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Page 1 A. In the event PRC funds are depleted, PRC payment for services must be denied or
deferred and the CEO must notify the Area Director.

D. Acronyms.

(1) AMA – Against Medical Advice
(2) ARRA – American Recovery and Reinvestment Act
(3) CY – Calendar Year
(16) FY – Fiscal Year
(17) HITECH – Health Information Technology for Economic and Clinical Health Act
(20) MMA – Medicare Modernization Act
(21) PHI – Protected Health Information
(22) PRC – Purchased/Referred Care
(23) PRCDA – Purchased/Referred Care Delivery Area
(24) PRCO – Purchased/Referred Care Officer
(25) RCIS – Referred Care Information System
(29) VA – Veterans Health Administration

INTRODUCTION AND ACRONYMS
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Page 3

E. Definitions (Also see 42 CFR 136.21)

(5) Catastrophic Illness.  Catastrophic illness is a medical condition that is costly
by virtue of the intensity and/or duration of its treatments.  Examples of
conditions that frequently require multiple hospital stays and extensive
treatment are cancer, burns, premature births, cardiac disease, end-stage
renal disease, strokes, trauma-related cases such as automobile accidents
and gunshot wounds and some mental disorders.

(6) Medicare Approved Transplant Program.  A facility or institution that has
met or exceeded defined standards of care in which transplants of organs
are performed.  The transplant program is a component within a transplant
hospital that provides transplantation of a particular type of organ.



Page 4

Page 3 (7) CHEF Case.  A CHEF case is an episode of acute medical care for a condition from an
illness or injury, requiring extensive treatment that incurs medical costs to the IHS in
excess of the CHEF threshold.

(8) CHEF Threshold Cost.  A designated amount above which incurred medical costs will
be considered for CHEF reimbursement after a review of the authorized expenses
and diagnosis.

(10) Medical Referral.  A referral for health care services that is not authorized for
payment by PRC.

(13) Purchased/Referred Care in Support of Direct Care.  These are contracted specialty
physician and non-physician specialty medical services provided within an IHS/Tribal
facility when the patient is under direct supervision of an IHS physician or a contract
physician practicing under the auspices (or authority) of the IHS facility.

(14) Core Data Set.  The PRC Core Data Set consists of required data for management of
the PRC program that constitutes a subset of data collected in the IHS information
system.  The purpose of the data is to assist the IHS in its internal management and
to satisfy Congressional and other mandatory reporting requirements.

E. Definitions (Also see 42 CFR 136.21) – Cont.
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Page 4 (15) Deferred Services.  Deferred services are services referred for PRC
that do not meet immediate medical priority for payment guidelines
for which the provision of treatment can be postponed or delayed
and the service has not been provided.

(16) Descendent of a Tribal Member.  An individual biologically descended
from an enrolled member of the Tribe.

(19) Episode of Care.  The period of consecutive days for a discrete health
condition during which reasonable and necessary medical services
related to the condition occur.

E. Definitions (Also see 42 CFR 136.21) – Cont.



Page 5 & 6 (22) Notification of a Claim.  For the purposes of part 136, and also 25 U.SC.
1621s and 1646, the submission of a claim that meets the requirements of
42 CFR 136.24.

a. Such claims must be submitted within 72 hours after the beginning of
treatment for the condition or after admission to a health care facility, notify
the appropriate ordering official of the fact of the admission or treatment,
together with information necessary to determine the relative medical need
for the services and the eligibility of the Indian for the services.

b. The information submitted with the claim must be sufficient to:
(i) Identify the patient as eligible for IHS services (e.g., name, address,

home or referring service unit, Tribal affiliation),
(ii) Identify the medical care provided (e.g., the date(s) of service,

description of services), and
(iii) Verify prior authorization by the IHS for services provided (e.g., IHS

purchase order number or medical referral form) or exemption from
prior authorization (e.g., copies of pertinent clinical information for
emergency care that was not prior-authorized).

E. Definitions (Also see 42 CFR 136.21) – Cont.
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Page 6 (23) PRC Rates.  The PRC rates are the rates IHS adopted in 42 CFR 136 Subpart D
and Subpart I for payment of services authorized for payment through a PRC
program.  These rates are commonly referred to as Medicare-like rates.

(24) PRC Referral.  An authorization for medical care by the appropriate ordering
official in accordance with 42 CFR part 136 subpart C.

