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MDR Tracking Number:  M5-02-3203-01 
 
Under the provisions of Section 413.031 of the Texas Workers' Compensation Act, Title 
5, Subtitle A of the Texas Labor Code, effective January 1, 2002 and Commission Rule 
133.305 and 133.308 titled Medical Dispute Resolution by Independent Review 
Organizations, the Medical Review Division assigned an IRO to conduct a review of the 
disputed medical necessity issues between the requestor and the respondent.   
 
The Medical Review Division has reviewed the IRO decision.  The IRO has not clearly 
determined the prevailing party over the medical necessity issues.  Therefore, in 
accordance with §133.308(q)(2)(C), the commission shall determine the allowable fees 
for the health care in dispute, and the party who prevailed as to the majority of the fees 
for the disputed health care is the prevailing party.   
 
In accordance with §413.031(e), it is a defense for the carrier if the carrier timely 
complies with the IRO decision. 
 
Based on review of the disputed issues within the request, the Medical Review Division 
has determined that medical necessity was not the only issue to be resolved.  There is 
still an unresolved fee dispute.   
 

DOS CPT 
CODE 

Billed Paid EOB 
Denial 
Code 

MAR$  
(Maximum 
Allowable 
Reimbursement) 

Reference Rationale 

8/13/01 97110 
97014 
97250 

$280.00 
$ 17.00 
$ 43.00 

$ 0.00 
$ 0.00 
$ 0.00 

A $ 35.00 ea  
15 min 
$ 15.00 
$ 43.00 

96 MFG 
Med GR I 
A 10 a 

Preauthorization is 
required after eight 
weeks of physical 
therapy.  
Documentation was not 
submitted to support 
services rendered.  No 
reimbursement 
recommended. 

10/29/01 99213-
52 

$ 25.00 $ 0.00 D $ 24.00 96 MFG 
E/M GR VI 
B; modifier 

First EOB was not 
submitted and 
documentation was not 
submitted to support 
services rendered.  No 
reimbursement 
recommended. 
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DOS CPT 
CODE 

Billed Paid EOB 
Denial 
Code 

MAR$  
(Maximum 
Allowable 
Reimbursement) 

Reference Rationale 

8/21/01 95851 $ 40.00 $ 0.00 G $ 36.00 96 MFG 
Med. GR; 
CPT 
descriptor 

ROM measurements are 
included in a re-
evaluation (99213) if 
performed by a physical 
or occupational 
therapist.  No 
documentation was 
submitted to support 
services rendered.  No 
reimbursement 
recommended. 

9/24/01 
10/12/01 
11/19/01 
2/1-02 

99213 $ 48.00 
$ 48.00 
$ 48.00 
$ 48.00 

$ 0.00 
 

U $ 48.00 IRO 
decision  

The IRO determined 
these office visits were 
medically necessary; 
therefore recommend 
reimbursement of $ 
48.00 x 4 = $192.00 

1/29/02 99215 
99070 
99070 

$125.00 
$ 18.33 
$  8.00 

$ 0.00 U $103.00 
DOP 
DOP 

IRO 
decision  

The IRO determined 
these services ere 
medically necessary.  
Since the carrier did not 
raise the issue of the fair 
and reasonable amount, 
recommend 
reimbursement of 
$103.00 $ 18.33 +   $  
8.00 = $129.33 

2/4/02 99213 
97014 
97250 
97265 

$ 48.00 
$ 17.00 
$ 43.00 
$ 43.00 

$ 0.00 V $ 48.00 
$ 15.00 
$ 43.00 
$ 43.00 

IRO 
decision  

The IRO determined 
that these services were 
medically necessary.  
Recommend 
reimbursement of 
$48.00 + $15.00 + 
$43.00 + $43.00 = 
$149.00 
     

