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Contractor Entities At A Glance: 
Who May Contact You About Specific Centers for  
Medicare & Medicaid Services (CMS) Activities 

This educational tool is designed to provide education on the definitions and responsibilities of contractors and other entities who are involved in various aspects of claims 
adjudication activities. This chart outlines each entity by type, and includes definitions, responsibilities, and reasons for contacting Medicare providers and other health care 
professionals. The Centers for Medicare & Medicaid Services (CMS) uses these contractors to help administer the Medicare and Medicaid programs in an effort to reduce 
burden upon health care professionals. The chart explains why providers may need to communicate with multiple entities. The Reasons for Contacting Providers column 
explains why multiple entities may contact the same provider. Entities in bold type are new contractors authorized by the “Medicare Prescription Drug, Improvement, and 
Modernization Act (MMA) of 2003” or the “Affordable Care Act.” (► denotes a transitioning to the new contractor names)

Entities Definitions and Responsibilities Reasons for Contacting Providers

A. �Program Integrity Contractors:

1. �Fee-For-Service (FFS) Recovery Auditors

(Visit http://www.cms.gov/Research-Statistics-Data-
and-Systems/Monitoring-Programs/recovery-audit-
program/index.html for more information.)

FFS Recovery Auditors are entities that contract with CMS to identify 
Medicare Fee-For-Service (FFS) improper payments (underpayments and 
overpayments) and correct the improper payment(s). There are four FFS 
Recovery Auditors.

The Tax Relief and Health Care Act of 2006 (TRHCA) authorizes the FFS 
Recovery Audit program to perform claims reviews to identify and correct 
improper payments for Part A and Part B FFS claims. 

Recovery Auditor responsibilities include working with providers to  
detect and correct past Medicare improper payments and prevent future 
improper payments. 

Recovery Auditors conduct reviews of claims: 

•	 Automated (no medical records are needed);

•	 Semi-Automated (medical records are supplied at the discretion of the 
provider to support a claim identified by data analysis as an improper 
payment);

•	 Complex (medical record is required).

FFS Recovery Auditors contact providers to request additional 
documentation to determine if improper payments were made. If 
an improper payment is determined, the FFS Recovery Auditor 
will send a review results letter, providing the decision and the 
accompanying reviewer rationale. 

The Demand letter is issued to you by the Medicare Administrative 
Contractor (MAC), once the claim is adjusted. The MAC is 
responsible for fielding administrative concerns such as timeframes 
for payment recovery and the appeals process. Contact the 
Recovery Auditor for audit specific questions, like their rationale 
for identifying the potential improper payment. (Visit http://www.
cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/downloads/MM7436.pdf for more 
information.)

The FFS Recovery Auditor will offer you an opportunity to discuss 
the improper payment determination (this is outside the normal 
appeal process).
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2. �Medicaid Recovery Audit Program 

•	 (Visit http://w2.dehpg.net/RACSS/Map.aspx 
for information on the State Medicaid Recovery 
Audit Contractors.)

 

3. �Medicare Advantage (MA) Recovery Audit 
Program

•	 (Visit http://www.cms.gov/Research-
Statistics-Data-and-Systems/Monitoring-
Programs/recovery-audit-program-parts-c-
and-d/index.html and http://www.cms.gov/
Research-Statistics-Data-and-Systems/
Monitoring-Programs/recovery-audit-
program-parts-c-and-d/Part-D-Recovery-
Audit-Contractor.html for more information on 
the MA and PDP RA programs.)

4. �Prescription Drug Plan (PDP) Recovery Audit 
Program (See websites in previous entry.)

The Affordable Care Act expands the Recovery Audit Program to Medicaid 
and Medicare Part C (MA) and Part D. 

Medicaid Recovery Audit Contractors (RACs) are entities contracted 
by the States to identify and recover Medicaid overpayments and identify 
underpayments.