(32) Tribal Self-Insurance.  A health plan that is funded solely by a Tribe or Tribal
organization and for which the Tribe or Tribal organization assumes the burden
of payment for health services covered under the plan either directly or
through an administrator.  Any portion of the plan that is reinsured will not be
considered Tribal Self-Insurance.

(33) Unmet need - PRC.  The IHS collects data on cases of unfunded PRC services —
services for which funding was not available — from the individual federally
and tribally-operated PRC programs.  Counts of deferral and denial cases are
recorded by the individual PRC programs, collected by the Area Offices, and
submitted to HQ.  The aggregate count of cases is multiplied by the average
cost per PRC claim (weighted average of the costs for inpatient, outpatient and
transportation paid PRC claims) provided by the FI to estimate PRC program
resource unmet need.

E. Definitions (Also see 42 CFR 136.21) – Cont.



Page 7 (34) Urgent Care.  The delivery of ambulatory care in a facility
dedicated to the delivery of medical care outside of a hospital
emergency department, usually on an unscheduled, walk-in
basis.  Urgent care centers are primarily used to treat patients
who have an injury or illness that requires immediate care but is
not serious enough to warrant a visit to an emergency
department.

(35) Veterans Eligible for VA Resources.  Eligibility for VA resources is
dependent upon a number of variables, which may influence the
final determination of services for which the veteran qualifies.
These factors include the nature of a veterans discharge from
the military service (e.g., honorable, other than honorable),
length of service, VA adjudicated disabilities (commonly referred
to as service connected disabilities), income level and available
VA resources among others.

E. Definitions (Also see 42 CFR 136.21) – Cont.



Page 10 & 11

2-3.2  PURCHASED/REFERRED CARE DELIVERY AREA

B. Services Needed But Not Available.  Services needed but not available at an IHS or
Tribal facility are provided under the PRC program depending on the availability of
funds, the person’s relative medical priority and the actual availability and
accessibility of alternate resources in accordance with the regulations.

C. Established Purchased/Referred Care Delivery Areas.

(1) A PRCDA typically consists of a county that includes all or part of a
reservation, and any county or counties that have a common boundary with
the reservation.

(2) Congress has statutorily created or re-designated a PRCDA through legislative
enactments such as appropriations, restoration and/or recognition acts,
public laws, etc.

(3) Some Tribes and particularly many of the newly recognized Tribes do not
have reservations.  When congress has not legislatively designated counties
to serve as a PRCDA for such a Tribe, the Director, IHS, exercises reasonable
administrative discretion to designate a PRCDA to effectuate the intent of
Congress for the Tribe.



2-3.4  REDESIGNATION OF A PRCDA

C. Requirements.

(3) The Director, DCC, will review the request for the re-designation of the
PRCDA, and apply the criteria outlined in Paragraph A above to the
information submitted to support the request.  If the submittal from the
Area is complete, the Director, DCC will convene a meeting of an ad hoc
PRCDA Designation /Re-designation Committee to consider the request.
The committee members consist of IHS HQ representatives from the
DCC; Office of Finance and Accounting/Division of Budget Formulation;
Office of Public Health Support/Division of Program Statistics; Office of
Management Services/Division of Regulatory Affairs; Office of Tribal
Self-Governance; and Office of Direct Service and Contracting Tribes.
The Director, DCC will chair the committee meeting.

(5) The Director, IHS will inform the Tribe requesting the PRCDA
designation/re-designation and the corresponding Area Director of the
decision.  The decision is final and cannot be appealed.
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2-3.5   PERSONS TO WHOM PRC WILL BE PROVIDED

C. Insufficient Funds.

When funds are insufficient to provide the volume of 
purchased/referred care indicated as needed by the population 
residing in a PRCDA, priorities for service shall be determined on the 
basis of relative medical need.  Manual Exhibit 2-3-B demonstrates 
the process for determining the disposition for a patient being 
considered for PRC funding.  In the event that all PRC funds are 
depleted, referrals will be denied PRC payment or deferred.  Medical 
referrals will still be made based on services needed by the patient.  
However, no payment or promise of payment can be made when 
there are no funds available.  The Service Unit CEO will notify the 
Area Director when PRC funds are insufficient.
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2-3.5   PERSONS TO WHOM PRC WILL BE PROVIDED – Cont.

