
About the Issue
Default enrollment is a policy state Medicaid agencies can pursue in their Dual Eligible Special Needs Plan (D-SNP) programs 
that enroll dual eligible individuals into the same organization for their Medicare and Medicaid benefits This supports 
greater care integration for dual eligible individuals by streamlining the delivery of their health care coverage through one 
organization, which promotes higher levels of care coordination. 

States interested in pursuing default enrollment can share the following guidance with their health plans to support 
the plans in applying for and implementing the policy.

When an individual enrolled in a Medicaid managed care organization (MCO) becomes dual eligible for the first time, either 
by age or disability, they can be automatically enrolled (default enrolled) into a D-SNP.  This can only occur if the health plan 
operates a Medicaid MCO and D-SNP in the same service areas and if the plan has met federal requirements to implement 
default enrollment, as outlined in 42 CFR § 422.66. These requirements include obtaining approval from the state and 
Centers for Medicare and Medicaid Services (CMS) to operate default enrollment, maintaining a 3.0 or higher Star Rating, 
and having no prohibitions on new enrollments by CMS.

To implement default enrollment, health plans must receive approval from the state Medicaid agency and CMS. In addition 
to working with the state Medicaid agency to submit an application for CMS approval, plans must establish the appropriate 
operational and programmatic processes to ensure successful implementation. Once CMS and state approval is secured, 
plans may begin default enrolling individuals.

To operationalize default enrollment, health plans send Medicaid MCO members who are about to become Medicare eligible 
for the first time a notification at least 60 days prior to their Medicare eligibility date. Members then have at least 60 days to 
opt out. If the member does not take action, the health plan automatically enrolls the individual into the aligned D-SNP.

If a state allows for or mandates default enrollment, D-SNPs – as the entities ultimately responsible for operationalizing the 
policy – must engage in the activities detailed below to apply for and implement default enrollment. The timing for these 
activities varies based on whether the state already has processes in place to approve and support plans to operationalize 
default enrollment.

APPLYING FOR DEFAULT ENROLLMENT

1   �Review and sign the State Medicaid Agency Contract (SMAC) detailing the state’s default enrollment policy. 
D-SNPs must have a signed SMAC in place with appropriate language from the state Medicaid agency approving the 
plan to implement default enrollment. Depending on the timing, this may occur in the form of an amendment to the 
SMAC, or occur through a new provision to the SMAC during an annual SMAC update. 

2   �Identify appropriate state-plan data-sharing processes. In partnership with the state, ensure that there are 
mechanisms in place to receive timely information on individuals’ Medicare eligibility to identify prospective enrollees, 
as determined by the state’s default enrollment eligibility criteria. States should establish a data process with CMS 
to identify Medicaid MCO enrollees with upcoming Medicare eligibility. Possible data sources include the Medicare 

Pursuing Default Enrollment: 
GUIDANCE FOR HEALTH PLANS

State Resource
Center



State Resource
Center

Modernization Act (MMA) file, which is exchanged daily, or ad hoc batch query options like the Medicare Enrollment 
Data Base (EDB) file or the Territory Batch Query (TBQ) file. Once states identify those individuals eligible for default 
enrollment (those with prospective Medicare eligibility), that information must be transmitted to health plans through 
a data-exchange process on at least a monthly basis. Common file formats used between states and plans include the 
Electronic Data Interchange (EDI) 834 file, or a proprietary state file format.

3   �Develop a default enrollment proposal for submission to CMS. Health plans should work with their state Medicaid 
agency to determine if the state has an established or preferred process for developing a default enrollment proposal or 
application. If so, the state should provide guidance to plans on how to complete the process, including any expectations 
for state review of materials. If there is no established or preferred process or format by the state, health plans should 
work to compile necessary information detailing how they intend to conduct default enrollment and work with their state 
to review the proposal package as needed. Information provided should include but is not limited to: Medicaid categories 
of individuals eligible for default enrollment (varies by state); data/file sharing processes between CMS, states, and 
the plan; how the plan will use the data to confirm prospective eligible enrollees for default enrollment; and the timing 
of when plans are to send beneficiary notices and initiate enrollment transactions. The health plan may also include 
plan information (D-SNP contract number, plan benefit package [PBP] number, plan segment, and service area), and an 
overview of the proposed implementation schedule. In addition to these operational details, health plans should also 
prepare draft versions of two beneficiary notices: the 1) default enrollment notification letter, and 2) opt-out form.

	Æ The default enrollment notification letter is a required notice sent to eligible individuals at least 60 days prior to 
their Medicare-eligibility date. In addition to letting individuals know of their pending automatic enrollment into 
the D-SNP affiliated with their Medicaid MCO, it includes information on the differences in premiums, benefits, 
and cost sharing between their current Medicaid MCO and the D-SNP and information on prescription drugs, 
physician office visits, inpatient admission costs, and whether their current primary care provider is in network. The 
notification letter also provides information on how the individual may opt out of being default enrolled, and of the 
Medicare enrollment options available to them outside of the D-SNP. CMS must approve the notification letter prior 
to its use, and while CMS provides a helpful template for health plans, states can provide guidance on tailoring the 
notification letters if desired.

	Æ �The opt-out form is typically included with the notification letter, and the individual may send it back via mail to opt 
out of default enrollment. 

4   �Submit the default enrollment proposal to CMS via the Medicare Health Plan Management System (HPMS) for 
review by their CMS Account Manager. The Default Enrollment module allows health plans to manage the proposal and 
upload supporting documentation. If approved to conduct default enrollment, health plans will also be notified via HPMS.

PREPARING FOR IMPLEMENTATION

1   Notify the state of CMS approval once received.

2   �Engage in operational and programmatic readiness (varies by state). Some states require health plans to undergo 
a state-specific operational and programmatic readiness review process to ensure the plan can appropriately 
implement default enrollment. This may include but is not limited to: testing data-exchange systems with the state 
via the established file sharing formats to ensure accuracy and plans’ ability to digest the information (e.g., testing the 
exchange of the EDI 834 file or any proprietary file formats); ensuring infrastructure to deal with opt-outs, returned 
beneficiary notices, or hard-to-locate individuals; processes to coordinate default enrollment notices with other 
standard plan notices for prospective Medicare-eligible individuals; and training call center staff to educate individuals 
and answer questions on the policy.

3   �Determine go-live date to effectuate default enrollment, and confirm go-live date with the state.
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EFFECTUATING DEFAULT ENROLLMENT

At least 60 days before first default enrollments

1   �Receive list of prospective Medicare-eligible individuals from the state via the established state-plan data and file-
sharing process.

2   �Send default enrollment beneficiary notification letter to identified prospective Medicare-eligible individuals at 
least 60 days prior to their Medicare-eligibility date, to inform individuals of their pending automatic enrollment into the 
D-SNP affiliated with their Medicaid MCO.

3   �Enroll the individual into the aligned D-SNP if they do not opt-out, and send any required member materials.

4   �Regularly collect and report information on key default enrollment data, as required by the state.

 

ATI Advisory is a healthcare research and advisory services firm dedicated to system reform that improves health outcomes 
and makes care easier for everyone. ATI guides public and private leaders in developing scalable solutions. Its nationally 
recognized experts apply the highest standards in research and advisory services along with deep expertise to generate 
new ideas, solve hard problems, and reduce uncertainty in a rapidly changing healthcare landscape. For more information, 
visit atiadvisory.com.