MA Recovery Auditors are responsible for identifying and recovering 
overpayments and identifying underpayments in the Medicare Part C program. 
They must ensure that MA plans have an anti-fraud plan in effect and review the 
effectiveness of each anti-fraud plan. They are also responsible for identifying 
and communicating vulnerabilities within the Part C Recovery Audit program.

PDP Recovery Auditors are responsible for identifying and recovering 
overpayments and identifying underpayments in the Medicare Part D program. 
They must ensure that each prescription drug plan under Part D has an anti-
fraud plan in effect and review the effectiveness of each anti-fraud plan. They 
are also responsible for identifying and communicating vulnerabilities within the 
Part D Recovery Audit program.

Medicaid RACs contact providers to request documentation in 
support of potential improper payments. Each State has discretion 
in the administration of its Medicaid RAC program, including setting 
timeframes for provider responses to documentation requests. 
States must also set limits on the number and frequency of medical 
records to be reviewed by RACs.

5. �Program Safeguard Contractors (PSCs) ► Zone 
Program Integrity Contractors (ZPICs) 

(Visit http://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/SE1204.pdf for 
more information.)

ZPICs and PSCs are entities that CMS contracts with to perform program 
integrity work throughout the nation. They identify cases of suspected fraud and 
take appropriate action. These contractors perform program integrity activities 
for Medicare Parts A, B, C, D, DME, Home Health and Hospice (HH+H), and 
Medicare-Medicaid (Medi-Medi) data matching.

PSCs and ZPICs may request medical records and documentation 
and conduct, interviews and on-site visits. They may meet with you 
to advise you of questionable or improper practices, the correct 
procedures to be followed, and the potential for administrative 
actions if the improper practice continues. You may be given copies 
of educational materials before, during, or subsequent to the 
interviews or site visits.

6. �Comprehensive Error Rate Testing Review 
Contractor (CERT RC)

(Visit http://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNProducts/
downloads/MCRP_Booklet.pdf for more information.)

CMS uses the CERT Program to measure improper payments in the Medicare 
FFS program. This is required by the Improper Payment Information Act and 
the Improper Payments Elimination and Recovery Act. The CERT RC randomly 
selects a sample of Medicare FFS claims, reviews the claims and medical 
records from providers/suppliers who submitted them, and then reviews the 
claims for compliance with Medicare coverage, coding, and billing rules. The 
CERT RC produces an annual error rate.

The CERT RC may contact you and request medical records to 
support claims you submitted. If an improper payment is identified 
by the CERT RC, your MAC will notify you and make the appropriate 
payment adjustment. Normal appeal rights apply to CERT-initiated 
denials and are handled through the routine appeal process.
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7. �Payment Error Rate Measurement  
(PERM) Contractor

(Visit http://www.cms.gov/Research-Statistics-
Data-and-Systems/Monitoring-Programs/PERM/
PERM_Contractors.html for more information.)

CMS uses the PERM contractor to measure improper payments in the 
Medicaid and Children’s Health Insurance Program (CHIP). This is required by 
the Improper Payments Information Act and the Improper Payments Elimination 
and Recovery Act. 

The PERM contractor may contact you to request medical records 
to support claims you submitted. If an improper payment is identified 
by the PERM contractor, your State will notify you and request the 
appropriate return of funds. Normally, the State’s appeal rights apply to 
improper payments found in PERM.

8. �Medicaid Integrity Contractors (MICs) 
(Visit http://www.cms.gov/Medicare-Medicaid-
Coordination/Fraud-Prevention/Provider-Audits/
index.html and http://www.cms.gov/Medicare-
Medicaid-Coordination/Fraud-Prevention/
Medicaid-Integrity-Education/edmic-landing.html 
for more information.)

The MICs are entities that contract with CMS to conduct audit-related  
activities for the Medicaid programs. There are five MIC jurisdictions and  
two functional areas: 

•	 Audit MICs, which audit provider claims and identify overpayments; and 

•	 Education MICs, which provide education to providers and others on 
payment integrity and quality-of-care issues.