(8) Purchased/Referred Care funds may be expended for services to
support direct care individuals treated in an IHS facility to the
extent that the individual is eligible for direct services.  However,
hospitals and clinics funds shall be used to support direct care
whenever possible.  Payment of costs for “contract to support
direct care” specialty services (e.g., prenatal, podiatry, or
orthopedic clinics) provided within the facility are permitted when
patients are under the direct supervision of an IHS physician or a
contract physician practicing under the auspices of the medical staff
rules and regulations of the IHS facility.  PRC funds are not to be
used to support routine primary care that the facility is designed to
provide.  Manual Exhibit 2-3-C includes directives from IHS DCC, HQ
on when PRC can be used in support of direct care.  Expenditures
must be consistent with the directives set forth therein.



Page 18 D. Full-time Student.  PRC will be made available to students
who would be eligible at the place of their permanent
residence, but who are temporarily absent from their
residence, as follows:
(1) Full time student programs such as high school,

college (undergraduate and graduate) vocational,
technical, or other academic education, during their
attendance and normal school breaks.  The service
unit where the student was eligible for PRC prior to
leaving for school is responsible for the student.
These students remain eligible after the completion of
the courses of study up to 180 days.  After 180 days
has elapsed the student is no longer eligible for PRC.

2-3.6   ELIGIBILITY REQUIREMENTS



Page 19

2-3.6   ELIGIBILITY REQUIREMENTS – Cont.

F. Persons in Custody.  The cost of medical and related health services for eligible beneficiaries
in custody of (non-Indian) law enforcement agencies is not the responsibility of the IHS, but is
the responsibility of that particular agency.  Persons in the custody of Indian law enforcement
agencies will be considered eligible on the same basis as other beneficiaries of the Service.
IHS does not provide the same health services in each area served and services provided will
depend upon the facilities and services available (42 CFR  136.11(c)).

G. Persons outside the United States.  Persons visiting a foreign country are eligible for PRC if
the beneficiary is eligible for the PRC program and the purchase of care complies with the
PRC regulations and the Federal Acquisition Regulations (FAR).  See guidance in Manual
Exhibit 2-3-E.

N. Non-AI/AN Spouses.  Section 1680c(b) of the IHCIA, states in part:  “Any spouse of an eligible
Indian who is not an Indian, or who is of Indian descent but not otherwise eligible for the
health services provided by the service, shall be eligible for such health services if all of such
spouses are made eligible, as a class, by an appropriate resolution of the governing body of
the Indian Tribe of the eligible Indian.”

The facility staff after determining that the patient is NOT eligible for PRC, shall obtain the 
signature(s) of the individual(s) acknowledging that they are not eligible for PRC, e.g., not residing 
within the PRCDA.
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Page 23

Page 25

2-3.8   PAYER OF LAST RESORT REQUIREMENTS

(3) Benefit Coordinator will assist the patient in applying,
especially where it is evident that the patient is unable to
apply or is having difficulty with the application process.

G. Alternate Resources.  All IHS or Tribal facilities that are available and
accessible to an individual are considered alternate resources.
Other alternate resources to pay for private sector services would
include, but not be limited to, Medicare, Medicaid, Vocational
Rehabilitation, Children’s Rehabilitative Services, Local or Private
Insurance, State Programs and Crime Victims Act.  Also see
42 CFR 136.61(c).  A charity or indigent care program offered by a
provider of services is not considered an alternate resource if the
provider of services is absorbing the full cost of the care, but the
charity or indigent care program will be considered an alternate
resource if it receives reimbursement for the costs of providing such
care from state resources or other institutions.



Page 25 &26 H. Qualified Health Plan from a Federal or State Marketplace.

(1) Qualified Health Plans (QHP) are available through the Marketplace where
consumers can compare health insurance options.  Pub. L. 111-148, Patient
Protection and Affordable Care Act (March 23, 2010) provides special
protection for members of federally recognized tribes from cost-sharing
(deductibles, coinsurance and copayments) for the provision of essential
health benefits in a QHP.

(2) Zero Cost-Sharing plans are only available to members of federally
recognized Tribes and Alaska Natives with incomes at or between 100% and
300% of the federal poverty level.

a. In-Network Providers – a referral is not needed for the patient to receive
an EHB from an “in-network” non-Indian health care provider.

b. Out-of-Network Providers – an authorized PRC referral is required to cover out of
network charges.  Out of network charges are not a co-pay, co-insurance or
deductible.

