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Findings and Decision 
 

Authority 

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

Statutes and Rules 

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

2. 28 TAC §134.503 sets out the pharmacy fee guideline. 

Denial Reasons 

The insurance carrier or denied the payment for the disputed services with the following claim 
adjustment codes: 

• HEA1 – Claim/ Service denied 
• XD (P12) This bill was submitted after the billing timeliness guidelines provided 

 

Issues 

1. Is insurance carrier denial of XD (P12) supported? 

2. Is MEMORIAL COMPOUNDING RX entitled to reimbursement? 

Findings 

1. The requestor billed for Eszopiclone, Cyclobenzaprine HCL and Acetaminophen/Codeine on 
December 28, 2021. Insurance carrier denied the service with denial code of XD (P12) (see 
denial reason above). Review of requestor documentation provided is proof of bill submission 
to the carrier on January 3, 2022 and February 16, 2022. Therefore, insurance carrier denial 
reason is not supported.  

2. MEMORIAL COMPOUNDING RX is requesting reimbursement for Eszopiclone 3 MG tablet, 
Cyclobenzaprine 5 MG tablet and Acetaminophen/Codeine #4 tablet dispensed on December 
28, 2021. 

DWC Rule 28 Texas Administrative Code §134.503(c)(1)(A)states 

The insurance carrier shall reimburse the health care provider or pharmacy processing agent 
for prescription drugs the lesser of: 

(1) the fee established by the following formulas based on the average wholesale price (AWP) 
as reported by a nationally recognized pharmaceutical price guide or other publication of 
pharmaceutical pricing data in effect on the day the prescription drug is dispensed: 
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must receive the request within 20 days of when you receive this decision. You may fax, mail, or 
personally deliver your request to DWC using the contact information on the form or the field 
office handling the claim. If you have questions about DWC Form-045M, please call 
CompConnection at 1-800-252-7031, option 3 or email CompConnection@tdi.texas.gov. 

The party seeking review of the MFDR decision must deliver a copy of the request to all other 
parties involved in the dispute at the same time the request is filed with DWC. Please include a 
copy of the Medical Fee Dispute Resolution Findings and Decision with any other required 
information listed in 28 TAC §141.1(d). 

Si prefiere hablar con una persona en español acerca de ésta correspondencia, favor de llamar a 
1-800-252-7031, opción 3 o correo electronico CompConnection@tdi.texas.gov.




