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29 C.F.R. § 2590.715-2719

Internal claims and appeals and external review processes.

(a) Scope and definitions— (1) Scope—(i) In general. This section sets forth requirements with respect to
internal claims and appeals and external review processes for group health plans and health insurance
issuers. Paragraph (b) of this section provides requirements for internal claims and appeals processes.
Paragraph (c) of this section sets forth rules governing the applicability of State external review processes.
Paragraph (d) of this section sets forth a Federal external review process for plans and issuers not subject
to an applicable State external review process. Paragraph (e) of this section prescribes requirements for
ensuring that notices required to be provided under this section are provided in a culturally and
linguistically appropriate manner. Paragraph (f) of this section describes the authority of the Secretary to
deem certain external review processes in existence on March 23, 2010 as in compliance with paragraph (c)
or (d) of this section.

(ii) Application to grandfathered health plans and health insurance coverage. The provisions of this section
generally do not apply to coverage offered by health insurance issuers and group health plans that are
grandfathered health plans, as defined under § 2590.715-1251. However, the external review process
requirements under paragraphs (c) and (d) of this section, and related notice requirements under paragraph
(e) of this section, apply to grandfathered health plans or coverage with respect to adverse benefit
determinations involving items and services within the scope of the requirements for out-of-network
emergency services, nonemergency services performed by nonparticipating providers at participating
facilities, and air ambulance services furnished by nonparticipating providers of air ambulance services under
ERISA sections 716 and 717 and 88§ 2590.716-4 through 2590.716-5 and 2590.717-1.

(2) Definitions. For purposes of this section, the following definitions apply—

(i) Adverse benefit determination. An adverse benefit determination means an adverse benefit determination as
defined in 29 CFR 2560.503-1, as well as any rescission of coverage, as described in § 2590.715-2712(a)(2)
(whether or not, in connection with the rescission, there is an adverse effect on any particular benefit at that
time).

(ii) Appeal (or internal appeal). An appeal or internal appeal means review by a plan or issuer of an adverse benefit
determination, as required in paragraph (b) of this section.

(iii) Claimant. Claimant means an individual who makes a claim under this section. For purposes of this section,
references to claimant include a claimant's authorized representative.

(iv) External review. External review means a review of an adverse benefit determination (including a final internal
adverse benefit determination) conducted pursuant to an applicable State external review process described in
paragraph (c) of this section or the Federal external review process of paragraph (d) of this section.

(V) Final internal adverse benefit determination. A final internal adverse benefit determination means an adverse
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benefit determination that has been upheld by a plan or issuer at the completion of the internal appeals process
applicable under paragraph (b) of this section (or an adverse benefit determination with respect to which the
internal appeals process has been exhausted under the deemed exhaustion rules of paragraph (b)(2)(ii)(F) of this
section).

(vi) Final external review decision. A final external review decision means a determination by an independent review
organization at the conclusion of an external review.

(vii) Independent review organization (or IRO). An independent review organization (or IRO) means an entity that
conducts independent external reviews of adverse benefit determinations and final internal adverse benefit
determinations pursuant to paragraph (c) or (d) of this section.

(viii) NAIC Uniform Model Act. The NAIC Uniform Model Act means the Uniform Health Carrier External Review
Model Act promulgated by the National Association of Insurance Commissioners in place on July 23, 2010.

(b) Internal claims and appeals process—(1) In general. A group health plan and a health insurance issuer
offering group health insurance coverage must implement an effective internal claims and appeals process,
as described in this paragraph (b).

(2) Requirements for group health plans and group health insurance issuers. A group health plan and a health
insurance issuer offering group health insurance coverage must comply with all the requirements of this
paragraph (b)(2). In the case of health insurance coverage offered in connection with a group health plan, if
either the plan or the issuer complies with the internal claims and appeals process of this paragraph (b)(2),
then the obligation to comply with this paragraph (b)(2) is satisfied for both the plan and the issuer with
respect to the health insurance coverage.

(i) Minimum internal claims and appeals standards. A group health plan and a health insurance issuer offering
group health insurance coverage must comply with all the requirements applicable to group health plans under
29 CFR 2560.503-1, except to the extent those requirements are modified by paragraph (b)(2)(ii) of this section.
Accordingly, under this paragraph (b), with respect to health insurance coverage offered in connection with a
group health plan, the group health insurance issuer is subject to the requirements in 29 CFR 2560.503-1 to the
same extent as the group health plan.

(ii) Additional standards. In addition to the requirements in paragraph (b)(2)(i) of this section, the internal claims
and appeals processes of a group health plan and a health insurance issuer offering group health insurance
coverage must meet the requirements of this paragraph (b)(2)(ii).

