


Findings 

The Division makes the following conclusions based upon the information and documentation presented 

to the Division to date. Even though all the evidence was not discussed, it was considered. 

1. Did the carrier make a payment for the disputed services?

Memorial Compounding Rx (Memorial) asserts that it billed the carrier for the service in dispute, but did 
not receive any response from the carrier. 

Review of the documentation provided finds that the carrier issued an explanation of benefits and a 

payment in the amount of $566.53 to Memorial Compounding Pharmacy, both on October 4, 2017 under 

draft number FE61171109. 

Memorial was notified by the Carrier and by the Division's medical fee dispute resolution program of the 

payment, however Memorial has not taken the opportunity to refute the carrier's position or respond to 

the Division's with additional information. 

For that reasons, the Division moves to resolve this dispute with the information available and concludes 
that no additional reimbursement can be recommended. 

Conclusion 

The Division concludes that Memorial has already been paid for the $566.53 in dispute. As a result, the 

amount ordered is $0.00. 

ORDER 

Based on the submitted information, and pursuant to Texas Labor Code Section 413.031, the division has 
determined that the requestor is not entitled to additional reimbursement for the services in dispute. 

 
Medical Fee Dispute Resolution Director 

RIGHT TO APPEAL 

January 31. 2018 
Date 

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, 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.l(d). 

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