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rather than paying individually for each code. 

Our position is that no payment is due.” 

Response Submitted by: Texas Mutual Workers’ Compensation Insurance 

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 §134.403 sets out the fee guidelines for outpatient hospital services. 

Denial Reasons 

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

• CAC-193 – Original payment decision is being maintained. Upon review, it was 
determined that this claim was processed properly 

• CAC-P12 – Workers Compensation Jurisidictional fee schedule adjustment 
• CAC-W3 – In accordance with TDI-DWC Rule 134.804, this bill has been identified as a 

request for reconsideration or appeal 
• DC4 – No additional reimbursement allowed after reconsideration. For information 

call (888) 532-5246 
• 630 – This service is packaged with other services performed on the same date and 

reimbursement is based on a single composite APC rate 
• 350 – In accordance with TDI-DWC Rule 134.804, this bill has been identified as a 

request for reconsideration or appeal 

Issues 

1. What rule is applicable to reimbursement? 

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 . The requestor is seeking additional reimbursement for date of 
service September 11, 2022 for the amount of $203.42. The codes in dispute are 70450, 72125 
and 72128. 
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DWC Rule 28 TAC §134.403 (d) states: “For coding, billing, reporting, and reimbursement of 
health care covered in this section, Texas workers' compensation system participants shall 
apply Medicare payment policies in effect on the date a service is provided with any additions 
or exceptions specified in this section, including the following paragraphs.” 

The Medicare payment policy applicable to the services in dispute is found at www.cms.gov, 
Claims processing Manual, Chapter 4, Section 10.1.1. Specifically, Payment Status Indicators 
and Ambulatory Payment Category (APC). 

DWC Rule 28 TAC §134.403 (e) states: “Regardless of billed amount, reimbursement shall be: 

  (1) the amount for the service that is included in a specific fee schedule set in a contract that 
complies with the requirements of Labor Code §413.011; or 

  (2) if no contracted fee schedule exists that complies with Labor Code §413.011, the maximum 
allowable reimbursement (MAR) amount under subsection (f) of this section, including any 
applicable outlier payment amounts and reimbursement for implantables. 

The Medicare facility specific amount is calculated when the APC payment rate is multiplied by 
60% to determine the labor portion. This amount is multiplied by the facility wage index for 
the date of service. The non-labor amount is determined when the APC payment rate is 
multiplied by 40%. The sum of the labor portion is mulitplied by the facility wage index and the 
non-labor portion determines the Medicare specific amount. Review to the submitted medical 
bill and the applicable fee guidelines referenced above is shown below. 

• Procedure codes 70450, 72125 and 72128 have a status indicator of Q3, for packaged 
codes through a composite APC. These codes are assigned to composite APC 8005 

• The OPPS Addendum A rate is $229.05 multiplied by 60% for an unadjusted labor 
amount of $137.43, in turn multiplied by facility index 0.9552 for an adjusted labor 
amount of $131.27 

• The non-labor portion is 40% of the APC rate, or $91.62 

• The sum of the labor and non-labor portion is $222.89 

• The Medicare facility specific amount is $229.05 multiplied by 200% for a MAR of 
$445.78 

2. The total recommended reimbursement for the disputed services is $445.78. The insurance 
carrier paid $445.78. Additional payment is not recommended. 

Conclusion 

The outcome of this medical fee dispute is based on the evidence presented by the requestor 
and the respondent at the time of adjudication. Though all evidence may not have been 
discussed, it was considered. 

DWC finds the requester has not established that additional reimbursement of $0.00 is due.  