2/5/02 99213 
97014 
97250 
97265 

$ 48.00 
$ 17.00 
$ 43.00 
$ 43.00 

$ 0.00 V $ 48.00 
$ 15.00 
$ 43.00 
$ 43.00 

IRO 
decision  

The IRO determined 
that these services were 
medically necessary.  
Recommend 
reimbursement of 
$48.00 + $15.00 + 
$43.00 + $43.00 = 
$149.00     

2/6/02 99213 
97014 
97250 
97265 

$ 48.00 
$ 17.00 
$ 43.00 
$ 43.00 

$ 0.00 V $ 48.00 
$ 15.00 
$ 43.00 
$ 43.00 

IRO 
decision  

The IRO determined 
that these services were 
medically necessary.  
Recommend 
reimbursement of 
$48.00 + $15.00 + 
$43.00 + $43.00 = 
$149.00 
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DOS CPT 
CODE 

Billed Paid EOB 
Denial 
Code 

MAR$  
(Maximum 
Allowable 
Reimbursement) 

Reference Rationale 

     
4/29/02 99214 

99080-
73 
95851 

$ 75.00 
$ 15.00 
 
$ 40.00 

$ 0.00 No EOB $ 71.00 
$ 15.00 
 
$ 36.00 

E/M GR; 
CPT 
descriptor 

4/30/02 99213 
97110 
97250 
97265 

$ 48.00 
$140.00 
$ 43.00 
$ 43.00 

$ 0.00 No EOB $ 48.00 
$ 35.00 ea 15min 
$ 43.00 
$ 43.00 

96 MFG 
E/M GR VI 
B; Med. 
GR I. A. 10 
a 
 

Carrier’s EOB for these 
two DOS indicates a 
different injury date.  
Since no other EOB 
was submitted, this will 
be reviewed per MFG 
only.  Since 
documentation was not 
submitted to support 
services rendered; no 
reimbursement 
recommended. 

5/8/02 99213 
97110 
97250 
97265 
97150 

$ 48.00 
$210.00 
$ 43.00 
$ 43.00 
$ 27.00 

$ 0.00 V $ 48.00 
$ 35.00 ea 15min 
$ 43.00 
$ 43.00 
$ 27.00 

IRO 
Decision 

The IRO determined 
that these services were 
medically necessary.  
Recommend 
reimbursement of 
$48.00 + $210.00 +   $ 
43.00 $ 43.00 +          $ 
27.00 = $371.00  

5/10/02 99213 
97110 
97250 
97265 

$ 48.00 
$210.00 
$ 43.00 
$ 43.00 

$ 0.00 V $ 48.00 
$ 35.00 ea 15min 
$ 43.00 
$ 43.00 

IRO 
Decision 

The IRO determined 
that these services were 
medically necessary.  
Recommend 
reimbursement of 
$48.00 + $210.00 +   $ 
43.00 $ 43.00 = $344.00  

5/15/02 99213 
97110 
97250 
97265 

$ 48.00 
$210.00 
$ 43.00 
$ 43.00 

$ 0.00 V $ 48.00 
$ 35.00 ea 15min 
$ 43.00 
$ 43.00 

IRO 
Decision 

The IRO determined 
that these services were 
medically necessary.  
Recommend 
reimbursement of 
$48.00 + $210.00 +   $ 
43.00 $ 43.00 = $344.00  

TOTAL $2,654.33 $ 0.00 The requestor is entitled 
to reimbursement of 
$1,827.33   

 
Consequently, the Commission has determined that the requestor prevailed on the 
majority of the medical fees ($1,827.33).  Therefore, upon receipt of this Order and in 
accordance with §133.308(q)(9), the Commission hereby orders the respondent and non-
prevailing party to refund the requestor $460.00 for the paid IRO fee.   
 
The above Findings and Decision is hereby issued this 6th day of February 2003. 
 
