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Abstract

The Centers for Medicare and Medicaid Services Order and Referring provider i
represents one of the most underutilized yet strategically critical datasets in Am
healthcare. This analysis of the September 2025 snapshot reveals a complex

authorization matrix governing 1.99 million clinicians and their ability to order
certify Medicare services across five key categories: Part B diagnostics, Durable
Medical Equipment, Home Health Agency services, Power Mobility Devices, anc
Hospice care. Through systematic examination of authorization patterns, provid
segmentation, and operational friction points, this essay identifies specific mark
opportunities for health technology entrepreneurs and investors. Key findings ir
the discovery of four dominant provider authorization profiles representing dist
commercial segments, systematic gaps in provider eligibility that create predicte
denial patterns, and significant identity resolution challenges that affect orderin
accuracy. The analysis demonstrates how regulatory compliance requirements, w
properly understood and operationalized, create defensible competitive advanta,

healthcare technology markets.
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In the labyrinthine world of American healthcare, where regulatory complexity «
obscures market opportunity, few datasets reveal as much about the fundamente
architecture of medical commerce as the Centers for Medicare and Medicaid Ser
Order and Referring provider roster. This twice-weekly updated file, containing
authorization flags for nearly two million clinicians, represents the ground trutk
against which billions of dollars in Medicare claims are adjudicated. Yet despite
central role in healthcare operations, the roster remains largely overlooked by h
technology entrepreneurs and investors who focus on more visible aspects of the
healthcare ecosystem. This oversight represents a significant missed opportunits
understanding the structure and implications of this dataset reveals multiple avi

for creating defensible competitive advantages in healthcare technology markets

The September 2025 snapshot of the CMS Order and Referring roster contains

1,991,328 unique provider records, each associated with authorization flags acro
critical service categories. These flags determine whether a clinician can order P
diagnostic services such as laboratory tests and imaging studies, prescribe Dural
Medical Equipment including wheelchairs and oxygen concentrators, certify pat
for Home Health Agency services, authorize Power Mobility Devices like electri
wheelchairs and scooters, or certify patients for Hospice care. The binary nature

these authorizations creates a five-dimensional authorization space with thirty-t



possible combinations, though the actual distribution of providers across these
combinations is highly concentrated in ways that reveal distinct market segment

operational patterns.

The regulatory framework underlying this roster traces back to the Medicare
Improvements for Patients and Providers Act of 2008, which mandated that ord:
and referring physicians be enrolled in the Provider Enrollment, Chain, and
Ownership System before their orders could be processed for Medicare
reimbursement. The enforcement of these requirements has been phased in over
than a decade, with Part B, DME, and Home Health Agency ordering and referri
edits becoming active on January 6, 2014, and hospice certification requirements
taking effect on June 3, 2024. This staggered implementation has created a matu
compliance infrastructure around most service categories while establishing rel:

new enforcement mechanisms for hospice services.

The significance of this roster extends far beyond regulatory compliance. Every
Medicare claim that involves an ordered or certified service must reference an
ordering or certifying National Provider Identifier that appears in this file with
appropriate authorization flags. Claims referencing NPIs without proper
authorization are systematically rejected, creating immediate financial conseque
for healthcare providers and their technology vendors. This makes the roster no
merely a compliance tool but a fundamental piece of healthcare payment
infrastructure that determines the success or failure of clinical and operational

workflows across the entire Medicare ecosystem.

Understanding the authorization matrix requires recognizing that the five servic
categories represent fundamentally different aspects of healthcare delivery with
distinct operational and financial characteristics. Part B diagnostic services
encompass the broad universe of laboratory tests, imaging studies, and other
diagnostic procedures that form the foundation of clinical decision-making. Dui
Medical Equipment represents a diverse category of devices and supplies that p:
use at home or in long-term care settings, ranging from basic items like walkers
hospital beds to complex devices like ventilators and infusion pumps. Home He:

Agency services involve skilled nursing, therapy, and aide services delivered in



patients' homes under physician-certified care plans. Power Mobility Devices

constitute a specialized subset of DME focused on wheelchairs, scooters, and rel
mobility equipment that requires specific medical justification and certification
Hospice services represent end-of-life care coordination that requires physician

certification of terminal diagnoses and ongoing medical oversight.

