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“Never let anyone tell 
you NO that does not 
have the power to say 
YES.”  - Eleanor Roosevelt 
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I. Original Determination
A. Review denial or payment of claim by the Medicare Advantage Plan.
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II. 1st Level of Appeal 
A. The first level of appeal must be submitted to the Plan who made the 

original determination. 

*IMPORTANT*

ALL 1ST LEVEL APPEALS TO THE PLAN MUST BE SUBMITTED 
WITHIN 60 DAYS FROM DATE OF ORIGINAL DETERMINATION. 

B. A signed Waiver of Liability (“WOL”) must be submitted with the 1st level of 
appeal for non-contracted providers only. 
• See §60.1.1 Ch. 13, Medicare Managed Care Manual; “A non-contracted provider, on his 

or her own behalf, is permitted to file a standard appeal for a denied claim only if the 
non-contract provider completes a waiver of liability statement…”. (Non-contracted 
providers only.)
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Waiver of 
Liability
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file://ernserver2.ernenterprises.org/Share/DATA/TRAF ENFORCEMENT/CMS/Waiver of Liability Statement.pdf
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III. Plan Submission of the Claim to the 
Independent Review Entity (“IRE”).
(Non-contracted providers only)

A. If a Plan denies the appeal and upholds their original determination, per 42 
CFR 422.590(b)(2), the Plan must submit the claim and case file to Maximus, 
the Medicare contracted IRE. 
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IV. Denial or Dismissal by the IRE 

A. If Maximus DENIES the claim and agrees with the Plan, Maximus will send 
a written denial to you. 

1. Review the denial and discuss the merits of the case and if additional appeals are warranted.

2. IMPORTANT – If claim was denied for “not medically necessary” and ER services HAVE NOT been 
paid, look to see if provider contacted MA Plan upon admission as follows:

a. If there WAS a phone call/ contact upon admission, seek a third level of appeal with ALJ.

b. If there WAS NOT a phone call/ contact upon admission, the MA Plan has an afterhours/ 
weekend contact line, and there was no admission order on file from the treating provider, 
request a split rebill from provider for ER/ Outpatient services and have provider submit 
rebill to MA Plan for payment of ER services.

• Inpatient services will remain denied. 
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IV. Denial or Dismissal by the IRE Cont.

B. If Maximus DISMISSES the appeal, find the dismissal reason. 
1. Often the appeal was not filed within 60 days or a WOL was not submitted with the appeal. 

a. If the appeal was dismissed for untimely filing, research the claim to figure out if good cause for 
the untimely filing exists and if so, submit a Good Cause Exception/ Request to the Plan and 
state good cause for untimely filing of the appeal along with grounds for the appeal. 

2. If the appeal was dismissed for lack of WOL, research the claim to see if the Plan made and 
documented attempts to recover the WOL from the provider. 

a. If not, sign a WOL and send to Maximus along with an appeal letter stating the Plan failed to 
recover and document attempts to recover a WOL from the plan. 

• See 2012 Program Audits
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V. Seeking an ALJ Hearing 

A. If Maximus has DENIED the appeal and agreed with the Plan, a request for 
an ALJ hearing may be made. 

B. The form will be included with Maximus’s denial. 

C. Fill out the form and submit to the address provided on the form NO 
LATER THAN 60 DAYS FROM THE DATE OF MAXIMUS’S DENIAL. 

D. Await the response of hearing date from the Department of Health and 
Human Services, Office of Medicare Hearings and Appeals Centralized 
Docketing Office. 
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The CMS Regional Office Account Management “Standard Operating Procedure”
(“AM SOP 3.0”), Section 5.2. states:

Because of the size of the Part C and D programs and the number of issues CMS
monitors, it is important to use complaints data as a source of information to
gain insights into account compliance. The Complaints Tracking Module (CTM)
provides valuable insights into system issues and/or areas of poor performance
associated with a particular account. CTM complaints are received by CMS through
a variety of sources including: 1-800 MEDICARE (primarily), CMS Regional Offices,
State Health Insurance Assistance Program (SHIPs), Department of Insurance
(DOIs), Senior Medicare Patrols (SMPs), SAAs, written correspondence, ,
congressional offices and others. REGARDLESS OF WHO RECEIVES THE
COMPLAINT, ALL BENEFICIARY AND PROVIDER COMPLAINTS ARE REQUIRED TO
BE RECORDED IN THE CTM.
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The CMS AM SOP section 5.3.2 in part, adds:

