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MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION

GENERAL INFORMATION

gtorj4aje
HOUSTON HOSPITAL FOR SPECIALIZED SURGERY TEXAS MUTUAL INSURANCE CO

MFDR Tracking Number Carrier’s Austin Representative
M4-14-0517-01 Box Number 54

MFDR Date Received
OCTOBER 14, 2013

REQUESTOR’S POSITION SUMMARY
Reguestor’s Position Summary: “Houston Hospital for Specialized Surgery submitted first claim on 03/25/13 toJ.I_- J as this was who we were nformed to bill. Theyforwarded it tTexas Mutual. We received our first notice fhT’texas Mutual was the payer on 07/1 5/201 3.correspondence was dated 07/02/13. After we were informed of Texas Mutual being correct workers’compensation carrier on 07/15/2013 we faxed a claim to them that same day. Our claim denied on 08/20/13 anddenied for timely filing and again denied on 09/26/13 when it was sent for reprocessing.”
Amount in Dispute: $16884.00

RESPONDENT’S POSITION SUMMARY
Respondent’s Position Summary: ‘The following is the carriers statement with respect to this dispute of3/19/13. The requestor provided outpatient surgical services to the claimant on the date above and then billed theemployer for this . The requestor states it was notified on 7/15/13 that Texas Mutual was the correct insurancecarrier lt then submitted a ball that Texas Mutual received the same date. Texas Mutual reviewed the bill andattached documentation Noted the submission was well past the 95 days prescribed by Rule 13320 anddeclined tO issue payment. Tue req uestor states tuat Section 4080272(c) allows a rieaitri care provider, once ithas been notified of erroneous submission, to submit the bill to the correct carrier within 95 days. The requestoreither does not unde stand 408 0727 of the Labor code o has not read it The scenari described by therequestor that led to the late bill is not one of the exception criteria at 408.0272 No payment is due.”
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FINDINGS AND DECISION
This medical fee d’s te s de ded p s an to Te as Labo C de 4
tfe Texas Deparrient of !nsuranc 0 vsion uf Workers Cornpensaor



3. 28 Texas Administrative Code §102 4 sets out the rules for non Commiss on communications
4 Texas Labor Code §408027 sets out the rules for timely submission of a claim by a heafth care proviner.5 exas Labor Code §408 0272 sets out the rules fo certain except,ons for untimely submission of a claim by ahealth care provider.
6 The serv ces in dispute were reduced/denied by the respondent witi the following eason codes.29 — Tne ume limit for filing has expired

• 731 — Per 133 20 provider shall not submi a medical bill later than the 95 day after the date the servicefor services on or after 9/1105.
• 193 Original payment decision s being maintained. Upon review it was determmed that this claim wasprocessed properly
• 724 — No additional payment after a reconsideration of services

Issues

1 Is the timely filing deadline applicable to the medical bills for the services in dispute?
2 Did the requestor forfeit the right to reimbursement for the services in dispute?

fjins

1 28 Texas Administrative Code §133 20(b) states in pertinent part. that except as provided in Texas LaborCode §408 0272. “a health care provider shall not submit a medical bill later than the 95th day after the datethe services are provided. In accordance with subsection (C) of the statute the health care provider shallsubmit the medical bill to the correct workers compensation insurance carrier not later than the 95th day afterthe date the health care provider is notified of the health care providers erroneous submission of the medicalbill A health care provider who submits a medical bill to the correct workers compensation insurance carriershall include a copy of the original medical bill submitted, a copy of the explanation of benefits (EOB) ifavailable, and sufficient documentation to support why one or more of the exceptions for untimely submissionof a medical bill under §408.0272 should be applied Review of the documentation submitted by therequestor finds no convincing documentation was found to support that any of the exceptions described inTexas Labor Code §408 0272 apply to the services in this dispute. For that reason, the requestor in thisdispute was required to submit the medical bill not later than 95 days after the date the disputed services wereprovided.
2 Texas Labor Code §408.027(a) states, in pertinent part, that ‘Failure by the health care provider to timelysubmit a claim for payment constitutes a forfeiture of the providers right to reimbursement for that claim forpayment. 28 Texas Administrative Code §102 4(h) states that ‘Unless the great weight of evidence indicatesotherwise, written communications shall be deemed to have been sent on (1) the date received, if sent bi fax,personal delivery or electronic transmission or (2) the date postmarked if sent by mail via United StatesPostal Service regular mail. or. f the postmark date is unavailable, the later of the signature date on the wrttencommunication or the date it was received minus five days If the date received minus five days is a Sunday or1ega1 holiday. The dae Jeeed sent shall be the ext pevious day hic s not a Sunday or legal holidayReview of the submitted information finds no documentation to support that a medical bill was submitted within95 days from he date the services were prov ded Therefore. Pu suant to Texas Labor Code §408 027 a) therequestor in this medical fee dispute has forfeited the right to reimbursement due to untimely submission of themedical bill for the services in dispute.

Conclusion

For the reasons stated above the Divis on finds that the requestor has not estab shed that reimbursement s dueAs a result the amount ordered is $0 00

ORDER

Based pon tre documentation submitted by the parties and n accordance wtth the provsons of Texas LaborCode §413 031. he D is on has de ermind hat the r€ uest r e t tl d $0 0 rc i’ u seme f t € sp t’service,.
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YOUR RIGHT TO APPEAL
Either party to this medical fee dispute has a right to seek review of this decision in accordance with 28 TexasAdministrative Code §133307, effective May 31, 2012, 37 Texas Register3833, applicable to disputes filed onor after June 1,2012.

A party seeking review must submit a Request to Schedule a Benefit Review Conference to Appeal a Medical FeeDispute Decision (form DWCO46M) in accordance with the instructions on the form. The request must be receivedby the Division within twenty days of your receipt of this decision, The request may be faxed, mailed or personallydelivered to the Division using the contact information listed on the form or to the field office handling the claim.
The party seeking review of the MDR decision shall deliver a copy of the request to all other parties involved inthe dispute at the same time the request is filed with the Division. Please include a copy of the Medical FeeDispute Resolution Findings and Decision together with any other required information specified in 28 TexasAdministrative Code §1411(d).

Si prefiere hablar con una persona en espaflol acerca de ésta correspondencia, favor de ilamar a 512-804-4812.


