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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 (TAC) §133.307, sets out the procedures for resolving medical 
fee disputes 

2. 28 Texas Insurance Code (TIC) Chapter 1305 applicable to Health Care Certified Networks. 
3. 28 TAC §§10.120 through 10.122 address the submission of a complaint by a health care 

provider to the Health Care Network. 

Denial Reasons 

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

• 16 – Claim/service lacks information which is need for adjudication. At least one 
remark code must be provided (may be comprised of either the Remittance Advise 
Remark Code or NCPDP Reject Reason code.) 

Issues 

1. Did the Requestor obtain an out-of-network referral from the injured employee's treating 
doctor that was approved by the network pursuant to §1305.103?  

2. Is this dispute eligible for medical fee dispute resolution (MFDR) pursuant to 28 TAC §133.307? 

Findings 

1. The requestor filed this medical fee dispute to the DWC asking for resolution pursuant to 28 
TAC (TAC) §133.307 titled MDR of Fee Disputes. The authority of the DWC is to apply TLC 
statutes and rules, including 28 TAC §133.307, is limited to the conditions outlined in the 
applicable portions of the TIC, Chapter 1305. TIC §1305.153 (c) provides that “Out-of-network 
providers who provide care as described by §1305.006 shall be reimbursed as provided by the 
Texas Workers' Compensation Act and applicable rules of the commissioner of workers' 
compensation.”        

TIC §1305.006 states, in pertinent part, “(3) health care provided by an out-of-network provider 
pursuant to a referral from the injured employee's treating doctor that has been approved by 
the network pursuant to §1305.103.”   

The requestor therefore has the burden to prove that the condition(s) outlined in the TIC 
§1305.006 were met to be eligible for dispute resolution. The following are the DWC’s findings.    
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Your Right to Appeal 

Either party to this medical fee dispute has a right to seek review of this decision under 28 TAC 
§133.307, which applies to disputes filed on or after June 1, 2012.

A party seeking review must submit DWC Form-045M, Request to Schedule, Reschedule, or Cancel 
a Benefit Review Conference to Appeal a Medical Fee Dispute Decision (BRC-MFD) and follow the 
instructions on the form. You can find the form at www.tdi.texas.gov/forms/form20numeric.html. DWC 
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.