(A) Clarification of meaning of adverse benefit determination. For purposes of this paragraph (b)(2), an “adverse
benefit determination” includes an adverse benefit determination as defined in paragraph (a)(2)(i) of this
section. Accordingly, in complying with 29 CFR 2560.503-1, as well as the other provisions of this paragraph (b)
(2), aplan or issuer must treat a rescission of coverage (whether or not the rescission has an adverse effect on
any particular benefit at that time) as an adverse benefit determination. (Rescissions of coverage are subject to
the requirements of § 2590.715-2712.)

(B) Expedited notification of benefit determinations involving urgent care. The requirements of 29 CFR 2560.503-1(f)
(2)(i) (which generally provide, among other things, in the case of urgent care claims for notification of the
plan's benefit determination (whether adverse or not) as soon as possible, taking into account the medical
exigencies, but not later than 72 hours after the receipt of the claim) continue to apply to the plan and issuer. For
purposes of this paragraph (b)(2)(ii)(B), a claim involving urgent care has the meaning given in 29 CFR
2560.503-1(m)(1), as determined by the attending provider, and the plan or issuer shall defer to such

Copyright © 2024 by Society of Corporate Compliance and Ethics (SCCE) & Health Care Compliance Association (HCCA). No claim to original US
Government works. All rights reserved. Usage is governed under this website’s Terms of Use.

0.


https://www.hcca-info.org/terms-use
https://www.hcca-info.org/terms-use

determination of the attending provider.

(C) Full and fair review. A plan and issuer must allow a claimant to review the claim file and to present evidence
and testimony as part of the internal claims and appeals process. Specifically, in addition to complying with the
requirements of 29 CFR 2560.503-1(h)(2)—

(1) The plan or issuer must provide the claimant, free of charge, with any new or additional evidence considered,
relied upon, or generated by the plan or issuer (or at the direction of the plan or issuer) in connection with the
claim; such evidence must be provided as soon as possible and sufficiently in advance of the date on which the
notice of final internal adverse benefit determination is required to be provided under 29 CFR 2560.503-1(i) to
give the claimant a reasonable opportunity to respond prior to that date; and

(2) Before the plan or issuer can issue a final internal adverse benefit determination based on a new or additional
rationale, the claimant must be provided, free of charge, with the rationale; the rationale must be provided as
soon as possible and sufficiently in advance of the date on which the notice of final internal adverse benefit
determination is required to be provided under 29 CFR 2560.503-1(i) to give the claimant a reasonable
opportunity to respond prior to that date. Notwithstanding the rules of 29 CFR 2560.503-1(i), if the new or
additional evidence is received so late that it would be impossible to provide it to the claimant in time for the
claimant to have a reasonable opportunity to respond, the period for providing a notice of final internal adverse
benefit determination is tolled until such time as the claimant has a reasonable opportunity to respond. After the
claimant responds, or has a reasonable opportunity to respond but fails to do so, the plan administrator shall
notify the claimant of the plan's benefit determination as soon as a plan acting in a reasonable and prompt
fashion can provide the notice, taking into account the medical exigencies.

(D) Avoiding conflicts of interest. In addition to the requirements of 29 CFR 2560.503-1(b) and (h) regarding full
and fair review, the plan and issuer must ensure that all claims and appeals are adjudicated in a manner designed
to ensure the independence and impartiality of the persons involved in making the decision. Accordingly,
decisions regarding hiring, compensation, termination, promotion, or other similar matters with respect to any
individual (such as a claims adjudicator or medical expert) must not be made based upon the likelihood that the
individual will support the denial of benefits.

(E) Notice. A plan and issuer must provide notice to individuals, in a culturally and linguistically appropriate
manner (as described in paragraph (e) of this section) that complies with the requirements of 29 CFR 2560.503-
1(g) and (j). The plan and issuer must also comply with the additional requirements of this paragraph (b)(2)(ii)

(E).

(1) The plan and issuer must ensure that any notice of adverse benefit determination or final internal adverse
benefit determination includes information sufficient to identify the claim involved (including the date of
service, the health care provider, the claim amount (if applicable), and a statement describing the availability,
upon request, of the diagnosis code and its corresponding meaning, and the treatment code and its
corresponding meaning).

(2) The plan and issuer must provide to participants and beneficiaries, as soon as practicable, upon request, the
diagnosis code and its corresponding meaning, and the treatment code and its corresponding meaning,
associated with any adverse benefit determination or final internal adverse benefit determination. The plan or
issuer must not consider a request for such diagnosis and treatment information, in itself, to be a request for an
internal appeal under this paragraph (b) or an external review under paragraphs (c) and (d) of this section.

(3) The plan and issuer must ensure that the reason or reasons for the adverse benefit determination or final
internal adverse benefit determination includes the denial code and its corresponding meaning, as well as a
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description of the plan's or issuer's standard, if any, that was used in denying the claim. In the case of a notice of
final internal adverse benefit determination, this description must include a discussion of the decision.
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