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Disclaimer — Review of CMS Annual Rulemaking 
 
The following summary and analysis of the Centers for Medicare & Medicaid Services 
(CMS) annual rulemaking is provided for general informational purposes only. It reflects 
our review of the rule as published as of the date of this communication and does not 
constitute legal, compliance, or regulatory advice. 
Proposed rules are not final and are subject to change. Where this material addresses a 
proposed rule, the provisions discussed represent CMS’s proposals only. A proposed rule 
does not constitute final agency action, carries no binding effect, and may be modified, 
withdrawn, or adopted in materially different form following the public comment period. 
Payment rates, thresholds, effective dates, program requirements, and other terms may 
change before a final rule is issued. Nothing in this material should be relied upon as a 
statement of the requirements that will ultimately take effect. 
The rule is subject to individual review, interpretation, and implementation. 
Application of the rule depends on each organization’s specific facts, operational structure, 
patient or beneficiary population, and existing compliance posture. This material does not 
account for those individual circumstances. Each reader and organization is responsible for 
its own independent review of the rule, for forming its own interpretation of how the rule 
applies, and for determining the appropriate manner and timing of implementation within 
its operations. 
No legal advice; no attorney-client relationship. This material is not a definitive legal 
interpretation of any CMS rule and should not be construed as legal advice or as a substitute 
for review of the official rule text published in the Federal Register. Reading or relying on 
this material does not create an attorney-client relationship. 
Consult qualified counsel. Given the complexity of CMS rulemaking and the potential 
for change, readers and organizations — including providers, payers, administrators, and 
other healthcare stakeholders — should consult qualified legal, compliance, or regulatory 
counsel for guidance tailored to their specific circumstances before taking or refraining 
from any action based on the rule. 
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CMS Contract Year 2027 Medicare Part C and D Final Rule 
— Summary Overview 
Final rule “Medicare Program; Contract Year 2027 Policy and Technical Changes to the 
Medicare Advantage Program, Medicare Prescription Drug Benefit Program, and 
Medicare Cost Plan Program” (CMS-4208-F3 and CMS-4212-F), published at 91 Fed. 
Reg. No. 65 (April 6, 2026). 

Purpose and Scope 
The rule amends the regulations governing the Medicare Advantage (Part C) program, the 
Medicare Prescription Drug Benefit (Part D) program, and the Medicare cost plan program, 
making changes to improve these programs for contract year 2027 and codifying existing 
subregulatory guidance. (Medicare Part C and D Final Rule for Contract Year 2027) It 
touches Star Ratings, marketing and communications, drug coverage, enrollment 
processes, special needs plans, and other programmatic areas. (Medicare Part C and D Final 
Rule for Contract Year 2027) 
It follows the Contract Year 2027 proposed rule (published November 28, 2025), to which 
CMS received approximately 42,632 timely pieces of correspondence. (Medicare Part C 
and D Final Rule for Contract Year 2027) Notably, CMS is not finalizing its proposal to 
establish a special enrollment period for provider terminations. (Medicare Part C and D 
Final Rule for Contract Year 2027) 
Effective dates. The regulations are effective June 1, 2026. (Medicare Part C and D Final 
Rule for Contract Year 2027) The new marketing and communications policies apply to 
all contract year 2027 marketing and communications beginning October 1, 2026. 
(Medicare Part C and D Final Rule for Contract Year 2027) Several Part D benefit-design 
and discount-program changes carry statutory applicability dates of January 1, 2025, and 
the Star Ratings measure changes phase in over the 2028 and 2029 Star Ratings. (Medicare 
Part C and D Final Rule for Contract Year 2027) 

Key Provision Areas 

1. Part D Benefit Redesign (Inflation Reduction Act 
implementation) 
CMS implements the changes to Part D benefit design and the payment obligations of 
enrollees, sponsors, manufacturers, and CMS made by section 11201 of the Inflation 
Reduction Act of 2022 (IRA). (Medicare Part C and D Final Rule for Contract Year 2027) 
This codifies the IRA’s changes to the phases of the Part D benefit — the deductible, initial 
coverage limit, coverage gap, annual out-of-pocket threshold, and alternative coverage 
options — along with conforming changes to specialty-tier rules, the treatment of True 
Out-of-Pocket (TrOOP) costs, reinsurance payment methodology, and the Selected Drug 
Subsidy. (Medicare Part C and D Final Rule for Contract Year 2027) The costs and 



 
 
 

 2 

transfers of the redesign are attributable to the IRA itself, not to this rule. (Medicare Part 
C and D Final Rule for Contract Year 2027) 

2. Coverage Gap Discount Program Sunset 
CMS codifies the sunsetting of the Coverage Gap Discount Program and termination of all 
its agreements as of January 1, 2025, consistent with section 1860D-14A(h) of the Social 
Security Act as added by the IRA (revising §§ 423.2300 and 423.2345, with conforming 
changes for clarity). (Medicare Part C and D Final Rule for Contract Year 2027) 

3. Manufacturer Discount Program 
CMS codifies the Manufacturer Discount Program established by section 1860D-14C of 
the Act (added by the IRA), which replaced the Coverage Gap Discount Program beginning 
January 1, 2025. Participating manufacturers must provide discounts on applicable drugs 
in both the initial and catastrophic coverage phases. The rule adds a new subpart AA to 
part 423 and makes conforming changes throughout. (Medicare Part C and D Final Rule 
for Contract Year 2027) 
Related Part D program-integrity and technical provisions include the definition of 
creditable coverage, outlier prescriber criteria, reopening and payment appeals, 
strengthened documentation standards for Part D sponsors, and prescription drug event 
(PDE) submission timeliness requirements under § 423.325. (Medicare Part C and D Final 
Rule for Contract Year 2027 § F; Medicare Part C and D Final Rule for Contract Year 2027 
§ D; Medicare Part C and D Final Rule for Contract Year 2027 § K; Medicare Part C and 
D Final Rule for Contract Year 2027 § E) 