“Provider complaints should be tracked and resolved via the CTM, and AMs who
are contacted directly by providers or referred complaints from elsewhere in CMS
should make sure these complaints are accurately recorded in CTM for trending
and aggregation. Providers may contact the AM, plan specialist, or other RO staff
person in accordance with RO procedures when they have various claims payment
problems, which might include claims payment timeliness, unpaid claims, claims
inappropriately denied, appeals of claims payment denials, or incorrectly paid
claims. Per the Complaint Management Protocol the AM or plan specialist should
enter the complaint into the CTM.
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The CMS AM SOP section 5.3.2 in part, adds:

The number of claims, incidents, or providers involved in any one (or other) of these
problems can point to a possible compliance problem. If the caseworkers are getting
calls from several different providers about the same type of problem, calls about
many different types of claims, or chronic calls about the same unresolved problem,
further investigation with the account is certainly warranted and may indicate a
systemic problem and support the need for a compliance action.

If it appears that the account’s actions do not adhere to CMS requirements, as a
first step, the AM could request the account’s policies and procedures to assess
whether these documents adhere to CMS requirements. An audit may be needed
if an account’s policies and procedures are correct, but the account’s actions are
different.
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The CMS AM SOP section 5.3.2 in part, adds:

A non-contracted provider, on his or her own behalf, is permitted to file a standard
appeal for a denied claim (generally Part C) only if the provider completes a waiver of
liability statement, which states that the provider will not bill the enrollee regardless
of the outcome of the appeal. See Chapter 13 of the Medicare Managed Care Manual
for more information. AMs should confirm that non-contracted providers with
claims payment complaints are aware of and have used the account’s appeals
process before CMS becomes involved in the dispute.

R E G U L A T O R Y  C O M P L A I N T  

P R O C E S S  W I T H  C A S E  S T U D I E S

15



R E G U L A T O R Y  C O M P L A I N T  

P R O C E S S  W I T H  C A S E  S T U D I E S

16



R E G U L A T O R Y  C O M P L A I N T  

P R O C E S S  W I T H  C A S E  S T U D I E S

17



R E G U L A T O R Y  C O M P L A I N T  

P R O C E S S  W I T H  C A S E  S T U D I E SCMS REGIONAL OFFICE MAP

18



R E G U L A T O R Y  C O M P L A I N T  

P R O C E S S  W I T H  C A S E  S T U D I E S

19



R E G U L A T O R Y  C O M P L A I N T  

P R O C E S S  W I T H  C A S E  S T U D I E S

20



R E G U L A T O R Y  C O M P L A I N T  

P R O C E S S  W I T H  C A S E  S T U D I E S

21



R E G U L A T O R Y  C O M P L A I N T  

P R O C E S S  W I T H  C A S E  S T U D I E S

The CMS AM SOP section 5.3.2 in part, states:

Provider Contracting Disputes
Except as noted below, the account agrees to take ultimate responsibility for all
services provided to enrollees and terms of the contract and otherwise fulfill all terms
and conditions of its contract with CMS regardless of any relationships that the
account may have with entities, contractors, subcontractors, first-tier or downstream
entities. As such, it is CMS policy that the execution of a contract between an
account and a provider is between those parties and CMS will not intervene unless it
can be proven that beneficiary access is being impacted as a result. If a contracted
provider contacts the AM directly, the AM may submit a request to the account to
investigate the complaint and report back to the AM on the resolution.
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WE FIGHT FOR YOU

CONTACT US: 

Ed Norwood, President

ERN/The National Council of Reimbursement Advocacy 
ednorwood@ernenterprises.org

(714) 995-6900 ext. 6926

YOU FIGHT FOR THEIR LIVES


