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Medical Policy Statement.  If there is a conflict between the Medical Policy Statement and the plan contract (i.e., Evidence of 
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A. Subject 
Non-Emergency Facility to Facility Transfers  

 

B. Background 
This policy addresses the necessity of transferring a patient to a second acute care 

facility (receiving facility) when the individual requires care not available at the original 

facility. The goal of any transfer is to maintain the optimal health of the patient. This is 

accomplished by transferring the patient to the nearest facility that provides the highest 

specialized care needed. 

 

Inter-hospital patient transfer is an important aspect of patient care, most often to 

improve patient management. During such transfers, there must be continuity of medical 

care. Key elements include the decision to transfer and communication, pre-transfer 

stabilization and preparation, choosing the appropriate mode of transfer, personnel 

accompanying the patient, equipment and monitoring required during the transfer, and 

documentation and handover of the patient at the receiving facility. 

 

Transfer, admission, and subsequent care to the receiving facility is not medically 

necessary when the needed care is available at the originating facility. 

 

C. Definitions 

• Inter-Facility Transfer – The transfer of patients between two healthcare facilities. 

• Intra-Facility Transfer – The transfer of patients within the same facility. 

• Non-Emergency – A situation for which immediate response is not needed for the 

provision of medical treatment. 

• Non-Participating (Out-of-Network) Facility – Facility that is not contracted with 

CareSource. 

• Originating Facility – The current facility to which an individual has been admitted 

for care and from which a transfer is planned. 

• Participating (In-Network) Facility – Facility that is contracted with CareSource. 

• Receiving Facility – The facility to which a transfer is planned. 

 

D. Policy 

I. The following non-emergency transfers require a medical necessity review: 

A. a non-emergency transfer from a participating inpatient facility to a participating 

inpatient facility that is not within the same healthcare system 

B. a non-emergency transfer from a non-participating facility to a participating facility 

C.  a non-emergency transfer from a non-participating facility to a non-participating 

facility 

 

II. For non-emergency transfers that require a medical necessity review, the receiving 

facility submits the medical necessity review request to CareSource.  
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III. Requests for transfers that require a medical necessity review require that the 

member be medically stable for transfer AND meet at least 1 of the following criteria: 

A. Member requires transfer to a level of care unavailable at the originating facility. 

B. Member requires transfer for a medically necessary diagnostic or therapeutic 

service unavailable at the originating facility. 

C. Member requires transfer for services of a specialist to evaluate, diagnose, or 

treat a condition when that specialist is not available at the originating facility.  

D. Member requires transfer because care was received by the member at a 

specific prior institution for a condition not normally managed at the originating 

facility and return to that prior institution is needed to diagnose, manage, or treat 

a complication or other acute issue. 

E. Member requires transfer to improve the health and welfare of the member (ie, 

parental bonding).  

F. Transfer to allow a parent who gave birth to remain with the neonate is 

considered medically necessary when the neonate transfer meets the medically 

necessary criteria listed above and the parent who gave birth requires continued 

hospitalization due to birth complications or other medically necessary 

conditions. 

 

III. The following non-emergency transfers do not require a medical necessity review: 

A. inter-facility transfers within the same healthcare system 

B. intra-facility transfers within the same facility 

 

IV. Non-emergency (elective) transfers are not a covered service for the following: 

A. The criteria above have not been met. 

B. The transfer is for the convenience of the member, the member’s family, the 

provider, or the originating facility. 

 

E. Conditions of Coverage 
NA 

 

F. Related Policies/Rules 
NA 

 

G. Review/Revision History  

 DATE ACTION 

Date Issued 03/15/2023 New policy. Approved at Committee. 

Date Revised 02/14/2024 
01/15/2025 
01/28/2026 

Annual review. Updated references. Approved at Committee. 
Annual review. Updated references. Approved at Committee. 
Annual review. Replaced prior authorization with medical 
necessity review and physician with provider. Updated 
references. Approved at Committee. 

Date Effective 05/01/2026  

Date Archived   
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