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Surprise medical billing, or balance 
billing, results when a patient receives 
care from out-of-network providers or 
facilities and the service costs are not 

fully covered by the patient’s insurance. The 
patient may then receive a medical bill that 
they were not expecting for services they may 
have believed were covered.  

As part of the Consolidated Appropriations 
Act, 2021, Congress passed the No Surprises 
Act, which creates protections for patients by 
banning surprise medical bills under certain 
circumstances beginning Jan. 1, 2022. There are 
two major components of the No Surprises Act:
1. The federal regulation of certain surprise 

medical bills; and
2. Patient transparency requirements. 

The No Surprises Act establishes an inde-
pendent dispute resolution (IDR) process for 
out-of-network care covered under the surprise 
billing protections. Providers and health plans 
may use an independent arbiter to determine 
final payment for certain out-of-network care. 
Notably, patients are held harmless from certain 
surprise medical bills that are protected under 
the new law. 

The prohibition of certain medical bills applies 
to out-of-network providers furnishing care at 
an in-network facility. Certain providers can, 
however, meet notice and consent requirements 
to balance bill patients. The notice and consent 
process requires patients to sign documentation 
outlining the potential cost of care and consent-
ing to waiving the balance billing protections. 

As applicable, for out-of-network care that 
is covered under the No Surprises Act, provid-
ers and health plans can enter the federal IDR 
process to determine the final out-of-network 

payment amount if they are unable to nego-
tiate a payment amount. After receiving an 
initial bill or a denial notice, a provider has 30 
days to initiate the IDR process. Once initi-
ated, the provider and plan must exhaust a 
30-day negotiation period. If after this time, 
the parties are unable to agree on a payment 
amount, the parties can formally initiate the 
IDR process. The final payment determination 
will be made by the overseeing certified IDR 
entity selected or identified. 

Under current policy, the assumed out-
of-network rate for care is the calculated 
qualifying payment amount (QPA), or the 

WHAT IS THE QUALIFYING PAYMENT AMOUNT?

The qualifying payment amount, or “QPA,” is the health plan or 
issuer’s median contracted rate recognized by the plan on Jan. 31, 
2019, for the same or similar item or service in the same geographic 
region, adjusted for inflation. The median contracted rate is 
calculated based on all contracted rates by the health plan offered 
in the same insurance market. An insurance market is defined as 
either the individual market or small or large group market. With 
respect to self-insured group plans, the QPA may be calculated as 
the median contracted rate recognized by all self-insured group 
health plans administered by the third-party administrator.

The contracted rate is defined as the “total amount (including cost 
sharing) that a group health plan or health insurance issuer has 
contractually agreed to pay a participating provider.” Each contracted 
rate will be considered a single data point when calculating the QPA. 

Health plans and insurers are not required to provide specific 
information about QPA calculation but are required to provide the 
QPA amount for a given item or service, a statement certifying 
that the QPA applies for purposes of determining patient cost 
sharing, and a statement with appropriate contact information 
about open negotiation and the availability of the federal IDR 
payment determination process. 

The QPA is a critical component of the federal IDR process as it 
is used to determine patient cost sharing amounts for out-of-
network care and is also the “assumed out-of-network rate” 
throughout the federal IDR process.

MGMA believes that the information provided related to surprise billing is a reasonable interpretation of complex regulatory 
and guidance documents. However, MGMA does not render legal advice to its members, and members are not entitled to 
rely on MGMA summary documents to establish their own compliance status.
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median in-network rate for the health plan in a 
given geographic region for the same or similar 
service. Unless either party submits credible in-
formation that demonstrates the QPA does not 
capture the services provided, the IDR entity 
must select the payment offer that is the closest 
to the QPA amount. 

In addition to the federal regulation of certain 
surprise medical bills, new patient transparency 
requirements take effect Jan. 1, 2022. Specifically, 
all providers will be required to provide a 
good faith estimate (GFE) to uninsured or 
self-pay patients upon request or upon the 
scheduling of services. The intent for the GFE 
is to provide patients with the ability to com-
pare the costs of services between providers 
and understand the cost of care prior to receiv-
ing services. In a final rule, the Department of 
Health & Human Services (HHS) outlines the 
specific requirements for information that must 
be provided to patients and establishes a time-
line with which such GFEs must be furnished. 

If providers bill uninsured or self-pay 
patients more than $400 above what was esti-
mated on the GFE, the patient may initiate the 
patient-provider dispute resolution process. 
This process is used to determine whether the 
provider should have reasonably known the 
excess services should have been included in 
the GFE and the final payment amount. 

The No Surprises Act also creates price 
transparency requirements for insured patients. 
HHS, however, has delayed enforcement of 
these provisions due to the complexities of 
sharing information between providers and 
insurers. HHS plans on issuing notice and com-
ment rulemaking in CY 2022.  

Questions? Contact  
MGMA Government Affairs at  
202.293.3450 or govaff@mgma.org.

KEY COMPONENTS OF UNINSURED GFE

The requirement to provide uninsured or self-pay patients with a GFE 
applies to all physicians or other healthcare providers “who [are] acting 
within the scope of practice of that provider’s license or certification under 
applicable state law.” 86 Fed. Reg. 56014

The GFE must be provided to patients upon request or when a service is 
scheduled. When a service is scheduled more than 10 days in advance, the 
provider must provide the GFE within three business days. If the item or service 
is scheduled at least three business days in advance, the GFE must be provided 
within one business day. 

The GFE must reflect the total cost of the period of care. The period of 
care includes the primary service, or the reason for the visit, and any 
foreseeable additional services that will be provided in conjunction with 
the primary service. In addition to the total estimated cost, the GFE must 
also include an itemized list and description of expected services, diagnosis 
codes, services codes and associated anticipated charges. 

An uninsured or self-pay patient may request a GFE for items or services. 
However, if the uninsured or self-pay patient schedules an item or service with 
the same provider, the provider must provide a new GFE upon scheduling. 

Access your member-benefit resources
For more in-depth analysis of the No Surprises Act and the impacts of implementation  
in medical practices, download the full, updated resources at mgma.com/nosurprises.

For the latest updates on federal health policy, please sign up to receive the  
Washington Connection newsletter at mgma.com/wc. MGMA members can  
also use the online GovChat community in the MGMA Member Community  
(community.mgma.com) to keep the discussion going on these and other issues. 

Not an MGMA member yet? Register today: mgma.com/membership

4 KEY CONSIDERATIONS 
FOR MEDICAL GROUPS

1 Determine whether the federal ban on surprise 
billing applies to your group practice or physicians 

in your group.

2 If the ban on surprise medical billing applies,  
determine whether clinicians are eligible to  

participate in the Notice and Consent process to  
balance bill patients.

3 Evaluate current requirements for patient  
transparency and good faith estimates and  

determine which current workflows and data platforms 
must be adjusted to meet the new requirements.

4 Consult internally to determine applicable state 
law.
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