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MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION  

GENERAL INFORMATION 

Requestor Name 

TEXAS HEALTH FORT WORTH 

Respondent Name 

FEDERATED MUTUAL INSURANCE COMPANY 

MFDR Tracking Number 

M4-17-0696-01 

MFDR Date Received 

November 10, 2016 

Carrier’s Austin Representative 

Box Number 01 

REQUESTOR’S POSITION SUMMARY 

Requestor’s Position Summary:  “The correct allowable would be at 143% making the allowable at $18,795.96.  
Based on the payment of $18,670.94, there is an additional $125.02, still due at this time.” 

Amount in Dispute: $125.02 

RESPONDENT’S POSITION SUMMARY 

Respondent’s Position Summary:  “The provider indicated they were requesting 143% of the Medicare allowance 
and expected an additional payment of $4,384.82. . . . The additional payment was made as requested, in the 
amount of $4, 384.82, on 03/08/2016. . . . Federated Insurance received no additional request for 
appeal/additional payment until the MFDR was received on 11/22/2016. . . . The provider is now beyond the 10 
months from the date of service to file an appeal, as required in Chapter 133, Subchapter C, Subsection 133.250 (b) 
of the Texas Workers’ Comp administrative code.” 

Response Submitted by:  Federated Insurance – Centralized Services 

SUMMARY OF FINDINGS 

Dates of Service Disputed Services 
Amount In 

Dispute 
Amount Due 

December 3, 2015 to 
December 7, 2015 

Inpatient Hospital Services $125.02 $31.27 

FINDINGS AND DECISION 

This medical fee dispute is decided pursuant to Texas Labor Code §413.031 and applicable rules of the Texas 
Department of Insurance, Division of Workers’ Compensation. 
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Background  

1. 28 Texas Administrative Code §133.307 sets out the procedures for resolving medical fee disputes. 

2. 28 Texas Administrative Code §134.404 sets out the acute care hospital fee guideline for inpatient services. 

3. 28 Texas Administrative Code §133.250 sets out guidelines for requesting reconsideration of medical bills. 

4. The insurance carrier reduced payment for the disputed services with the following claim adjustment codes: 
 252 – AN ATTACHMENT/OTHER DOCUMENTATION IS REQUIRED TO ADJUDICATE THIS CLAIM/SERVICE. 

 253 – IN ORDER TO REVIEW THIS CHARGE WE WILL NEED A COPY OF THE INVOICE. 

 468 – REIMBURSEMENT IS BASED ON THE MEDICAL HOSPITAL INPATIENT PROSPECTIVE PAYMENT SYSTEM METHODOLOGY. 

 P12 – WORKERS' COMPENSATION JURISDICTIONAL FEE SCHEDULE ADJUSTMENT 

 305 – THE IMPLANT IS INCLUDED IN THIS BILLING AND IS REIMBURSED AT THE HIGHER PERCENTAGE CALCULATION. 

 350 – BILL HAS BEEN IDENTIFIED AS A REQUEST FOR RECONSIDERATION OR APPEAL. 

 W3 – IN ACCORDANCE WITH TDI-DWC RULE 134.804 THIS BILL HAS BEEN IDENTIFIED AS A REQUEST FOR 
 RECONSIDERATION OR APPEAL. 

Issues 

1. Are the insurance carrier’s reasons for denial or reduction of payment supported? 

2. What is the recommended payment amount for the services in dispute? 

3. Is the requestor entitled to additional reimbursement? 

Findings 

1. The respondent contends that the insurance carrier paid according to the fee guidelines and upon 
reconsideration paid the additional amount requested by the health care provider, stating: “The provider 
indicated they were requesting 143% of the Medicare allowance and expected an additional payment of 
$4,384.82. . . . The additional payment was made as requested, in the amount of $4, 384.82, on 03/08/2016.” 

The respondent further asserts that the request for medical fee dispute resolution is not appropriate, for the 
reason that the provider made no further request for reconsideration after the insurance carrier paid the 
additional amount — in full — as requested in the provider’s initial request for reconsideration.  The 
respondent states: 

Federated Insurance received no additional request for appeal/additional payment until the MFDR was 
received on 11/22/2016. . . . The provider is now beyond the 10 months from the date of service to file an 
appeal, as required in Chapter 133, Subchapter C, Subsection 133.250 (b) of the Texas Workers’ Comp 
administrative code. 

28 Texas Administrative Code §133.250(j) provides that “If dissatisfied with the reconsideration outcome, 
the health care provider may request medical dispute resolution in accordance with the provisions of 
Chapter 133, Subchapter D of this title (relating to Dispute of Medical Bills).” 

Even though the insurance carrier paid the amount that the health care provider requested in the 
reconsideration request letter ($4,384.82), the provider is not required to submit a second request for 
reconsideration to the insurance carrier if the provider is dissatisfied with the reconsideration outcome. 

