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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 TAC §133.307 sets out the procedures for resolving medical fee disputes. 

Denial Reasons 

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

• 4915 – The charge for the services represented by the code is included/bundled into 
the total facility payment and does not warrant a separate payment status indicator 
determines the service is packaged or excluded from payment 

• 5732 – Insurance carrier payment to the health care provider shall be according to 
commission medical policies and fee guidelines in effect on the date(s) of service 

• 5792 – To obtain information about the status of your medical bill submission and to 
learn about the reconsideration process or the benefits or paperless billing & 
electronic payment (EFT), visit our provider support website at 
WWW.LIBERTYMUTUALPROVIDER SUPPORT.COM 

• 802 – Charge for this procedure exceeds the OPPS schedule allowance 
• 877 – Reimbursement is based on the contracted amount 
• LHCN – Liberty Health care network 
• Z003 – Any reductions in accordance with your Aetna contract assigned to Coventry. 
• Z850 – Medical bills for this claim should be submitted to the send bill o address 

referenced in the upper left corner of EOP 
• ZC72 – In the event this payment needs to be returned to the payer please return the 

check to PO BOX 734732 Chicago IL 60673-4732 
• 813 – Previously paid, payment for this claim/service may have been provided in a 

previous payment  
• W3 – Additional payment made on appeal/reconsideration additional payment made 

on appeal/reconsideration 
•  

Issues 

1. Did the requestor waive the right to medical fee dispute resolution? 
 

Findings 

1. 28 Texas Administrative Code §133.307(c)(1) states: 
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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. 
 

 




