MEDICAL DISPUTE RESOLUTION FINDINGS AND DECISION
Retrospective Medical Necessity Dispute

| PART I: GENERAL INFORMATION
Type of Requestor: (X)HCP () IE ()Ic Response Timely Filed?  (X) Yes ( ) No

MDR Tracking No.: M5-05-2981-01

Requestor’s Name and Address

Southwest Medical Examination Services, Inc. TWCC No.:
7502 Greenville Ave. Suite 600
Dallas, TX 75231

Injured Employee’s Name:

Respondent’s Name and Address Date of Injury:

Trinity Universal Insurance Company, Box 42 Employer’s Name:

Insurance Carrier’s No.:

PART Il: SUMMARY OF DISPUTE AND FINDINGS

Dates of Service

CPT Code(s) or Description Amount in Dispute Amount Due

From To
7-12-04 7-12-04 99456-WP $650.00 $650.00

PART Ill: MEDICAL DISPUTE RESOLUTION REVIEW SUMMARY, METHODOLOGY, AND/OR EXPLANATION

This service is a work related/Med Disability Exam. It is a required report and is not referred to an Independent Review
Organization. Therefore, the file contains unresolved medical fee issues only. The Division shall proceed to resolve the
medical fee dispute in accordance with Rule 133.307.

On 7-29-05 the Medical Review Division submitted a Notice to requestor to submit additional documentation necessary to
support the charges and to challenge the reasons the respondent had denied reimbursement within 14-days of the requestor’s
receipt of the Notice.

According to TWCC Rule 134.202 (e)(6)(C): the examining doctor shall be reimbursed $350.00 for MMI evaluations.
Subsection (e)(6)(d) states that if a full physical evaluation, with range of motion, is performed, reimbursement for the first
musculoskeletal body area is $300.00 and each additional muculoskeletal body area is $150.00. Per Rule
134.202(e)(6)(B)(iii), if the examining doctor determines MMI has been reached and an IR evaluation is performed, both
the MM evaluation and the IR evaluation portions of the examination shall be reimbursed. Recommend reimbursement of
$650.00.

A referral will be made to Compliance and Practices concerning the insurance carrier’s nonpayment of this service.
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PART IV: COMMISSION DECISION AND ORDER

The Division hereby ORDERS the insurance carrier to remit the appropriate amount for the services in dispute consistent
with the applicable fee guidelines, totaling $650.00 plus all accrued interest due at the time of payment, to the Requestor
within 20-days of receipt of this Order.

Ordered by:

Donna Auby 8-19-05
Authorized Signature Typed Name Date of Order

PART V: INSURANCE CARRIER DELIVERY CERTIFICATION

| hereby verify that | received a copy of this Decision in the Austin Representative’s box.

Signature of Insurance Carrier: Date:

PART VI: YOUR RIGHT TO REQUEST A HEARING

If you are unhappy with all or part of this decision, you have the right to appeal the decision. Those who wish to appeal
decisions that were issued during the month of August 2005, should be aware of changes to the appeals process which take
effect September 1, 2005.

House Bill 7, recently enacted by the 79th Texas Legislature, provides that an appeal of a medical dispute resolution order
that is not pending for a hearing at the State Office of Administrative Hearings (SOAH) on or before August 31, 2005 is not
entitled to a SOAH hearing. This means that the usual 20-day window to appeal to SOAH, found in Commission Rule
148.3, will be shortened for some parties during this transition phase. If you wish to seek an appeal of this medical dispute
resolution order to SOAH, you are encouraged to have your request for a hearing to the Commission as early as possible to
allow sufficient time for the Commission to submit your request to SOAH for docketing. A request for a SOAH hearing
should be sent to: Chief Clerk of Proceedings/Appeals Clerk, P.O. Box 17787, Austin, Texas 78744 or faxed to 512-804-
4011. A copy of this Decision should be attached to the request.

Beginning September 1, 2005, appeals of medical dispute resolution orders are procedurally made directly to a district court
in Travis County [see Texas Labor Code, Sec. 413.031(k), as amended and effective Sept. 1, 2005). An appeal to District
Court must be filed not later than 30 days after the date on which the decision that is the subject of the appeal is final and
appealable.

Si prefiere hablar con una persona in espafiol acerca de ésta correspondencia, favor de llamar a 512-804-4812.
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