The hierarchical relationships between these service categories create important
structural constraints that technology platforms must understand and operation
Power Mobility Devices represent a subset of Durable Medical Equipment, mea;
that every provider authorized for PMD is also authorized for DME, with no

exceptions in the current dataset. Similarly, hospice certification requires Part B
ordering privileges, creating a perfect subset relationship where all hospice-elig
providers are also Part B-eligible. These invariant relationships provide importa
validation checks for technology systems and create predictable escalation patte

when providers attempt to order or certify services outside their authorization s

The distribution of providers across authorization combinations reveals four
dominant archetypes that together account for nearly ninety-five percent of all
providers in the roster. The largest segment, comprising 50.25 percent of all
providers, consists of "full-stack authorizers" who possess all five authorization
and can therefore order or certify any Medicare service within their clinical scog
practice. This group represents the broadest potential market for comprehensivi
ordering and certification technology platforms, as they require functionality ac
all service categories and benefit most from integrated workflows that span diffe

types of medical services.

The second-largest segment, representing 26.24 percent of providers, includes t!
authorized for Part B, DME, HHA, and PMD services but lacking hospice

certification authority. This "all but hospice" cohort requires technology platfor
that either exclude hospice workflows entirely or provide clear routing mechani:
transfer hospice certification responsibilities to appropriately authorized colleay
The size of this segment suggests that hospice certification represents a speciali

authorization that many otherwise broadly authorized providers do not possess,



reflecting the specific training and credentialing requirements associated with e

life care.

A smaller but significant segment of 11.22 percent consists of providers authori:
only for Part B and DME services, lacking authorization for HHA, PMD, or hosg
services. This "Part B plus DME only" archetype suggests providers whose clinis
practice focuses primarily on diagnostic services and basic durable medical

equipment without extending into home-based care coordination or specialized
mobility devices. Technology platforms serving this segment can focus on strean
ordering workflows for diagnostics and standard DME without the complexity o

episode-based care management or specialized equipment authorization.

The fourth major archetype, representing 7.11 percent of providers, includes the
authorized for Part B, DME, HHA, and hospice services but lacking PMD
authorization. This pattern suggests providers who engage in comprehensive cat
including end-of-life services but do not typically prescribe complex mobility
equipment, possibly reflecting clinical specialties that manage patients requirin,

hospice care but not the specific mobility limitations that drive PMD prescriptic

Beyond these four dominant archetypes, smaller segments reveal specialized
authorization patterns that create targeted market opportunities. A group
representing 3.29 percent of providers possesses only DME and PMD authorizat
suggesting specialists who focus specifically on equipment prescription without
broader diagnostic or care coordination responsibilities. An even smaller segme;
1.86 percent has only DME authorization, representing the most equipment-foc
provider subset. These specialized segments, while individually small, represent
concentrated markets where targeted solutions can achieve high penetration rat

among relevant providers.

The authorization gaps between different service categories create systematic fri
points that technology platforms can address through intelligent workflow desig
provider education. The most significant gap involves the 402,077 providers whc
possess DME authorization but lack PMD authorization, representing approxim

20.2 percent of all DME-authorized providers. This gap creates operational



complexity for DME suppliers and ordering platforms, as they must distinguish
between standard DME orders that any DME-authorized provider can place and
orders that require additional authorization. Technology systems that fail to mal
distinction will experience systematic claim denials when DME-authorized but |
ineligible providers attempt to prescribe power wheelchairs, scooters, or related

mobility equipment.

Similarly, the 102,949 providers who possess DME authorization but lack Part B
authorization create another systematic friction point. These providers can pres
durable medical equipment but cannot order the diagnostic tests that often info
equipment prescription decisions or monitor patient outcomes after equipment
delivery. This authorization pattern requires careful workflow design to ensure 1
diagnostic ordering and equipment prescription responsibilities are appropriate

allocated among different providers involved in patient care.

