 
Medicaid agency determines that ter-
mination or denial of enrollment is not 
in the best interests of the Medicaid 
program and the State Medicaid agen-
cy documents that determination in 
writing. 

(g) May terminate or deny the pro-
vider’s enrollment if CMS or the State 
Medicaid agency— 

(1) Determines that the provider has 
falsified any information provided on 
the application; or 

(2) Cannot verify the identity of any 
provider applicant. 

§ 455.420 Reactivation of provider en-
rollment. 

After deactivation of a provider en-
rollment number for any reason, before 
the provider’s enrollment may be reac-
tivated, the State Medicaid agency 
must re-screen the provider and require 
payment of associated provider appli-
cation fees under § 455.460. 

§ 455.422 Appeal rights. 

The State Medicaid agency must give 
providers terminated or denied under 
§ 455.416 any appeal rights available 
under procedures established by State 
law or regulations. 

§ 455.432 Site visits. 

The State Medicaid agency— 
(a) Must conduct pre-enrollment and 

post-enrollment site visits of providers 
who are designated as ‘‘moderate’’ or 
‘‘high’’ categorical risks to the Med-
icaid program. The purpose of the site 
visit will be to verify that the informa-
tion submitted to the State Medicaid 
agency is accurate and to determine 
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compliance with Federal and State en-
rollment requirements. 

(b) Must require any enrolled pro-
vider to permit CMS, its agents, its 
designated contractors, or the State 
Medicaid agency to conduct unan-
nounced on-site inspections of any and 
all provider locations. 

§ 455.434 Criminal background checks. 
The State Medicaid agency— 
(a) As a condition of enrollment, 

must require providers to consent to 
criminal background checks including 
fingerprinting when required to do so 
under State law or by the level of 
screening based on risk of fraud, waste 
or abuse as determined for that cat-
egory of provider. 

(b) Must establish categorical risk 
levels for providers and provider cat-
egories who pose an increased financial 
risk of fraud, waste or abuse to the 
Medicaid program. 

(1) Upon the State Medicaid agency 
determining that a provider, or a per-
son with a 5 percent or more direct or 
indirect ownership interest in the pro-
vider, meets the State Medicaid agen-
cy’s criteria hereunder for criminal 
background checks as a ‘‘high’’ risk to 
the Medicaid program, the State Med-
icaid agency will require that each 
such provider or person submit finger-
prints. 

(2) The State Medicaid agency must 
require a provider, or any person with 
a 5 percent or more direct or indirect 
ownership interest in the provider, to 
submit a set of fingerprints, in a form 
and manner to be determined by the 
State Medicaid agency, within 30 days 
upon request from CMS or the State 
Medicaid agency. 

§ 455.436 Federal database checks. 
The State Medicaid agency must do 

all of the following: 
(a) Confirm the identity and deter-

mine the exclusion status of providers 
and any person with an ownership or 
control interest or who is an agent or 
managing employee of the provider 
through routine checks of Federal 
databases. 

(b) Check the Social Security Admin-
istration’s Death Master File, the Na-
tional Plan and Provider Enumeration 
System (NPPES), the List of Excluded 

Individuals/Entities (LEIE), the Ex-
cluded Parties List System (EPLS), 
and any such other databases as the 
Secretary may prescribe. 

(c)(1) Consult appropriate databases 
to confirm identity upon enrollment 
and reenrollment; and 

(2) Check the LEIE and EPLS no less 
frequently than monthly. 

§ 455.440 National Provider Identifier. 

The State Medicaid agency must re-
quire all claims for payment for items 
and services that were ordered or re-
ferred to contain the National Provider 
Identifier (NPI) of the physician or 
other professional who ordered or re-
ferred such items or services. 

§ 455.450 Screening levels for Medicaid 
providers. 

A State Medicaid agency must screen 
all initial applications, including appli-
cations for a new practice location, and 
any applications received in response 
to a re-enrollment or revalidation of 
enrollment request based on a categor-
ical risk level of ‘‘limited,’’ ‘‘mod-
erate,’’ or ‘‘high.’’ If a provider could 
fit within more than one risk level de-
scribed in this section, the highest 
level of screening is applicable. 