Audit MICs may contact you to request medical records. Education 
MICs may contact you to offer education opportunities on payment 
integrity and quality of care issues.

9. Supplemental Medical Review Contractor 
(Visit http://www.cms.gov/Research-Statistics-
Data-and-Systems/Monitoring-Programs/Medical-
Review/SMRC.html for more information.)

The Supplemental Medical Review Contractor is contracted with CMS to 
identify Medicare Fee-For-Service (FFS) improper payments (underpayments and 
overpayments) through the medical review process. 

The Centers for Medicare & Medicaid Services (CMS) has retained 
StrategicHealthSolutions, LLC as the Supplemental Medical Review Contractor 
(SMRC) to perform and/or provide support for a variety of tasks aimed at 
lowering the improper payment rates and increasing efficiencies of the medical 
review functions of the Medicare and Medicaid programs. Their primary task 
will be to perform CMS directed medical review projects/tasks. The focus of the 
reviews may include, but are not limited to issues identified by Federal agencies, 
such as the Office of the Inspector General (OIG)/Government Accountability 
Office (GAO), CMS internal data analysis, the CERT program, professional 
organizations and FATHOM /PEPPER reports. The traditional Medicare 
Administrative Contractors (MACs) select supplies and/or services for review 
based on the analysis of claims data within their respective jurisdictions. The 
SMRC is conducting medical review based on the analysis of national claims 
data versus that limited to a specific jurisdiction. The selection of supplies and/or 
services to be reviewed is determined by and at the direction of CMS.

In accordance with 1833 of the Social Security Act, providers/suppliers must 
provide documentation upon request to support claims for Medicare services. 
This request complies with the Health Insurance Portability and Accountability Act 
(HIPAA) Privacy Rule, which allows release of information for treatment, payment 
and healthcare operations.

The SMRC tasks include, but are not limited to: research and analysis of claims 
data, routine and complex review of medical documentation and the extrapolation 
of identified overpayments.

The CMS SMRC will contact providers to request additional medical 
documentation to determine if improper payments were made. If an 
improper payment is determined, the SMRC will send a review results 
letter, providing the decision and the accompanying reviewer rationale. 
The Demand letter is issued to you by the MAC once the claim is 
adjusted. The MAC is responsible for fielding administrative concerns 
such as timeframes for payment recovery and the appeals process.  
Contact the SMRC for audit specific questions, like their rationale for 
identifying the potential improper payment.  
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B. Quality Contractors: 
(Visit http://www.cms.gov/Medicare/Quality-
Initiatives-Patient-Assessment-Instruments/
QualityImprovementOrgs/index.html for  
more details.)

Quality Improvement Organization  
contractors (QIO)

(Visit http://www.qionews.org on the Internet for a 
newsletter about quality of care issues.)

CMS contracts with QIO contractors, one organization in each state, as well 
as the District of Columbia, Puerto Rico, and the U.S. Virgin Islands. QIOs are 
private, mostly not-for-profit organizations, staffed by doctors and other health 
care professionals, responsible for quality improvement activities and the review 
of services provided to beneficiaries enrolled in Medicare Advantage plans and in 
Medicare FFS. QIOs also:

•	 Conduct expedited Medicare coverage determinations of inpatient hospital 
discharges and termination of services in skilled nursing facilities, home 
health, hospice, and comprehensive outpatient rehabilitation facilities,

•	 Help beneficiaries with complaints about the quality of care,

•	 Implement improvements in the quality of care through provision of 
technical assistance, learning and action networks, supporting quality 
reporting and value based purchasing, and 

•	 Perform provider-requested higher-weighted Diagnosis Related  
Group reviews.

