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§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
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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:

(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)(i1) 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
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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.
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(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
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.

§455.500 Purpose.

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