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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. 

2. 28 Texas Administrative Code §134.403 sets out the acute care hospital fee guideline for 
outpatient services. 

 

Denial Reasons 

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

• 56 – Significant, separately identifiable E/M service rendered 
• 97 – Payment adjusted because the benefit for this service is included in the 

payment/allowanace for another service/procedure that has already been adjudicated  
• 802 – Charge for this procedure exceeds the OPPS schedule allowance  
• 863 – Reimbursement is based on the applicable reimbursement fee schedule 
• P12 – Workers’ Compensation Jurisidictional fee schedule adjustment 
• Q97 – The benefit for this service is included in the payment/allowance for another 

service/procedure that has already been ajdudicated 

Issues 

1. What is the recommended payment amount for the services in dispute? 
2. Is the requestor entitled to additional reimbursement? 

Findings 

1. This dispute regards outpatient hospital facility services with payment subject to 28 Texas 
Administrative Code §134.403, requiring the maximum allowable reimbursement (MAR) to be 
the Medicare facility specific amount (including outlier payments) applying Medicare 
Outpatient Prospective Payment System (OPPS) formulas and factors, as published annually in 
the Federal Register, with modifications set forth in the rules. Medicare OPPS formulas and 
factors are available from the Centers for Medicare and Medicaid Services at 
http://www.cms.gov. 
Rule §134.403(f)(1) requires the sum of the Medicare facility specific amount and any outlier 
payments be multiplied by 200 percent for the Hosptial Outpatient services in dispute, unless 
a facility or surgical implant provider requests separate payment of implantables.  Separate 
reimbursement for implants was not requested.   
Medicare assigns an Ambulatory Payment Classification (APC) to OPPS services based on 
billed procedure codes and supporting documentation. The APC determines the payment rate. 
Reimbursement for ancillary items and services is packaged with the APC payment. CMS 
publishes quarterly APC rate updates, available at www.cms.gov. 
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Reimbursement for the disputed services is calculated as follows: 
• Procedure code 73060 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 73080 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 73110 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 73130 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 29125 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.  

• Per Medicare policy, procedure code 96374 may not be reported with another code 
billed on this same claim. Reimbursement for this is included with payment for the 
primary procedure. Separate payment is not recommended.  

• Per Medicare policy, procedure code 96375 may not be reported with another code 
billed on this same claim. Reimbursement for this is included with payment for the 
primary procedure. Separate payment is not recommended.  

• Procedure code 99285 has status indicator J2, for outpatient visits (subject to 
comprehensive packaging if 8 or more hours observation billed). This code is assigned 
APC 5025. The OPPS Addendum A rate is $522.12. This is multiplied by 60% for an 
unadjusted labor amount of $313.27, in turn multiplied by facility wage index 1.0011 
for an adjusted labor amount of $313.61. The non-labor portion is 40% of the APC rate, 
or $208.85. The sum of the labor and non-labor portions is $522.46. The cost of 
services does not exceed the threshold for outlier payment. The Medicare facility 
specific amount is $522.46. This is multiplied by 200% for a MAR of $1,044.92. 

• Procedure code J1885 has status indicator N, for packaged codes integral to the total 
service package with no separate payment; reimbursement is included with payment 
for the primary services. 

• Procedure code J2270 has status indicator N, for packaged codes integral to the total 
service package with no separate payment; reimbursement is included with payment 
for the primary services. 

• Procedure code J2405 has status indicator N, for packaged codes integral to the total 
service package with no separate payment; reimbursement is included with payment 
for the primary services. 

 

2. The total recommended reimbursement for the disputed services is $1,044.92. The insurance 