2-3.8   PAYER OF LAST RESORT REQUIREMENTS – Cont.



Page 26

2-3.8   PAYER OF LAST RESORT REQUIREMENTS – Cont.

(3) Limited Cost-Sharing plans are available to members of federally
recognized Tribes and Alaska Natives with any level of income.  There is
no cost sharing as long as the service is referred through a PRC program.
a. In-Network Providers - A PRC referral is required to avoid cost

sharing for essential health benefits (EHB).  The PRC referral must
state it is for all EHB for the episode of care.

b. In-Network Providers – A QHP referral from the QHP primary care
provider may be required (depending on the terms of the QHP).
PRC staff need to confirm with the QHP and assist the beneficiary in
acquiring this referral.

c. Out-of-Network Providers – An authorized PRC referral is required to
cover any out-of-network charges and to cover authorized charges
up to the PRC rate.



Page 26

Page 27

(4) Standard and Silver Cost-Sharing plans are QHPs that are available to IHS beneficiaries
that are not members of a federally recognized tribe or Alaska native but are otherwise
eligible for IHS.

a. All Providers – An authorized PRC referral is required to pay any cost sharing
expenses after the QHP payment.

b. All Providers - A QHP referral from the QHP primary care provider may be required
(depending on the terms of the QHP).   PRC staff need to confirm with the QHP and
assist the beneficiary in acquiring this referral.

AI/ANs with Medicaid who have ever received a service (e.g., a primary care, dental, behavioral 
health visit etc.) from the Indian Health Service, tribal health programs, or through a PRC referral 
are exempt from cost-sharing which includes copayments or coinsurance for Medicaid services.  
Therefore, there is no cost to the PRC program for Medicaid services provided.  AI/ANs can self-
attest that they have ever received services from IHS or a tribal health program.

Students whose grant includes funds for health services shall be required to use the grant funds 
to purchase available student health insurance.  Individuals who receive funding to purchase 
insurance shall be required to use such funds for health care purposes and such insurance shall 
be considered an alternate resource. 

2-3.8   PAYER OF LAST RESORT REQUIREMENTS – Cont.



Page 27 I. Exception to the IHS Payor of Last Resort:  Tribal Self-
Insurance Plans.  For purposes of IHS administered PRC 
programs, the Agency will not consider tribally-funded 
self-insured health plans to be alternate resources for 
purposes of the IHS’ Payor of Last Resort Rule.

J. Coordinating Benefits with Health Care Coverage 
Purchased under 25 U.S.C. 1642 (“sponsorship”). IHS 
considers sponsorship through indemnity to be an 
alternate resource under the payer of last resort rule.  

2-3.8   PAYER OF LAST RESORT REQUIREMENTS – Cont. 



Page 28

2-3.9   AUTHORIZATION FOR PURCHASED/REFERRED CARE

(5) The following definitions for an elderly and disabled individual
are to be used until further defined and published in the FR.

a. The IHS defines elderly as an individual who is 65 years of
age or older.

b. A  disabled individual who has a physical or mental
condition that prevents him or her from reasonably
providing or cooperating in obtaining the information
necessary to notify the IHS of his/her receipt of
emergency care or services from a non-service provider
or facility within 72 hours after the non-service provider
began to deliver the care.



Page 29

2-3.9   AUTHORIZATION FOR PURCHASED/REFERRED CARE – Cont.

C. Payment.

(1) PRC Rates for services furnished by Medicare-Participating Hospitals -
42 CFR 136 Subpart D Section 506 of the Medicare Prescription Drug,
Improvement, and Modernization Act of 2003 (MMA) (Pub. L. 108-
173), requires hospitals and critical access hospitals to participate in
PRC programs.  Section 506 directed the Secretary to set forth a
payment methodology, payment rates, and admission practices
through regulation for the PRC services provided by Medicare-
participating hospitals.  Any payments made under the PRC program
are considered payment in full and the patients must not be billed for
any remaining balance.  See 42 CFR 482.29, 42 CFR 136.30 and also
25 U.S.C. 1621u.



2-3.9   AUTHORIZATION FOR PURCHASED/REFERRED CARE – Cont.

Page 29 & 30 a. In the event a hospital is balance billing patients after PRC payment.

(i) Notify the hospital of the law, if the hospital refuses to comply.