A QIO may contact you to request a medical record after receiving 
a request for an expedited Medicare coverage determination or a 
quality of care complaint from a beneficiary. They may offer technical 
assistance, invite you to join learning and action networks, request 
to assist you with submitting data for public reporting and value 
based purchasing and work with you on other quality of care issues 
as well. 

http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityImprovementOrgs/index.html
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityImprovementOrgs/index.html
http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/QualityImprovementOrgs/index.html
http://www.qionews.org
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C. �Specialized Work Contractors:

1. �Medicare Coordination of Benefits Contractor 
(COBC)

(See http://www.cms.gov/Medicare/Coordination-
of-Benefits/COBGeneralInformation/index.html for 
more details.)

(See http://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/Downloads/MM7355.pdf for 
current information.)

CMS contracts with the COBC, a single entity, to provide a centralized 
Coordination of Benefits (COB) operation. Responsibilities include all activities 
that support the collection, management, and reporting of other insurance 
coverage of Medicare beneficiaries.

The COBC may contact you to identify Medicare Secondary Payer 
(MSP) situations quickly and accurately.

2. �Medicare Secondary Payer Recovery  
Contractor (MSPRC)

(Visit http://www.cms.gov/Medicare/Medicare-
Secondary-Payer-Recovery/MSPRGenInfo/index.
html for more details.)

The MSPRC is responsible for all Medicare Secondary Payer (MSP)  
post-payment recoveries.

The MSPRC may contact you for information related to  
MSP recoveries and can issue demand letters to require  
payment recovery.

3. ��National Supplier Clearinghouse (NSC) 

(See http://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/downloads/mm6392.pdf for 
information about the NSC.)

The NSC is responsible for processing enrollment applications from suppliers of 
Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS).

The NSC may contact you about your enrollment information.

http://www.cms.gov/Medicare/Coordination-of-Benefits/COBGeneralInformation/index.html
http://www.cms.gov/Medicare/Coordination-of-Benefits/COBGeneralInformation/index.html
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D. �Claims Administration 
Contractors:

(Visit http://www.cms.gov/Medicare/Medicare-
Contracting/Medicare-Administrative-Contractors/
MedicareAdministrativeContractors.html for  
more details.)

1. �A/B Medicare Administrative Contractors  
(A/B MACs) 

2. Durable Medical Equipment (DME) MACs

Contact information for your claims administration 
contractor is available at http://www.cms.gov/
Research-Statistics-Data-and-Systems/Monitoring-
Programs/provider-compliance-interactive-map/
index.html on the CMS website.

CMS contracts with organizations to perform a variety of functions in the FFS 
Medicare program.  

A/B MACs are authorized under the MMA as claims administration contractors 
and have replaced carriers, Fiscal Intermediaries (FIs), and Regional Home 
Health Intermediaries (RHHIs). MACs are the central point in CMS’s national FFS 
program. The workloads of the four RHHIs have been integrated into four of the 
A/B MAC contracts.

DME MACs are specialty MACs that service DME suppliers and have replaced 
the DME Regional Carriers (DMERCs).

Responsibilities of MACs include: 
•	 Claims processing for specific workloads in certain jurisdictions; 

•	 Pre-pay and post-pay medical review;

•	 National Correct Coding Initiatives (NCCI) Edits Pre-pay review;

•	 Medically Unlikely Edits (MUEs) pre-pay review;

•	 Coverage determinations; 

•	 Overpayment collection; 

•	 Provider education and training;  

•	 Provider Enrollment (A/B MACs only); and    

•	 National Supplier Clearinghouse (DME MACs only).

Claims administration contractors may contact you for the  
following reasons:

•	 Ask questions on enrollment matters;

•	 Request medical records related to claims review or for 
processing appeal requests; 

•	 Explain provider billing procedures; and

•	 Educate providers.