(a) Screening for providers designated 
as limited categorical risk. When the 
State Medicaid agency designates a 
provider as a limited categorical risk, 
the State Medicaid agency must do all 
of the following: 

(1) Verify that a provider meets any 
applicable Federal regulations, or 
State requirements for the provider 
type prior to making an enrollment de-
termination. 

(2) Conduct license verifications, in-
cluding State licensure verifications in 
States other than where the provider is 
enrolling, in accordance with § 455.412. 

(3) Conduct database checks on a pre- 
and post-enrollment basis to ensure 
that providers continue to meet the en-
rollment criteria for their provider 
type, in accordance with § 455.436. 

(b) Screening for providers designated 
as moderate categorical risk. When the 
State Medicaid agency designates a 
provider as a ‘‘moderate’’ categorical 
risk, a State Medicaid agency must do 
both of the following: 
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(1) Perform the ‘‘limited’’ screening 
requirements described in paragraph 
(a) of this section. 

(2) Conduct on-site visits in accord-
ance with § 455.432. 

(c) Screening for providers designated 
as high categorical risk. When the State 
Medicaid agency designates a provider 
as a ‘‘high’’ categorical risk, a State 
Medicaid agency must do both of the 
following: 

(1) Perform the ‘‘limited’’ and ‘‘mod-
erate’’ screening requirements de-
scribed in paragraphs (a) and (b) of this 
section. 

(2)(i) Conduct a criminal background 
check; and 

(ii) Require the submission of a set of 
fingerprints in accordance with 
§ 455.434. 

(d) Denial or termination of enrollment. 
A provider, or any person with 5 per-
cent or greater direct or indirect own-
ership in the provider, who is required 
by the State Medicaid agency or CMS 
to submit a set of fingerprints and fails 
to do so may have its— 

(1) Application denied under § 455.434; 
or 

(2) Enrollment terminated under 
§ 455.416. 

(e) Adjustment of risk level. The State 
agency must adjust the categorical 
risk level from ‘‘limited’’ or ‘‘mod-
erate’’ to ‘‘high’’ when any of the fol-
lowing occurs: 

(1) The State Medicaid agency im-
poses a payment suspension on a pro-
vider based on credible allegation of 
fraud, waste or abuse, the provider has 
an existing Medicaid overpayment, or 
the provider has been excluded by the 
OIG or another State’s Medicaid pro-
gram within the previous 10 years. 

(2) The State Medicaid agency or 
CMS in the previous 6 months lifted a 
temporary moratorium for the par-
ticular provider type and a provider 
that was prevented from enrolling 
based on the moratorium applies for 
enrollment as a provider at any time 
within 6 months from the date the 
moratorium was lifted. 

§ 455.452 Other State screening meth-
ods. 

Nothing in this subpart must restrict 
the State Medicaid agency from estab-
lishing provider screening methods in 

addition to or more stringent than 
those required by this subpart. 

§ 455.460 Application fee. 
(a) Beginning on or after March 25, 

2011, States must collect the applicable 
application fee prior to executing a 
provider agreement from a prospective 
or re-enrolling provider other than ei-
ther of the following: 

(1) Individual physicians or nonphysi-
cian practitioners. 

(2)(i) Providers who are enrolled in 
either of the following: 

(A) Title XVIII of the Act. 
(B) Another State’s title XIX or XXI 

plan. 
(ii) Providers that have paid the ap-

plicable application fee to— 
(A) A Medicare contractor; or 
(B) Another State. 
(b) If the fees collected by a State 

agency in accordance with paragraph 
(a) of this section exceed the cost of 
the screening program, the State agen-
cy must return that portion of the fees 
to the Federal government. 

§ 455.470 Temporary moratoria. 
(a)(1) The Secretary consults with 

any affected State Medicaid agency re-
garding imposition of temporary mora-
toria on enrollment of new providers or 
provider types prior to imposition of 
the moratoria, in accordance with 
§ 424.570 of this chapter. 

(2) The State Medicaid agency will 
impose temporary moratoria on enroll-
ment of new providers or provider 
types identified by the Secretary as 
posing an increased risk to the Med-
icaid program. 