(ii) Notify the Area PRC Officer who will notify the Regional CMS 
Native American Contact (NAC).

(iii) The NAC will notify the CMS Survey and Certification Division.

(iv) The Survey and Certification Division will contact the hospital 
and allow them to have a 90 day corrective action plan to 
remedy the infraction.

(v) After 90 days if the action has not been remedied, CMS will pull 
the hospital’s CMS certification.



2-3.9   AUTHORIZATION FOR PURCHASED/REFERRED CARE – Cont.

Page 30 & 31 (2) PRC Rates for physicians and non-hospital supplies and services 42 CFR 136 Subpart I.

a. IHS will not do business with a provider or supplier who will not accept the PRC Rate or
negotiate a fair and reasonable rate based upon the providers most favored customer rate,
meaning the lowest rate the provider will accept from other payers, including any
discounts.

b. The provider accepts the PRC rate and cannot balance bill the patient if any of the
following have been done:

(i) The services were provided based on a Referral, as defined in 42 CFR
136.202; or

(ii) The health care provider or supplier submits a Notification of a Claim for payment to
the I/T/U; or

(iii) The health care provider or supplier accepts payment for the provision of services
from the I/T/U.

c. It is mandatory to enter a provider’s information into the Provider Tracking Tool located at:
https://home.ihs.gov/OtherPrgms/IHPES/ORAP/TPICPSA/index.cfm?module=prc&option=
admin&fn=doPRCvalidate

https://home.ihs.gov/OtherPrgms/IHPES/ORAP/TPICPSA/index.cfm?module=prc&option=admin&fn=doPRCvalidate
http://home.ihs.gov/OtherPrgms/IHPES/ORAP/TPICPSA/index.cfm?module=prc&option=admin&fn=doPRCvalidate


2-3.9   AUTHORIZATION FOR PURCHASED/REFERRED CARE – Cont.

Page 32 G. The PRC Authorization Flow Chart.  The flow of a PRC purchase order from initial
request through processing and closeout is diagramed in Manual Exhibit 2-3-G.
Many aspects of PRC and other activities are incorporated in this general flow.

2-3.11   PAYMENT, DENIALS AND APPEALS
K. Appeals Process - Division of Contract Care.  The Director, DCC, is responsible for processing

all PRC appeals sent to the Director, IHS.  The Director, DCC, or his or her designee, will:

(1) Ensure that all required correspondence is included in chronological order.

(2) Routinely request information from the Area PRCO and other sources as needed.

(3) Analyze the issues contained in the appeal and processes the appeal to the extent
issues can be handled within established policy.

(4) Refer all appeals that involve questions of medical judgment to the medical review to
the Director, Office of Clinical and Preventive Services.

(5) Refer an appeal that involves legal questions or requires legal analysis review to the
OGC for legal advice.

Page 36 & 37 



Page 37 & 38

2-3.12   MANAGEMENT OF PURCHASED/REFERRED CARE FUNDS

A. Allocation of PRC Funds.  The allocation of PRC funds to the Areas are
determined by three primary methods: historical base funding, annual
adjustments, and program increases.  The PRC funds are then distributed from
the Areas to the individual PRC programs.  As a portion of the overall PRC funding
methodology, the PRC Allocation Formula, is designed to accommodate for any
new program increases and is in compliance with the IHS Budget Execution
Policy.  However in consultation with Tribes, Areas have the authority to
redistribute new program increases using a different methodology other than the
PRC Allocation Formula.

Each Area, using an allocation formula other than the PRC Allocation Formula to
distribute new program funding, shall notify the Director, DCC in writing.  The
notification must include a copy of the formula used, any relevant information
that explains the method used, a description of the consultation held with
affected Tribes, and the distribution amounts to PRC programs in the Area.
Notification must be provided before implementing any allocation formula other
than the PRC Allocation Formula.



Page 38 

2-3.12   MANAGEMENT OF PURCHASED/REFERRED CARE FUNDS – Cont.

B. Use of PRC Funds for Staff Administering the PRC Program.  PRC funds
may be used for staff administrating the PRC program when the
following conditions are met:

(1) The PRC program is purchasing care beyond Medical Priority II

(2) Each Area Service Unit PRC program reports annually the medical
priority level the program is purchasing, the number, grade level
and salary of full or part time employees supported by PRC funds
and the number of denied and deferred services for Priority II
care to the Area Director.

