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MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION

GENERAL INFORMATION

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

MFDRTrackin Number er’sAustinReresentative
M4-14-1109-01 Box Number: 54

MFDR Date Received
DECEMBER 17 2013

REQUESTORS POSITION SUMMARY
Reguestor’s Position Summary: “Houston Hospital for Specialized Surgery submitted first claim on 02/04/13 toDallas Batterson 955 Judiway Houston, TX 77018 as this was who we were informed to bill and —has signed a Letter of Guarantee (attached) that they would pay. We again billed

_____

on 09/17/2013after no response from our initial billing. On 09/24/2013 we received a call from Glen at Texas Mutual stating thatthe claims had gone to the employer and need to be resent to Texas Mutual. After we were informed of this wefaxed the claim to Texas Mutual on that same day 09/24/2013 (attached are fax confirmation sheets). Our claimdenied on 10/2912013 and on 12/04/13 for timely filing’
Amount in Dispute: $17084.85

RESPONDENT’S POSITION SUMMARY
Respondent’s Position Summary: “Texas Mutual did not and does not find the rationale given by the requestorfor the late bill persuasive

TEXAS MUTUAL INSURANCE CO

SUMMARY OF FINDINGS

Dates of Service Disputed Services F
- Amount DueDispute

L.
January 31 2013 .L .

Hospl OutpaentServes $170845f$00

FINDINGS AND DECISION
This medical fee dispute s deided ur uant o Texas abor Co e §43 0’1 and a a p a e ad p athe Toxas Departr e c lnsurancu Divsio. o Workers Compersaton

und

1 28 Texas Administrative Code §133.307 sets out the procedures for health care providers to pursue a medicalfee dispute
2 28 Texas Administrative Code §133 20 sets Out the p’ocedures for health care orovders to submt workers-nmoer sa on medical ills o re moursem n
n )5 T5,-5 fi, §13’? i çn 7’ non rn nn Ocrn’r.,ss’n nP?,’:



29 The time limit for filing has expired
• 731 — Per 133 20 provider shall not submit a medical bill later than the 95 day after the date the serviceFo services on or after 9 105

193 — Original payment decision is being maintained Upon review it was discovered that this claim wasprocess properly
• 724 No additional payment after a reconsideration of services

Issues

1 Did the requestor bill the employer and did the requestor forfeit the right to reimbursement for the services indispute2

Findings

1 28 Texas Administrative Code §1 33.20(j) states, The health care provider may elect to bill the injuredemployees employer if the employer has indicated a willingness to pay the medical bill(s). Such billing issubject to the following. (1) A health care provider who elects to submit medical bills to an employer waives, forthe duration of the election period, the rights to (A) prompt payment as provided by Labor Code §408 027 (B)interest for aeiayea payment as provaed by aor Code §413.019. and (C) medical dispute resolution asprovided by Labor Code §413 031 For that reason, the requestor in this dispute has waived the right tomedical dispute resolution

Conclusion

For the reasons stated above, the Division finds that the requestor has not established that reimbursement is due.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.

Authorized Signature

___
________

December172O14Signature edlcal Fee Dispute Resolution Offlce Pate

YOUR RIGHT TO APPEAL
Either part to this med ca fee d spute ias a ght to seek eview of this decision in accordance with 28 exasAdministrative Code §133 307. 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 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 tc the Divisior. using the contact ,nformaton listed on the form or o the field office handiing the cialm
T e at see inn rCJiC v o the MDR d sor ohail Jet jer a copy o he eqest c at he aarties ic ‘tedhe disoate at t’e sa.re tin’e the requests ied with the Drson Please include a copy of the Medical eeDispute Resolution F ndings and Decision ogether wit a o IC required nforr at on specif ed i 28 exasAdministrative Code §141 1(d)

Si pref crc habla con na pe ‘sona er esparol acerca de ésta a respo id ‘c a. favor de ar ar a 512 8O4481 2