(3)(i) The State Medicaid agency is 
not required to impose such a morato-
rium if the State Medicaid agency de-
termines that imposition of a tem-
porary moratorium would adversely af-
fect beneficiaries’ access to medical as-
sistance. 

(ii) If a State Medicaid agency makes 
such a determination, the State Med-
icaid agency must notify the Secretary 
in writing. 

(b)(1) A State Medicaid agency may 
impose temporary moratoria on enroll-
ment of new providers, or impose nu-
merical caps or other limits that the 
State Medicaid agency identifies as 
having a significant potential for 
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fraud, waste, or abuse and that the 
Secretary has identified as being at 
high risk for fraud, waste, or abuse. 

(2) Before implementing the mora-
toria, caps, or other limits, the State 
Medicaid agency must determine that 
its action would not adversely impact 
beneficiaries’ access to medical assist-
ance. 

(3) The State Medicaid agency must 
notify the Secretary in writing in the 
event the State Medicaid agency seeks 
to impose such moratoria, including all 
details of the moratoria; and obtain 
the Secretary’s concurrence with impo-
sition of the moratoria. 

(c)(1) The State Medicaid agency 
must impose the moratorium for an 
initial period of 6 months. 

(2) If the State Medicaid agency de-
termines that it is necessary, the State 
Medicaid agency may extend the mora-
torium in 6-month increments. 

(3) Each time, the State Medicaid 
agency must document in writing the 
necessity for extending the morato-
rium. 

Subpart F—Medicaid Recovery 
Audit Contractors Program 

SOURCE: 76 FR 57843, Sept. 16, 2011, unless 
otherwise noted. 

EFFECTIVE DATE NOTE: At 76 FR 57843, 
Sept. 16, 2011, subpart F was added, effective 
January 1, 2012. 

§ 455.500 Purpose. 

This subpart implements section 
1902(a)(42)(B) of the Act that estab-
lishes the Medicaid Recovery Audit 
Contractor (RAC) program. 

§ 455.502 Establishment of program. 

(a) The Medicaid Recovery Audit 
Contractor program (Medicaid RAC 
program) is established as a measure 
for States to promote the integrity of 
the Medicaid program. 

(b) States must enter into contracts, 
consistent with State law and in ac-
cordance with this section, with one or 
more eligible Medicaid RACs to carry 
out the activities described in § 455.506 
of this subpart. 

(c) States must comply with report-
ing requirements describing the effec-

tiveness of their Medicaid RAC pro-
grams as specified by CMS. 

§ 455.504 Definitions. 

As used in this subpart— 
Medicaid RAC program means a recov-

ery audit contractor program adminis-
tered by a State to identify overpay-
ments and underpayments and recoup 
overpayments. 

Medicare RAC program means a recov-
ery audit contractor program adminis-
tered by CMS to identify underpay-
ments and overpayments and recoup 
overpayments, established under the 
authority of section 1893(h) of the Act. 

§ 455.506 Activities to be conducted by 
Medicaid RACs and States. 

(a) Medicaid RACs will review claims 
submitted by providers of items and 
services or other individuals furnishing 
items and services for which payment 
has been made under section 1902(a) of 
the Act or under any waiver of the 
State Plan to identify underpayments 
and overpayments and recoup overpay-
ments for the States. 

(1) States may exclude Medicaid 
managed care claims from review by 
Medicaid RACs. 

(b) States may coordinate with Med-
icaid RACs regarding the recoupment 
of overpayments. 

(c) States must coordinate the recov-
ery audit efforts of their RACs with 
other auditing entities. 

(d) States must make referrals of sus-
pected fraud and/or abuse, as defined in 
42 CFR 455.2, to the MFCU or other ap-
propriate law enforcement agency. 

(e) States must set limits on the 
number and frequency of medical 
records to be reviewed by the RACs, 
subject to requests for exception from 
RACs to States. 

§ 455.508 Eligibility requirements for 
Medicaid RACs. 

An entity that wishes to perform the 
functions of a Medicaid RAC must 
enter into a contract with a State to 
carry out any of the activities de-
scribed in § 455.506 under the following 
conditions: 
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