The hospice certification enforcement that became active in June 2024 represent
relatively new source of potential friction, as systems designed before this
enforcement date may not properly validate hospice certification authority. The
849,081 providers who lack hospice authorization but possess other authorizatic
types require technology platforms that either exclude hospice workflows entire
provide clear escalation paths to hospice-authorized providers. The newness of t
enforcement mechanism suggests that many existing systems may not properly
account for hospice authorization requirements, creating opportunities for

compliance-focused technology vendors.

Identity resolution represents another significant operational challenge revealed
analysis of the roster data. Approximately 9.1 percent of unique first name and |
name combinations correspond to multiple distinct National Provider Identifier
indicating that provider name alone is insufficient for accurate identification in
ordering and certification workflows. Common surnames like Smith, Johnson, L
and Kim each correspond to more than one hundred distinct NPIs in the roster,
making name-based provider search and selection workflows highly error-prone

without additional disambiguation mechanisms.



The implications of provider misidentification extend beyond simple operationa
inconvenience to create serious compliance and financial risks. Medicare claims
reference incorrect ordering or certifying NPIs will be systematically denied, cre
revenue loss for providers and potentially triggering regulatory scrutiny if patte
incorrect NPI usage emerge. In clinical contexts, provider misidentification can
to orders being attributed to the wrong clinician, creating liability concerns and
potentially compromising patient safety through miscommunication or care

coordination failures.

Technology platforms that rely primarily on name-based provider search withou
robust NPI validation and disambiguation create systematic risk for their users.
frequency of name collisions in the provider population makes this risk material
rather than theoretical, particularly for platforms serving large provider populat
or operating in geographic markets with high concentrations of providers with
common names. Conversely, platforms that implement sophisticated identity
resolution mechanisms using NPI as the primary key and supplementing with
additional disambiguating information like practice location, specialty, or
organizational affiliation can create competitive advantages through improved

accuracy and reduced operational friction.

The twice-weekly update frequency of the CMS roster creates both challenges a;
opportunities for technology vendors. Unlike many healthcare datasets that upd
monthly or less frequently, the roster's rapid update cycle means that provider
authorization status can change multiple times per month. Providers who lose
enrollment due to compliance issues, practice changes, or administrative lapses"
disappear from the roster within days of their status change, potentially causing
immediate claim denials for any orders or certifications they submit after their

removal.

Technology platforms that cache roster data without regular updates risk creatii
systematic problems for their users, as orders placed through providers who hav
authorization will be denied even if the provider appeared authorized when the
platform last updated its data. Conversely, platforms that implement real-time ¢

near-real-time roster validation can provide immediate feedback about provider



authorization status, preventing orders from being submitted through ineligible

providers and avoiding the administrative burden of claim denials and resubmis

The operational implications of authorization changes extend beyond immediate
claim processing to affect longer-term care coordination and administrative pro
Home health agencies that admit patients with certifications from providers wh
subsequently lose authorization may face challenges with ongoing episodes of c¢
DME suppliers who have established ordering relationships with providers who
PMD authorization must either redirect complex mobility equipment orders to «
providers or risk claim denials on high-value items. Technology platforms that

provide proactive alerts about provider authorization changes can help their use

avoid these operational disruptions.

Market opportunities emerging from the roster analysis span multiple categorie
health technology solutions, each addressing different aspects of the authorizati
and identity resolution challenges identified in the data. Verification-as-a-Servic
represents perhaps the most immediately actionable opportunity, involving the

creation of real-time API services that validate provider authorization for specif
service types before orders are submitted. Such services could integrate directly
electronic health record systems, DME supplier ordering platforms, and home h
agency intake systems to provide immediate feedback about provider eligibility

prevent downstream claim denials.

The technical architecture for verification services is relatively straightforward,
involving the maintenance of current roster data and the provision of lightweigh
endpoints that accept NPI and service type parameters and return authorization
status along with relevant metadata. The business model for such services could
follow either transaction-based pricing for high-volume users or subscription-b:
pricing for smaller practices, with potential integration revenue from EHR vend
and other healthcare technology platforms. The defensive value proposition is

compelling, as the cost of prevented claim denials typically exceeds service fees |

orders of magnitude.