(3) The Area Director reports by October 10, annually to the Director,
DCC, ORAP, for each Area Service Unit, the medical priority level
each program is purchasing, the number, grade level and salary
of full or part time employees supported by PRC funds and the
number of denied and deferred services for Priority II care.



Page 40 

2-3.16   CATASTROPHIC HEALTH EMERGENCY FUND (CHEF)

A. Background.  The CHEF is the congressionally appropriated fund for the purpose of
meeting the extraordinary medical costs associated with the treatment of victims of
disasters or catastrophic illnesses who are within the responsibility of the IHS.

Until such time as regulations are published, the annually issued HQ CHEF guidelines 
will continue to serve as interim policy governing the CHEF program for all PRC 
programs.  

B. Access to the CHEF Fund is on a Cost Reimbursement Basis.  All IHS PRC programs
must first obligate and expend funds and meet the appropriate threshold to be
reimbursed from the CHEF.

C. Cost Threshold.  The CHEF threshold is adjusted by the Director, DCC, within the
range established by law.  The IHS Director, DCC, will provide instructions annually.
Whether a case meets the threshold amount is determined by only including those
costs remaining after payment has been made by Federal, State, local, private health
insurance, or other applicable alternate resources.



Page 40 & 41 

2-3.16   CATASTROPHIC HEALTH EMERGENCY FUND (CHEF) – Cont.

D. Alternate Resources.  The requirements for alternate resources must
be met to access the CHEF.

E. Reimbursement.  All PRC programs must submit CHEF cases through
their Area PRC programs for coordination.  Any CHEF reimbursement
shall be applied only to cases that have been reviewed and approved
by the CHEF Manager; any amounts not used because of payments
by alternate resources or cancellations must be returned to the HQ
CHEF account.  For specific details on the CHEF, reference the
current, annually issued CHEF guidelines located on the IHS PRC Web
site:   http://www.ihs.gov/PRC/   Instructions on catastrophic case
processing and a check list for submitting/processing a CHEF case
can be found in Manual Exhibit 2-3-N.



2-3.19  DEFERRED SERVICES

Page 42 B. Recording and Reporting.  IHS evaluates and estimates need and the unmet need for
the PRC program based upon information submitted per the annual unmet need
request memo and tables, see Manual Exhibit 2-3-O, by Area PRC Officers, voluntarily
submitted data by Tribal PRC programs and FI payment data for the average cost for
inpatient admissions, outpatient visits and patient travel.  This data is needed and
used to accurately determine PRC financial needs and support program budget
justifications to the HHS, OMB and Congress.  The reporting formats and guidelines
for deferred services accrued and deferred services expenditures are sent to the
Areas on an annual basis.

The formula used to estimate the need is as follows, the percentages used to
illustrate the formula do not remain the same year to year and are dependent upon
the number of Tribes that manage PRC funds through Title I and Title V contracts.
Annually the FI provides the percentage of PRC funds expended for inpatient
admissions (e.g., 38%), outpatient visits (e.g., 51%) and patient transportation (e.g.,
11%) and the average cost per claim of an inpatient admission (e.g., $9,863),
outpatient visit (e.g., $545) and patient transport (e.g., $2,161).  For illustration
purposes, the IHS manages 42% of the PRC budget and Tribes manage 58%.  The
methodology in the table below is used to estimate the unmet need in PRC.



2-3.19  DEFERRED SERVICES – Cont.

Page 43
Unmet Need 
Methodology

Total 
Programs

Number of 
Programs that 
Reported Data

Percent of 
Programs that 
Reported Data

Percent of PRC 
Budget 
Accounted for

Apply Percent 
of Data 
Reported

Federal PRC Programs 67 67 100% 42% 42%

Tribal PRC Programs 177 68 38% 58% 22%

Percent of Data Reported 64%

Percent of Data Not Reported 36%

*Estimated Number of Denied Services = (Reported Number of Denied Services / Percent of Data Reported) * (Percent of Data
Not Reported)
**Cost for the Estimated Number of Denied Services = Average Cost per Claim (as provided by the FI) * Estimated Number of
Denied Services



Page 43 & 44

2-3.20   PURCHASED/REFERRED CARE REVIEW COMMITTEE

A. PRC Review Committee Requirements.

The following elements along with PRC staff will be maintained by all PRC Review
Committees:

(1) Defined policies and procedures regarding the PRC referral process will
include:  Referral tracking methodology noting the disposition of each
referral reviewed; and meeting notes summarizing decisions and activities of
each meeting.  Records will be maintained and made available for review as
requested by IHS officials.