Per Rule §133.250(j), if the health care provider is dissatisfied with the reconsideration outcome, the 
provider may at that point request medical fee dispute resolution.  The provider did request 
reconsideration and was dissatisfied with the reconsideration outcome.  Consequently, the division finds 
that the provider has met the requirements of Rule §133.250(j).  The disputed services will therefore be 
reviewed in accordance with applicable division rules and fee guidelines. 
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2. This dispute regards the facility medical services of an inpatient acute care hospital with reimbursement subject 
to the provisions of 28 Texas Administrative Code §134.404(f), which requires that the reimbursement 
calculation used for establishing the maximum allowable reimbursement (MAR) shall be the Medicare facility 
specific amount, including outlier payment amounts, determined by applying the most recently adopted and 
effective Medicare Inpatient Prospective Payment System (IPPS) reimbursement formula and factors as 
published annually in the Federal Register with the application of minimal modifications as set forth in the rule. 

Per §134.404(f)(1), the sum of the Medicare facility specific reimbursement amount and any applicable 
outlier payment amount shall be multiplied by 143 percent, unless a facility or surgical implant provider 
requests separate reimbursement of implantables.  Review of the submitted documentation finds that 
separate reimbursement for implantables was not requested; for that reason, the MAR is calculated 
according to Rule §134.404(f)(1)(A). 

Per §134.404(f)(1)(A), the sum of the Medicare facility specific amount, including any outlier payment, is 
multiplied by 143%.  Information regarding the calculation of Medicare IPPS payment rates may be found 
at http://www.cms.gov.  Review of the submitted documentation finds that the DRG code assigned to the 
services in dispute is 470.  The services were provided at Texas Health Fort Worth.  Based on the submitted 
DRG code, the service location, and bill-specific information, the total IPPS pricer amount is §13,111.25.  
From this we subtract the VBP (Value Based Purchasing) credit of $32.78 — an incentive payment for a 
Medicare initiative not included in the division’s fee guideline reimbursement methodology — to arrive at 
the Medicare facility specific amount of $13,078.47.  This amount is multiplied by the division conversion 
factor of 143% (inclusive of implantables) resulting in a MAR of $18,702.21. 

3. The total recommended payment for the services in dispute is $18,702.21.  The insurance carrier has 
previously paid amounts of $14, 286.12 and $4,384.82 for a total payment of $18,670.94, leaving an amount 
due to the requestor of $31.27.  This amount is recommended. 

Note: the requestor provided documentation in support of a different amount due, as calculated using a prior 
version of Medicare’s IPPS Pricer software — release date October 2015.  However, this is not the must current 
version of the Medicare IPPS Pricer. 

As of this review, the most current version of the IPPS Pricer software (which is free to download and 
publically available from the CMS website) has a release date of January 2016.  This version includes the most 
recently adopted and effective Medicare IPPS reimbursement formula and factors as published annually in 
the Federal Register — as required by Rule §134.404(f). 

Conclusion 

In resolving disputes regarding the amount of payment due for health care determined to be medically necessary 
and appropriate for treatment of a compensable injury, the role of the division is to adjudicate the payment, 
given the relevant statutory provisions and division rules. 

The Division would like to emphasize that the findings and decision in this dispute are based on the evidence 
presented by the requestor and respondent available at the time of review.  Even though all the evidence was 
not discussed, it was considered. 

For the reasons stated above, the Division finds that the requestor has established that additional 
reimbursement is due.  As a result, the amount ordered is $31.27. 

http://www.cms.gov/
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ORDER 

Based on the submitted information, pursuant to Texas Labor Code Sec. 413.031 and 413.019 (if applicable), the 
Division has determined that the requestor is entitled to additional reimbursement for the services in dispute.  
The Division hereby ORDERS the respondent to remit to the requestor the amount of $31.27, plus applicable 
accrued interest per 28 Texas Administrative Code §134.130, due within 30 days of receipt of this Order. 

Authorized Signature 

 
 
 

   
Signature 

 Grayson Richardson  
Medical Fee Dispute Resolution Officer

 December 2, 2016  
Date 

YOUR RIGHT TO APPEAL 

Either party to this medical fee dispute has a right to seek review of this decision in accordance with 28 Texas 
Administrative Code §133.307, effective May 31, 2012, 37 Texas Register 3833, applicable to disputes filed on or 
after June 1, 2012. 

A party seeking review must submit a Request to Schedule a Benefit Review Conference to Appeal a Medical Fee 
Dispute Decision (form DWC045M) in accordance with the instructions on the form.  The request must be received 
by the Division within twenty days of your receipt of this decision.  The request may be faxed, mailed or personally 
delivered 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 MFDR decision shall deliver a copy of the request to all other parties involved in 
the dispute at the same time the request is filed with the Division.  Please include a copy of the Medical Fee 
Dispute Resolution Findings and Decision together with any other required information specified in 28 Texas 
Administrative Code §141.1(d). 

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