PMD-aware DME ordering represents another concrete market opportunity aris
from the subset relationship between PMD and DME authorization. Traditional
ordering platforms often treat all equipment types equivalently, failing to distin,
between standard DME that any DME-authorized provider can prescribe and pc
mobility devices that require additional authorization. Platforms that implemen
PMD-specific workflows, including appropriate medical necessity documentatic
capture and provider authorization validation, can reduce claim denial rates and
improve operational efficiency for DME suppliers while providing better user

experiences for prescribing providers.

The market for PMD-aware solutions extends beyond simple ordering platforms
include prior authorization systems, medical necessity documentation tools, and
supplier inventory management systems. The complexity of PMD prescriptions,
often involve detailed clinical assessments, mobility evaluations, and ongoing

maintenance coordination, creates opportunities for specialized technology solu
that address the full lifecycle of power mobility device provision rather than jus

initial ordering process.

Hospice and home health agency intake workflows represent a third major
opportunity area, particularly given the recent implementation of hospice certifi
enforcement. Many existing intake and referral systems were designed before hc
certification requirements took effect and may not properly validate provider
authorization for hospice certifications. Technology platforms that provide hosp
aware intake workflows, including automatic provider authorization validation ¢
intelligent routing to appropriately authorized providers when necessary, can he
hospice agencies avoid admission delays and claim denials while improving

operational efficiency.

The clinical workflow implications of hospice certification requirements extend
beyond simple authorization validation to include care coordination and

communication processes. Hospice agencies that receive referrals from provider
lack certification authority must either obtain certifications from appropriately
authorized colleagues or risk claim denials for the entire episode of care. Technc

platforms that facilitate this provider-to-provider coordination, including auton



outreach to hospice-authorized providers and streamlined certification transfer
processes, can address significant operational pain points while improving patie

access to hospice services.

Provider graph analysis and sales targeting represent a fourth opportunity categ
that leverages the roster data for business development and market expansion
purposes. The clear segmentation of providers into distinct authorization archet
enables targeted sales and marketing approaches that align solution capabilities
provider needs. Full-stack authorizers who can order and certify all service type
represent the broadest market for comprehensive platforms, while more speciali
provider segments may prefer targeted solutions that address their specific

authorization scope without unnecessary complexity.

The geographic and specialty distribution of different provider archetypes, whei
combined with additional data sources like the National Provider Identifier Reg
creates opportunities for sophisticated territory planning and account prioritiza
Technology vendors can identify geographic markets with high concentrations o
target provider archetypes and develop specialized go-to-market strategies that

resonate with the specific operational challenges and opportunities facing provi

in each segment.

Revenue cycle management audit services represent a fifth opportunity area that
addresses the ongoing operational challenges created by roster updates and
authorization changes. Many healthcare providers lack systematic processes for
monitoring changes in ordering and referring provider authorization status, cre:
risk that ongoing episodes of care or established ordering relationships may be
disrupted by authorization lapses. Technology platforms that provide proactive
monitoring of authorization changes and recommend corrective actions, includi
timely filing of corrected claims or transition of care responsibilities to authoriz
providers, can help providers avoid revenue losses while maintaining complianc:

Medicare requirements.

The audit opportunity extends beyond simple monitoring to include retrospecti

analysis of claim denials and identification of systematic patterns that suggest



authorization-related problems. Providers who experience clusters of denials rel
to specific ordering NPIs may benefit from detailed analysis of their provider

authorization workflows and recommendations for process improvements that p
future denials. The combination of proactive monitoring and retrospective analy
creates a comprehensive service offering that addresses both immediate operatic

needs and longer-term process optimization.

Data infrastructure and change stream analysis represent a sixth major opportut
category that addresses the fundamental challenge of maintaining current infort
in a rapidly changing regulatory environment. CMS publishes the complete rost
twice weekly without providing official change logs or differential updates, mak
difficult for technology vendors to efficiently track authorization changes and u;
their systems accordingly. Platforms that specialize in roster change detection a
analysis can provide valuable services to downstream technology vendors and

healthcare providers who need timely information about authorization changes.

The technical challenges of change stream analysis include not only detecting

additions and removals from the roster but also identifying changes in authorize
flags for existing providers and resolving discrepancies in provider information :
different roster versions. The business opportunities include providing change a
to healthcare providers, powering lead generation systems for technology vendo:
seeking newly authorized providers, and enabling compliance auditing systems t

track authorization changes over time.