(2) Committee membership shall consist of the Clinical Director, or his or her
designee and others, i.e., utilization review nurse or care coordinator/case
manager, patient benefit coordinator and the PRC Specialist.  Membership
may change periodically based on local needs, medical staff members can
serve a rotation.

(3) A committee member will record committee comments, medical priority and
ranking information and communicate to PRC staff for referral data entry,
issuance of purchase orders, denials, deferrals and notification requirements.



2-3.20   PURCHASED/REFERRED CARE REVIEW COMMITTEE – Cont.

Page 44 B. Meetings.  Meetings must be held at least once a week to determine the medical priority and rank
of referral requests for expenditure of PRC funds.  Minutes will be maintained to accurately reflect
decisions and actions for each case discussed.

C. Managing PRC Referrals and Payment Authorizations for Family Members and Relatives

(1) PRC Review Committee members are required to recuse themselves from referral,
case/care discussions and decisions involving services for family members or relatives.
Meeting records will include documentation indicating the reason the committee member
was recused.

(2) An IHS employee with procurement authority is prohibited from signing the purchase
delivery order for a family member or relative.

(3) For the purposes of this section, the IHS will use the following definition of family/relative.
Family/relative means and includes the following:

An individual who is related to the IHS employee as father, mother, son, daughter, brother,
sister, uncle, aunt, first cousin, nephew, niece, husband, wife, father-in-law, mother-in-law,
son-in-law, daughter-in-law, brother-in-law, sister-in- law, stepfather, stepmother, stepson,
stepdaughter, stepbrother, stepsister, half-brother, or half-sister.



2-3.20   PURCHASED/REFERRED CARE REVIEW COMMITTEE – Cont.

Page 44 & 45 D. Criteria for Payment Decisions.  The committee will consider the following criteria, at 
a minimum, for PRC cases:

(1) The patient must be PRC eligible.

(2) The care must be within medical priorities.

(3) The requested service is not available in an accessible IHS or Tribal facility.

(4) Funds must be available.

a. When Funds are not available, PRC referrals must still be ranked within
medical priorities by the committee.

b. Obligation of PRC funds for a referral when no funds are available is a
violation of the Anti-Deficiency Act.  Federal employees who violate this
act are subject to administrative and penal sanctions.  Administrative
sanctions may include suspension from duty without pay or removal from
office.  In addition, the offender(s) may also be subject to fines,
imprisonment, or both.



2-3.20   PURCHASED/REFERRED CARE REVIEW COMMITTEE – Cont.

Page 45 (5) PRC referrals can then be authorized to the weekly
spending limit after which all others must be deferred or
denied.

(6) Care must not be deferred for cases where full
reimbursement through alternate resources is available.

E. Minutes.  Minutes to accurately reflect decisions and actions
for each case discussed of each committee meeting and will
be maintained to accurately reflect the determination of each
case.

F. High Cost Cases.  The PRC review committee will monitor high
cost cases, including the progress of each case, utilizing
current Area/Tribal guidelines for high cost case management.



Page 45 & 46 A. Time of Response.  25 U.S.C. 1621s requires the IHS to respond to a
notification of a claim by a provider of a PRC service with either an
individual purchase order or a denial of the claim within 5 working
days after receipt of such notification.  For the purposes of this rule
the following definitions apply.

B. Notification of a Claim.  For the purposes of part 136, and also 25
U.S.C. 1621s and 1646, the submission of a claim that meets the
requirements of 42 CFR 136.24.

(1) Such claims must be submitted within 72 hours after the
beginning of treatment for the condition or after admission to
a health care facility notify the appropriate ordering official of
the fact of the admission or treatment, together with
information necessary to determine the relative medical need
for the services and the eligibility of the Indian for the services.

2-3.21  PROMPT ACTION ON PAYMENT OF CLAIMS ALSO KNOWN AS THE PRC "FIVE-DAY RULE"



Page 46 (2) The information submitted with the claim must be sufficient to:

a. Identify the patient as eligible for IHS services (e.g., name, address, home or referring
service unit, Tribal affiliation),

b. Identify the medical care provided (e.g., the date(s) of service, description of services),
and

c. Verify prior authorization by the IHS for services provided (e.g., IHS purchase order
number or medical referral form) or exemption from prior authorization (e.g., copies of
pertinent clinical information for emergency care that was not prior-authorized).

