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Medcal Fee Dspute Resolution MS-48
7551 Metro Center Drive Suite 100 Austin Texas 7844- 1645
512-804- 000 teephone 512 804-4811 ax .tJitexasov

MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION

GENERAL INFORMATION

Reguestor Name
Respondent NameHOUSTON HOSPITAL FOR SPECIALIZED SURGERY TEXAS MUTUAL INSURANCE CO

ME2rknnNu!nber
M4-14-0871-01 Box Number. 54

MFDR Date Received
NOVEMBER 18. 2013

REQUESTOR’S POSITION SUMMARY
Reguestor’s Position Summary: . . . Houston Hospital for Specialized Surgery submitted first claim on 02/08/12to

_______

- as this was who we were informed to bill )seeattached admissions record and surgery scheduling form), After we were informed on 07/18/13 that this claimwas not received by Texas Mutual we faxed the claim to Texas Mutual on 07/18/13 and on 8/14/13 (attached areconfirmation sheets> Our claim denied on 09/24/13 and 11/04/13 for timely filing.”
Amount in Dispute: $6750.26

RESPONDENT’S POSITION SUMMARY
“. 2 HOUSTON HOSPITAL FOR SPEC SU submitted its bill to DMEIndustrial on 2/8/13 based on information provided by the claimant. 8. Texas Mutual did not and does not findthe rational given by the requester the late bill persuasive because DME industrial is not one of the entitiesdescribed in subsection (b) that subsection (C) refers to No payment is due.

bmittedy. TEXAS MUTUAL INSURANCE CO

SUMMARY OF FINDINGS

Dates of Service I — Disputed Services —

rAm0tIAmountDuei

____________________________________

Dispute
FEBRUARY 5, 2013 HOSPITAL OUTPATIENT SERVICES $6750 26 $0 00

FINDINGS AND DECISION
This medca1 fee disoute s decided pursuant o Te as La or Co e 4 3 and I

- p a e a p d a 5te exas Decadnert c insu,ane Dv sc. o Workers C,mensatcn

und
1 28 Texas Administrative Code §133 3J7 sets out the procedures for health care providers to pursue a medicaicc dispute
2. 28 Texas Adn’inistratie Cce §133 20’ sets ou tne procedures for neaitn care providers to subm I worsersoi oensa icr r di a. iI fo r mour en- n



process properly
724 No additional oayiient after a recorsderaton of servic S

Issues

I Did the requestor bill the employer?
2 id ‘he requestor fore’ ‘h rgh’ ‘o e mbirseret fc the 5cr/ices n dispute?

1 Review of the documentation submitted by the requestor finds that The employer, DME Industrial LLC wasinitially billed.
2. In accordance with 28 Texas Administrative Code 133.20(j) The health care provider may elect to bill theinjured employees employer if the employer has indicated a willingness to pay the medical bill(s) Such billingis subject to the following (1) A health care provider who elects to submit medical bills to an employer waives.for the duration of the election period, the rights to (C> medical dispute resolution as provided by Labor Code§413 031 (2)When a health care provider bills the employer the health care provider shall submit aninformation copy of the bill to the insurance carrier, which clearly indicates that the information copy is not arequest for payment from the insurance carrier. Review of the submitted documentation finds that therequestor submitted the initial bill to the employer therefore and has waived the right to medical fee disputeresolution.

Conclusion

For the reasons stated above, the Division finds that the requestor has waived the right to medical fee disputeresolution. As a result, the amount ordered is $0.00.

ORDER

Based upon the documentation submitted by the parties and in accordance with the provisions of Texas LaborCode §413 031 the Division has determined that the requestor is entitled to $0 00 reimbursement for the disputedservices.

rizeinure

____________

— — Novembe!J2O14Signature Meacai Fee Dispute Resoiction Officer Date

YOUR RIGHT TO APPEAL
Either party to this medical fee dispute has a rght to seek review of this decision in accordance with 28 TexasAdministrative Code §133.307, effective May31 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 DWCO45M) 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 t ftc Dvson si g The co’act formation us ed on th h rrr orto the feld ff cc haid rg ftc
The party seekrg eiew m P e MDR d c 10 sra I liv r p o tr’ r q es to a o e p rt s v v d tne disoute at the same tne the reasest s f’ied th ftc )ni’son Please include a copy of the Medical FeeDispute Resolution Findings and Decision together with any other required information specified in 28 TexasAdm nistrative Code §14 it’d)

Si prefiere hablar con u a oersona en esoato a erca de és a o e p id n ia f vo d I ma a 512 80448 2