Implementation strategies for technology solutions addressing roster-related
opportunities must account for both the technical characteristics of the data anc
operational realities of healthcare provider workflows. The fundamental princip
using NPI as the primary provider identifier cannot be overstated, as name-base
identification creates systematic accuracy problems that undermine solution
reliability. Technology platforms must implement robust NPI validation and
disambiguation mechanisms that account for the frequency of name collisions w
providing intuitive user experiences that help providers select the correct NPI w

multiple options exist.



Database design for roster-based applications should treat the five authorizatior
as separate boolean attributes rather than attempting to encode them as compos
values or enumerated types. This approach facilitates efficient querying and mai
flexibility for future expansion if additional service categories are added to the r
The hierarchical relationships between service categories should be enforced at
database level through appropriate constraints, ensuring that PMD authorizatio

implies DME authorization and hospice authorization implies Part B authorizat

Integration with electronic health record systems and other healthcare technolo,
platforms requires careful attention to data synchronization and error handling
patterns. The twice-weekly update frequency of the roster means that authorizai
status can change between when a provider initiates an order and when it is pros
for submission, requiring robust error handling and user notification mechanisr
Integration architectures should prioritize real-time validation over cached data

minimize the risk of authorization-related claim denials.

User interface design for roster-based applications must balance the complexity
authorization validation with the need for intuitive workflows that do not disruj
clinical processes. Provider search interfaces should prominently display

authorization status for relevant service types while providing clear explanation:
authorization limitations when providers attempt to order services outside their
scope. Error messages and workflow guidance should be specific and actionable,
helping providers understand not just what they cannot do but also what steps t

can take to accomplish their clinical objectives through alternative pathways.

Testing and quality assurance processes for roster-based applications should inc
systematic validation of authorization logic against known provider archetypes ¢
edge cases. The concentration of providers in specific authorization patterns ma
possible to develop comprehensive test suites that cover the vast majority of real
world scenarios while ensuring that edge cases like providers with unusual

authorization combinations are handled gracefully. Automated testing should in
validation of hierarchical relationships and detection of data quality issues that

indicate problems with roster processing or integration logic.



The competitive landscape for roster-based solutions is currently fragmented, w
most existing healthcare technology platforms treating authorization validation
afterthought rather than a core differentiator. This creates opportunities for foc
solutions that prioritize authorization accuracy and compliance while providing
superior user experiences around provider identification and service ordering. E
movers in this space have the opportunity to establish relationships with key

healthcare stakeholders and create network effects that become increasingly vali

as more providers and vendors adopt roster-aware workflows.

Long-term strategic considerations for roster-based business models include the
potential for regulatory changes that might expand or modify authorization

requirements, the possibility of similar authorization frameworks being extende
commercial payers, and the opportunity to leverage roster analysis capabilities fi
broader healthcare provider intelligence and business development applications
Companies that establish strong capabilities in roster analysis and authorization
workflow management may find opportunities to expand into adjacent areas like

provider credentialing, network management, and clinical workflow optimizatio

The fundamental insight driving all of these opportunities is that regulatory
compliance requirements, when properly understood and operationalized, creat:
defensive competitive advantages that are difficult for competitors to replicate
quickly. The complexity of the authorization matrix and the operational implica
of authorization gaps create multiple levels of domain expertise that technology
vendors must master to deliver reliable solutions. Companies that invest deeply
understanding these regulatory frameworks and building robust operational
capabilities around them can create sustainable competitive positions in healthc

technology markets.

In conclusion, the CMS Order and Referring provider roster represents far more
a simple compliance dataset. It reveals the fundamental architecture of Medicar:
ordering and certification workflows, identifies systematic friction points that ci
market opportunities, and demonstrates how regulatory complexity can be

transformed into competitive advantage through careful analysis and thoughtful

technology implementation. Health technology entrepreneurs and investors whe



recognize the strategic value of this regulatory infrastructure and build solution
operationalize its insights will find themselves well-positioned to capture value
evolving healthcare technology landscape. The opportunities identified in this a
represent concrete starting points for building defensible businesses that addre:
operational challenges while leveraging regulatory requirements to create sustai

competitive advantages.
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