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SCOPE:        To ensure Group Health Cooperative of Eau Claire (the Cooperative) consistently and 

correctly administers transfers from one acute care facility to another acute care facility 
according to the member’s policy specifics and according to medical necessity criteria. 

 
DEFINITION:  Transfers from one facility to another for the same level of services are considered lateral.  
                         
 
POLICY: Prior Authorization Required:  YES 
 
 
Medicaid/Commercial   
 

Interfacility transfers are considered medically necessary and therefore both hospital stays  
are eligible for coverage in the following situations: 
1. When the diagnostic and/or therapeutic services are not available in the facility in which the 

member is admitted or registered, AND 
2. The facility of the necessary diagnostic and /or therapeutic services is the nearest participating 

facility to the facility in which the patient is currently admitted and has the capability of 
providing the necessary services, AND 

3. The necessary diagnostic or therapeutic services meet acute inpatient criteria, AND 
4. The facility that the member is being transferred to is in network 

 
 

When a non-medically necessary interfacility transfer is approved, transportation between facilities may not 
be approved. 
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