(3) To be considered sufficient notification of a claim, claims submitted by providers and suppliers
for payment must be in a format that complies with the format required for submission of
claims under title XVIII of the Social Security Act (42U.S.C. 1395 et seq.) or recognized under
section 1175 of such Act (42U.S.C. 1320d-4).

C. Failure to Timely Respond.  If IHS fails to respond to a notification of a claim as defined in 2-3.21A, IHS
shall accept the claim as a valid claim for PRC services.

D. Time of Payment.  The Service shall pay a completed contract care service claim within 30 days after
completion of the claim, in accordance with the Prompt Payment Act 31 U.S.C. 3901 (See Manual
Exhibit 2-3-P)

2-3.21  PROMPT ACTION ON PAYMENT OF CLAIMS ALSO KNOWN AS THE PRC "FIVE-DAY RULE" – Cont.



Page 46 & 47

2-3.22   NO PATIENT LIABILITY
The Affordable Care Act, enacted on March 23, 2010, reauthorized and amended the IHCIA.  The IHCIA [25 U.S.C. 25 §1621(s)], 
provides that patients are not liable for payment of services authorized and approved for payment under a PRC program, 
which pays for authorized PRC referrals for healthcare services to non-IHS providers. 

Section 222 of the IHCIA [25 U.S.C. § 1621u] provides: 
A. No Patient Liability.  A patient who receives PRC services that are authorized by the Service shall not be

liable for the payment of any charges or costs associated with the provision of such services.
B. Notification.  The Secretary shall notify a contract care provider and any patient who receives PRC services

authorized by the Service that such patient is not liable for the payment of any charges or costs associated
with the provision of such services not later than five business days after receipt of a notification of a claim
by a provider of contract care services.

C. No Recourse.  Following receipt of the notice provided under subsection (b), or, if a claim has been
deemed accepted under section 220(b), the provider shall have no further recourse against the patient
who received the PRC services.
In summary, a patient is not liable for services that have been authorized for payment by a PRC program
carried out by the IHS or a Tribal health program.  Providers are prohibited from collecting any payments
for these services from the patient, whether directly or through referral to an agent for collection.  Please
note that not all visits or referrals of IHS eligible patients to non-IHS providers are authorized for payment.

A sample letter to be sent to patients and providers informing them that patients are not liable for
payment of services authorized and approved for payment under a PRC program can be found in Manual
Exhibit 2-3-Q.



Conclusion and Summary

• 30-business day Comment Period through July 6, 2018

• Two All Tribes Conference Calls – May 25 and June 11

• Four face-to-face, in-person Tribal Consultation to gather input and recommendations from you on

updates or revisions you would recommend for the Purchased/Referred Care Chapter Update

• Comments posted on the IHS PRC website at:  https://www.ihs.gov/prc

• Face-to-face consultations:

• Prior Lake, MN – May 23

• Phoenix, AZ – June 14

• Minneapolis, MN – June 28 – information on the IHS Calendar

• Seattle, WA – June 29 – information on the IHS Calendar

• Please send your comments and recommendations on the PRC Chapter Update by e-mail to:

consultation@ihs.gov

https://www.ihs.gov/prc
mailto:consultation@ihs.gov


Questions and Comments 



Thank you!
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Conclusion & Summary


• 30-business day Comment Period through July 6, 2018


• Two All Tribes Conference Calls – May 25 and June 11


• Four face-to-face, in-person Tribal Consultation to gather input and recommendations from you on 


updates or revisions you would recommend for the Purchased/Referred Care Chapter Update


• Comments posted on the IHS PRC website at:  https://www.ihs.gov/prc


• Face-to-face consultations:  


• Prior Lake, MN – May 23


• Phoenix, AZ – June 14


• Minneapolis, MN – June 28 – information on the IHS Calendar


• Seattle, WA – June 29 – information on the IHS Calendar


• Please send your comments and recommendations on the PRC Chapter Update by e-mail to:  


consultation@ihs.gov



https://www.ihs.gov/prc

mailto:consultation@ihs.gov





Questions and Comments 







Thank you!
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