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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 §134.404 sets out the acute care hospital fee guideline for inpatient services. 
 

Denial Reasons 

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

• 305 – The implant is included in this billing and is reimbursed at the higher 
percentage calculator 

• 468 – Reimbursement is based on the medical hospital inpatient prospective payment 
system methodology 

• 95 – Plan procedures not followed 
• P12 – Workers Compensation Jurisdictional Fee Schedule adjustment 
• U00 – There was no UR procedure/treatment request received 
• 152 – Claim/service adjusted because the attachment referenced on the claim was not 

received in a timely fashion 
• 164 – Attachment/other documentation referenced on the claim was not received in a 

timely fashion 
• 305 – The implant is included in this billing is reimbursed at the higher percentage 

calculation  
• 350 – Bill has been identified as a request for reconsideration or appeal 
• 375 – Please see special *NOTE* BELOW 
• W3 – In accordance with TDI-DWC Rule 134.804, this bill has been identified as a 

request for reconsideration or appeal 
Issues 

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

Findings 

1. This dispute regards inpatient hospital facility services with payment subject to 28 TAC §134.404(f), 
requiring the maximum allowable reimbursement (MAR) to be the Medicare facility specific amount 
(including outlier payments) applying Medicare Inpatient Prospective Payment System (IPPS) formulas 
and factors, as published annually in the Federal Register, with modifications set forth in the rules. 
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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.




