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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 §134.403 sets out the acute care hospital fee guideline for outpatient services. 
3. The insurance carrier reduced payment for the disputed services with the following claim adjustment codes: 

• 370 – THIS HOSPITAL OUTPATIENT ALLOWANCE WAS CALCULATED ACCORDING TO THE APC RATE, PLUS A MARKUP 
• 59 – PROCESSED BASED ON MULTIPLE OR CONCURRENT PROCEDURE RULES 
• 615 – PAYMENT FOR THIS SERICE HAS BEEN REDUCED ACCORDING TO THE MEDICARE MULTIPLE SURGEY GUIDELINES  
• 616 – THIS CODE HAS A STATUS Q APC INDICATOR AND IS PACKAGED INTO OTHER APC CODES THAT HAVE BEEN 

IDENTIFIED BY CMS 
• 97 – THE BENEFIT FOR THIS SERVICE IS INCLUDED IN THE PAYMENT/ALLOWANCE FOR ANOTHER SERVICE/PROCEDURE 

THAT HAS ALREADY BEEN ADJUDICATED 
• P12 – WORKERS COMPENSATION JURISDICATIONAL FEE SCHEDULE ADJUSTMENT 

Issues 

1. What is the applicable rule for determining reimbursement for the disputed services? 
2. What is the recommended payment for the services in dispute? 
3. Is the requestor entitled to additional reimbursement? 

Findings 

1. This dispute regards outpatient hospital services with reimbursement subject to the division’s Hospital Facility 
Fee Guideline—Outpatient, at 28 Texas Administrative Code §134.403, which requires the maximum allowable 
reimbursement (MAR) be calculated using the Medicare facility specific amount (including outlier payments) 
as determined by the applicable Medicare Outpatient Prospective Payment System (OPPS) reimbursement 
formula and factors, published annually in the Federal Register, with modifications as set forth in the rules. 

Rule §134.403(f)(1) requires that the sum of the Medicare facility specific amount and any applicable outlier 
payment be multiplied by 200 percent, unless a facility or surgical implant provider requests separate payment of 
implantables.  Review of the submitted documentation finds that separate reimbursement for implantables was 
not requested.   

2. Medicare’s Outpatient Prospective Payment System (OPPS) assigns an Ambulatory Payment Classification (APC) 
for billed services based on procedure codes and supporting documentation.  The APC determines the payment 
rate.  Hospitals may be paid for more than one APC per encounter.  Payment for ancillary items and for services 
without procedure codes is packaged into the APC payment.  The Centers for Medicare and Medicaid Services 
(CMS) publishes quarterly lists of APC rates in the OPPS final rules, available from www.cms.gov. 

Reimbursement for the disputed services is calculated as follows: 

• Procedure code 73552 has status indicator Q1, for STV-packaged codes; reimbursement is packaged 
with payment for any service assigned status indicator S, T or V. This code is paid separately only if 
OPPS criteria are met.  

• Procedure code 73562 has status indicator Q1, for STV-packaged codes; reimbursement is packaged 
with payment for any service assigned status indicator S, T or V. This code is paid separately only if 
OPPS criteria are met.  

• Procedure code 73590 has status indicator Q1, for STV-packaged codes; reimbursement is packaged 
with payment for any service assigned status indicator S, T or V. This code is paid separately only if 
OPPS criteria are met.  

• Procedure code 73610 has status indicator Q1, for STV-packaged codes; reimbursement is packaged 
with payment for any service assigned status indicator S, T or V. This code is paid separately only if 
OPPS criteria are met.  

• Procedure code 29505 has status indicator T, for procedures subject to multiple-procedure 
reduction. The highest paying status T unit is paid at 100%; all others at 50%. This code is paid at 
100%. This code is assigned APC 5101. The OPPS Addendum A rate is $133.74. This is multiplied by 
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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 Rule §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.  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. 




