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Texas Department of Insurance
Division of Workers’ Compensation

\/ Medical Fee Dispute Resolution, MS-48
7551 Metro Center Drive Suite 100 Austin Texas 78744 1645
512804-4000 telephone • 512-804481 1 fax fdi.texasoL

MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION

GENERAL INFORMATION

Reguestor Name Respondent Name
UNIVERSAL DME, LLC NETHERLANDS INSURANCE CO

jrackin Number er’sAustinReresent!ive
M4-16-155101 Box Number 01

MFDR Date Received
FEBRUARY 4, 2016

REQUESTOR’S POSITION SUMMARY
Reguestor’s Position Summary: “All durable medical equipment (DME) in excess of $500.00 billed charges peritem (either purchase or expected cumulative rental), even though we did have authorization from them#12100545 before these services were rendered. It is also my understanding that a preauthorization is onlyrequired on items that are over $500 per line item in which these are not over that amount.”
Amount in Dispute: $461.59

RESPONDENT’S POSITION SUMMARY
The respondent did not submit a response to this request for medical feedispute resoIuton.

SUMMARY OF FINDINGS

October 26, 2015 Form 4itting conductwe garmt for dry
$461.59 $0.00
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FINDINGS AND DECISION
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representative box which was acknowledged received on February 12, 2016. Per 28 Texas AdministrativeCode §133.307(d)(1), The response will be deemed timely f received by the division via mail service.personal delivery, or facsimile within 14 calendar days after the date the respondent received the copy of therequestor s dispute If the division does lot receive the esponse nformation within 14 calendar days of thedispute notification, then the division may base its decision on the available information, The insurance carrierdid not submit any response for consideration in this dispute. Accordingly this decision is based on theinformation available at the time of review.

Issues

Does a preauthorization issue exist? Is the requestor entitled to reimbursement2

Findings

According to the explanation of benefits, the respondent denied reimbursement for the disputed DME code E0731based upon a lack of preauthorization.

28 Texas Administrative Code §134.600(p)(9) states “all durable medical equipment (DME) in excess of $500billed charges per item (either purchase or expected cumulative rental)”
The requestor states “All durable medical equipment (DME) in excess of $500.00 billed charges per item (eitherpurchase or expected cumulative rental), even though we did have authorization from them #12100545 beforethese services were rendered. It is also my understanding that a preauthorization is only required on items thatare over $500 per line item in which these are not over that amount.” In support of the position, the requestorsubmitted a copy of the October 15, 2015, preauthorization approval report for one (1) month rental of TENS unitw/muscle stimulator. The Division finds that this preauthorization approval was not for the purchase of thedisputed DME, code E0731NU.

Texas Administrative Code §134.600(p)(12) states “Non-emergency health care requiring preauthorizationincludes: treatments and services that exceed or are not addressed by the Commissioners adopted treatmentguidelines or protocols and are not contained in a treatment plan preauthorized by the carrier.’
28 Texas Administrative Code § 137.100(f) states “A health care provider that proposes treatments and serviceswhich exceed, or are not included, in the treatment guidelines may be required to obtain preauthorization inaccordance with §134.600 of this title, or may be required to submit a treatment plan in accordance with §137.300of this title.”

The requestor billed HCPCS codes E0731 for the diagnoses S83 91XA found in the knee and lower leg.
According to the Knee and Leg Chapter of the Official Disability Guidelines (ODG), HCPCS code E0731 is not atreatment or service included or addressed in the ODG, therefore the disputed HCPCS code E0731. requiredpreauthorization As a resut, a preauthorization issue exists and reimbursement is not recommended.

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
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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 §1 33307. 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 español acerca de ésta correspondencia, favor de Ilamar a 512-804-4812.