4. Star Ratings 
CMS simplifies and refocuses the Part C and D Star Ratings measure set on clinical care, 
outcomes, and patient experience. It finalizes removal of 11 measures (retaining the 
Diabetes Care-Eye Exam measure it had proposed to remove), declines to implement the 
Health Equity Index reward while continuing the historical reward factor (§§ 
422.166(f)(1)/(3)), adds detail on plan-preview data (§§ 422.166(h)(2)), and clarifies the 
measure-removal process (§§ 422.164(e)(2)/(e)(3)). (Medicare Part C and D Final Rule for 
Contract Year 2027) The measure removals apply beginning with the 2028 Star Ratings 
(Call Center and Statin Therapy measures) and the 2029 Star Ratings (the remainder). 
(Medicare Part C and D Final Rule for Contract Year 2027) The net impact of the Star 
Ratings updates on the Medicare Trust Fund is estimated at $18.56 billion from 2027 
through 2036, or 0.21 percent of Medicare payments to private health plans over the period. 
(Medicare Part C and D Final Rule for Contract Year 2027) 

5. Marketing, Communications, and Third-Party Oversight 
The rule revises several marketing and communications rules: updating Third-Party 
Marketing Organization (TPMO) disclaimer requirements (§§ 422.2267, 423.2267); 
removing rules on the time and manner of beneficiary outreach; relaxing restrictions on 
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language in advertising; revising TPMO record-retention requirements for marketing and 
sales call recordings; and rescinding the requirement for the Notice of Availability. 
(Medicare Part C and D Final Rule for Contract Year 2027 § E; Medicare Part C and D 
Final Rule for Contract Year 2027 § F; Medicare Part C and D Final Rule for Contract 
Year 2027 § G; Medicare Part C and D Final Rule for Contract Year 2027 § H; Medicare 
Part C and D Final Rule for Contract Year 2027 § I) It also addresses coordination of 
election mechanisms for MA and Part D (§§ 422.62, 422.66, 423.32, 423.36, 423.38) and 
the use and release of risk adjustment data. (Medicare Part C and D Final Rule for Contract 
Year 2027 § B; Medicare Part C and D Final Rule for Contract Year 2027 § C) 

6. Supplemental Benefits 
Carrying forward proposals from the Contract Year 2026 proposed rule, CMS strengthens 
administration of Special Supplemental Benefits for the Chronically Ill (SSBCI) — 
including a requirement that plans post their objective SSBCI eligibility criteria on their 
public websites (finalized as proposed). (Medicare Part C and D Final Rule for Contract 
Year 2027) It also codifies and clarifies requirements for administering supplemental 
benefits through debit cards (real-time verification, enhanced disclosure, improved 
customer support), finalized with modifications — including not finalizing the proposed 
prohibition on marketing the dollar value of supplemental benefits. (Medicare Part C and 
D Final Rule for Contract Year 2027) The rule also revises the list of non-allowable SSBCI 
(§ 422.102). (Medicare Part C and D Final Rule for Contract Year 2027 § A) Neither the 
debit-card nor SSBCI-eligibility provisions are expected to impact the Medicare Trust 
Fund. (Medicare Part C and D Final Rule for Contract Year 2027) 

7. Special Needs Plans (SNPs) and Enrollment 
The rule addresses a Model of Care off-cycle submission window (§ 422.101); passive 
enrollment by CMS (§ 422.60); continuity in enrollment for full-benefit dually eligible 
individuals in a D-SNP and Medicaid fee-for-service (§§ 422.107, 422.514); contract 
modifications for D-SNPs following a state Medicaid agency contract termination (§ 
422.510); and a limitation on D-SNP-only contracts submitting materials under the multi-
contract entity and multi-plan process (§§ 422.2261, 423.2261). (Medicare Part C and D 
Final Rule for Contract Year 2027 § 1) 

8. Regulatory Burden Reduction, RFIs, and Technical Changes 
The rule includes provisions reducing regulatory burden and costs consistent with 
Executive Order 14192, such as excluding account-based medical plans from entities 
required to make creditable-coverage disclosures (§ 423.56). (Medicare Part C and D Final 
Rule for Contract Year 2027 § 1) It contains Requests for Information on future directions 
in Medicare Advantage (risk adjustment and quality bonus payments) and on C-SNP and 
I-SNP growth among dually eligible enrollees. (Medicare Part C and D Final Rule for 
Contract Year 2027 § 1) It also makes technical terminology changes in risk adjustment 
and in payments to sponsors of retiree prescription drug plans, and includes the required 
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Collection of Information Requirements and Regulatory Impact Analysis. (Medicare Part 
C and D Final Rule for Contract Year 2027 § 1) 

Severability 
CMS states that if any provision is held invalid, unenforceable, or stayed, it is severable 
from the remainder of the rule; the codified provisions are intended to operate 
independently of each other. (Medicare Part C and D Final Rule for Contract Year 2027) 

 
This is a high-level overview of the rule’s structure and principal provisions. For detail on 
the Star Ratings and appeals changes, see the separate Medicare Advantage Part C Star 
Ratings summary. Depth on any other area above can be developed on request. 
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