
; Texas Department of Insurance
Division of Worker& Compensation
Medical Fee DsDute Resuton. MS-48
7551 Metro Center Drve Suite 100 Ausun Texas 78744-1645
512 804-4000 telephone 5 2-804 4811 fax vwtdL5ov

MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION

GENERAL INFORMATION

Repuestor Name
dentjaje

PARKLAND HOSPITAL TEXAS MUTUAL INSURANCE CO

MFDR Tracking Number Carrier’s Austin Representative
M4i51327-01 Box Number 54

MFDR Date Received
JANUARY 2, 2015

REQUESTOR’S POSITION SUMMARY
Reguestor’s Position Summary: “The Requestor provided services to 01/09/2014 (hereinafter Claimant) on thedate of 01/09/2014 The charges incurred irithe cute of the Claimant’s treatment total $224 00 At that time,hospital staff was advised by (hereinafter employer’) that it had not yet reported theinjury to its workers compensation carrier The employer asked to receive the hospital’s bill indicating that theywould send it to the workers compensation carrier along with the report of injury. These charges were billed toand subsequently denied by the Carrier. It was the Carrier’s contention that the ‘the time limit for filing hasexpired ‘ The Requestor appealed the Carrier’s determination in the Request for Reconsideration on dateApplicable mailing records indicate that it was received by Texas Mutual on the date of 06/25/2014”

Jnisute: $22400

RESPONDENT’S POSITION SUMMARY
The following is the carrier’s statement with respect to this dispute of1/9/2014 DALLAS COUNTY HOSPITAL DISTRICT (PMH) provided services to the claimant on the date aboveTexas Mutual on 6/27/14 received the from [sc] DALLAS COUNTY HOSPITAL DISTRICT The rationale givenby the equestor or thC late bin is ot consistent witn the Ruie. No payment is oue.

bmiftey: TEXAS MUTUAL INSURANCE CO

SUMMARY OF FINDINGS

teso

January 9 2014 Out Patient Hospital Services

FIND NGS AND DECISION
Tfls medcal fee di5put is deeded pursuant to Texas Laoor Code §413 031 an all appiicable ado to rues ofthe exas Eepartren of Insurance Dvison of Workers Coirpensation

Bg

28 ‘rexas Admnsrrat’e Code §1iO 307 sets our the crocedues for ,eaiti care pro’es to pJrs’Je a ‘-eo’aife oisp’ite



5 Texas Labor Code §408.0272 sets out the rules for certain exceptions for nt mely subr ss n f a cia n by ahealth care provider.
6 The services n dispute were reduced!dened by the respondent with the foiiowng reason codes• 29 The time urn t for fi ing has exp red.

• 731 — Per 1 33 20 provider shall not submit a medicai bill later than the 95’ day after the date the serviceFor services sri or after 9/1;05

Issues

I Is the timely filing deadline applicable to the medical bills for the services in dispute’?
2. Did the requestor forfeit the nght to reimbursement for the services in dispute2

Find infls

1 28 Texas Administrative Code §133 20(b) states, in pertinent part. that except as provided in Texas LaborCode §408 0272(b)(c) and (d). a health care provider shall not submit a medical bill later than the 95th dayafter the date the services are provided. In accordance with subsection (c) of the statute the health careprovider shall submit the medical bill to the correct workers compensation insurance carrier not later than the95th day after the date the health care provider is notified of the health care providers erroneous submissionof the medical bill. A health care provider who submits a medical bill to the correct workers compensationinsurance carrier shall include a copy of the original medical bill submitted, a copy of the explanation ofbenefits (EOB) if available, and sufficient documentation to support why one or more of the exceptions foruntimely submission of a medical bill under §408.0272 should be applied Review of the documentationsubmitted by the requestor finds no convincing documentation to support that any of the exceptions describedin Texas 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 provider’s 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 by fax.personal delivery, or electronic transmission or, (2) the date postmarked if sent by mail via United StatesPostal Service regular mail. or. if the postmark date is unavailable, the later of the signature date on the writtencommunication or the date it was received minus five days If the date received minus five days is a Sunday orlegal holiday the date deemed sent shall be the next previous day which is not a Sunday or legal holiday.”Review of the submitted information finds no documentation to support that a medical bill was submitted within95 days from the date the services were provided Therefore, pursuant 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 Dv’&on finds that the requestor as no4 established that reirnoursement is dueAs a result, the amount ordered is $0 00

ORDER

Based upon the documentation submitted by “he parties and in accordance with the provisions of Texas LanorC d §4 3 u31 the D si n tas d te ii ed ia h e uesto s ti led $ 0 re ib s IC t f te dsp edse rv;ces

Autrd u’e

____

March 25 2015



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 Register 3833. 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 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 §141.1(d).

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