Dee Z. Torres 
Medical Dispute Resolution Officer 
Medical Review Division 
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Pursuant to §§402.042, 413.016, 413.031, and 413.019 of the Act, the Medical Review 
Division hereby ORDERS the respondent to pay $1,827.33 plus all accrued interest due 
at the time of payment to the requestor within 20 days of receipt of this Order.  This 
Order is applicable to dates of service 8/13/01 through 5/15/02 in this dispute. 
 
This Order is hereby issued this 6th day of February 2003. 
 
Roy Lewis, Supervisor 
Medical Dispute Resolution  
Medical Review Division 
 
RL/dzt 
 
October 30, 2002 
 
David Martinez 
TWCC Medical Dispute Resolution 
4000 IH 35 South, MS 48 
Austin, TX 78704 
 
MDR Tracking #: M5-02-3203-01 
IRO #:   5251 
 
      ___ has been certified by the Texas Department of Insurance as an Independent 
Review Organization.  The Texas Worker’s Compensation Commission has assigned this 
case to ___ for independent review in accordance with TWCC Rule 133.308 which 
allows for medical dispute resolution by an IRO.   
 
  ___ has performed an independent review of the care rendered to determine if the 
adverse determination was appropriate.  In performing this review, all relevant medical 
records and documentation utilized to make the adverse determination, along with any 
documentation and written information submitted, was reviewed.  
  
 The independent review was performed by a matched peer with the treating doctor.  
This case was reviewed by a licensed Doctor of Chiropractic. The ___ health care 
professional has signed a certification statement stating that no known conflicts of 
interest exist between the reviewer and any of the treating doctors or providers or any of 
the doctors or providers who reviewed the case for a determination prior to the referral to 
___ for independent review.  In addition, the reviewer has certified that the review was 
performed without bias for or against any party to the dispute.   
 

CLINICAL HISTORY 
 
___ is a 46-year-old female who was employed as a line worker in the skinless breast 
division of ___ in ___. During the normal course of her work duties she suffered  
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repetitive motion injuries to her wrists starting on ___.  She was seen originally by the 
company nurse and was treated with light duty and medications. When the duration and 
intensity of her symptoms increased, she was referred to the ___. There she was ___/___ 
who took her off of work and treated her with medications. On February 6, 2001, ___ 
performed a neurological exam and an EMG. He diagnosed her with moderate bilateral 
carpal tunnel syndrome (right worse than left). ___ performed surgery on her right wrist 
on March 26, 2001. On March 18, 2002 ___ found his neurological exam and NCV study 
to be positive in the left wrist and on March 29, 2002 he performed a carpal tunnel 
release on that wrist. 
 
Starting February 20, 2001 ___ was seen by ___ for care of her wrist. In addition to the 
above care, she was seen at the ___ by ___ for treatment through an CORF program. 
 

DISPUTED SERVICES 
 
Under dispute is the medical necessity of office visits, myofascial release, joint 
mobilization, physical medicine treatment, special reports and group therapy for the 
above referenced injured worker.  
 

DECISION 
 
The reviewer disagrees with the prior adverse determination. 
 

BASIS FOR THE DECISION 
 
In reviewing the disputed medical necessity issue for chiropractic treatment/services, the 
reviewer found the dates in question to be medically substantiated in ___ treatment notes. 
His argument for reimbursement under the current Worker’s Compensation Guidelines 
are is founded. In his statement letter dated 10/17/02 (signed by ___) he defends a charge 
for muscle testing (CPT 97750). However, the reviewer could not find a charge for this 
service on the table of disputed services. ___ offered no explanation for their denials of 
___ services/treatments. Therefore, the reviewer finds the treatments and related charges 
submitted by ___ to be fully compensable. 
 
As an officer of ___, I certify that there is no known conflict between the reviewer, ___ 
and/or any officer/employee of the IRO with any person or entity that is a party to the 
dispute. 
 
___ is forwarding this finding by US Postal Service to the TWCC.   
 
Sincerely,  
 
 
 