Overpayments identified through recovery audit are recouped by 
offset unless you have submitted a check or a valid appeal request.

http://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/MedicareAdministrativeContractors.html
http://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/MedicareAdministrativeContractors.html
http://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/MedicareAdministrativeContractors.html
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/provider-compliance-interactive-map/index.html
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/provider-compliance-interactive-map/index.html
http://www.cms.gov/Research-Statistics-Data-and-Systems/Monitoring-Programs/provider-compliance-interactive-map/index.html
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E. �Appeals Contractors and Entities
(Visit http://www.cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MLNProducts/
downloads/MedicareAppealsProcess.pdf for  
more details.)

1.	 A/B MACs 
2.	 DME MACs

A/B MACs and DME MACs are responsible for handling redeterminations, the 
first level of appeals for a fee-for-service claim.

The A/B MACs and DME MACs may contact you for additional 
documentation or evidence related to an appeal.

The A/B MACs and DME MACs will generally issue  
their decision or dismissal within 60 days of receipt of a valid  
appeal request.

F. �Qualified Independent 
Contractors (QICs)

(Visit http://www.cms.gov/Medicare/Appeals-
and-Grievances/OrgMedFFSAppeals/
ReconsiderationbyaQualifiedIndependent 
Contractor.html for more details.)

QICs conduct reconsiderations, the second level of claims appeals. There are:
• Two Part A QICs, 
• Two Part B QICs,
• One DME QIC,
• One Part C QIC for Medicare Advantage (MA), and   
  One Part D QIC for Medicare Prescriptions Drug Plans (PDPs), including  

MA-Drug Plans.

The QIC may contact you regarding the appeal. For example, a Part 
D QIC conducting a prescription drug reconsideration is required 
to solicit the views of the prescribing physician orally or in writing; 
another QIC may contact a provider for a piece of documentation 
missing from the file.

The QIC will generally issue its decision or dismissal within 60 days 
of receipt of a valid appeal request.

G. �Administrative Law Judge 
(ALJ) within the Health and 
Human Services (HHS) Office of 
Medicare Hearings and Appeals 
(Note that entities G. through K. 
are Government entities and not 
contractors.)

(Visit http://www.hhs.gov/omha/about/index.html 
on the Internet for more information.)

ALJs conduct hearings, the third level of review for claims appeals, entitlement 
appeals, and Part B premium appeals.

The ALJ will send a notice of hearing to all parties to the appeal, 
indicating the time and place of the hearing. The A/LJ may contact 
you for a pre-hearing conference or for other reasons related to the 
issues involved in the hearing.

The ALJ will generally issue a decision or dismissal within 90 days of 
receipt of a valid appeal request.

H. �Medicare Appeals Council within 
the HHS Departmental Appeals 
Board

(Visit http://www.hhs.gov/dab/divisions/
medicareoperations/index.html on the Internet for 
more details.)

The Medicare Appeals Council conducts the fourth level of appeals and 
provides the final administrative review of claims for entitlement to Medicare 
and individual claims for Medicare coverage and payment filed by beneficiaries 
or health care providers/suppliers.

Note: the fifth level of appeals following the Medicare Appeals Council’s 
decision is judicial review before a Federal District Court judge.

The Medicare Appeals Council will generally issue a decision or 
dismissal within 90 days of receipt of a valid appeals request.

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/MedicareAppealsProcess.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/MedicareAppealsProcess.pdf
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/MedicareAppealsProcess.pdf
http://www.cms.gov/Medicare/Appeals-and-Grievances/OrgMedFFSAppeals/ReconsiderationbyaQualifiedIndependent Contractor.html
http://www.cms.gov/Medicare/Appeals-and-Grievances/OrgMedFFSAppeals/ReconsiderationbyaQualifiedIndependent Contractor.html
http://www.cms.gov/Medicare/Appeals-and-Grievances/OrgMedFFSAppeals/ReconsiderationbyaQualifiedIndependent Contractor.html
http://www.cms.gov/Medicare/Appeals-and-Grievances/OrgMedFFSAppeals/ReconsiderationbyaQualifiedIndependent Contractor.html
http://www.hhs.gov/omha/about/index.html
http://www.hhs.gov/dab/divisions/medicareoperations/index.html
http://www.hhs.gov/dab/divisions/medicareoperations/index.html
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I. �Civil Remedies Division within the 
HHS Departmental Appeals Board

(Visit http://www.hhs.gov/dab/divisions/civil/index.
html on the Internet for more information.)

ALJs in the Civil Remedies Division conduct hearings on provider and supplier 
enrollment issues, and hearings on civil money penalties and sanctions 
imposed against providers and suppliers by CMS and the HHS Office of the 
Inspector General.

For appeals of enrollment issues, the ALJ will generally issue a 
decision within 180 days of receipt of your request. For other types 
of appeals, the ALJ will issue a decision as soon as practical after 
the close of the hearing.

J. �Provider Reimbursement Review 
Board (PRRB)

(Visit http://www.cms.gov/Regulations-and-
Guidance/Review-Boards/PRRBReview/index.html 
for current alerts.)

The PRRB is an independent panel to which a certified Medicare provider of 
services may appeal if it is dissatisfied with a final determination of its fiscal 
intermediary or the Centers for Medicaid & Medicare Services (CMS).

The PRRB often sends official correspondence to you via e-mail 
(including the Acknowledgment and Critical Due Dates letter, Notice 
of Hearing, Notice of Record Hearing.)

K. �Medicare Geographic 
Classification Review Board 
(MGCRB)

(Visit http://www.cms.gov/Regulations-and-
Guidance/Review-Boards/MGCRB/index.html for 
more details.)

The MGCRB decides on requests of Prospective Payment System (PPS) 
hospitals for reclassification to another area (Urban or in some cases Rural) for 
the purposes of receiving a higher wage index.

The MGCRB must issue a decision on a hospital’s request for review 
not later than 90 days from the date of the receipt of the request.

Check out CMS on:

Twitter, LinkedIn, YouTube

This educational tool was current at the time it was published or uploaded onto the web. Medicare policy changes frequently so links to the source documents have been provided within the document for your reference.

This educational tool was prepared as a service to the public and is not intended to grant rights or impose obligations. This educational tool may contain references or links to statutes, regulations, or other policy materials. 
The information provided is only intended to be a general summary. It is not intended to take the place of either the written law or regulations. We encourage readers to review the specific statutes, regulations, and other 
interpretive materials for a full and accurate statement of their contents.

CPT only copyright 2012 American Medical Association. All rights reserved. 

The International Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM) is published by the United States Government. A CD-ROM, which may be purchased through the Government Printing 
Office, is the only official Federal government version of the ICD-9-CM. ICD-9-CM is an official Health Insurance Portability and Accountability Act standard. 

Your feedback is important to us and we use your suggestions to help us improve our educational products, services and activities and to develop products, services and activities that better meet your 
educational needs. To evaluate Medicare Learning Network® (MLN) products, services and activities you have participated in, received, or downloaded, please go to http://go.cms.gov/MLNProducts and in 

the left-hand menu click on the link called ‘MLN Opinion Page’ and follow the instructions. Please send your suggestions related to MLN product topics or formats to MLN@cms.hhs.gov.

http://go.cms.gov/MLNProducts
mailto:MLN@cms.hhs.gov
http://www.hhs.gov/dab/divisions/civil/index.html
http://www.hhs.gov/dab/divisions/civil/index.html
http://www.cms.gov/Regulations-and-Guidance/Review-Boards/PRRBReview/index.html
http://www.cms.gov/Regulations-and-Guidance/Review-Boards/PRRBReview/index.html
http://www.cms.gov/Regulations-and-Guidance/Review-Boards/MGCRB/index.html
http://www.cms.gov/Regulations-and-Guidance/Review-Boards/MGCRB/index.html
http://www.twitter.com/CMSgov
http://www.linkedin.com/in/CMSGov
http://www.youtube.com/user/CMSHHSGov

