Texas Department of Insurance, Division of Workers’ Compensation
7551 Metro Center Drive, Suite 100 ¢ Austin, Texas 78744-1609

MEDICAL FEE DISPUTE RESOLUTION DISMISSAL

PART I: GENERAL INFORMATION

Type of Requestor: (x) Health Care Provider () Injured Employee (') Insurance Carrier

Requestor=s Name and Address MDR Tracking No.: M4-04-0730-01(formerly)
McCall Medical Corporation b/d/a/Southwestern MUA M5-07-0624-01
c/o Gilbert & Maxwell, P.L.L.C. Claim No.:
P.O. Box 1984.
Houston, Tx 77251 Injured Employee’s Name:
Respondent’s Name and Rep Box Date of Injury:
TEXAS MUTUAL INSURANCE CO. Employer’s Name:
REP BOX #:54
Insurance Carrier’s No.:

PART Il: DISMISSAL REASON

Amount Sought: $19,100.00
Date(s) of Service: 09/13/02

IE The Division has determined that good cause exists to dismiss this request based on: Gilbert & Maxwell, P.L.L.C. confirmed that they no
longer represent McCall Medical Corporation for this dispute. In addition, the Division was unable to contact the McCall Medical Corporation
via telephone attempts, e-mail searches, yellow book searches; the listed phone number(s) have been disconnected. The health care provider
has not provided a current, correct address or contact information in accordance with 28 Tx. Admin. Code section 102.4 (d) and/or 102.5.
Pursuant to Rule 133.307 (m) (6) at 28 Texas Administrative Code, 27 Texas Register12300, this file is dismissed. No further action will be
taken.

PART I1I: DIVISION DISMISSAL

This request for medical fee dispute resolution has been dismissed based on the reason(s) listed above. Si prefiere hablar
con una persona en espafol acerca de ésta correspondencia, favor de llamar a 512-804-4812.

Dismissal by:
Martha Luevano 10/14/08
Authorized Signature Medical Fee Dispute Resolution Manager Date of Dismissal
10/14/08
Authorized Signature Medical Fee Dispute Resolution Officer Date of Dismissal

PART IV: YOUR RIGHT TO REQUEST AN APPEAL

Either party to this medical fee dispute has a right to request an appeal. A request for hearing must be in writing and it must be
received by the DWC Chief Clerk of Proceedings within 20 (twenty) days of your receipt of this decision. A request for hearing
should be sent to: Chief Clerk of Proceedings, Texas Department of Insurance, Division of Workers Compensation, P.O. Box 17787,
Austin, Texas, 78744. Please include a copy of the Medical Fee Dispute Resolution Findings and Decision together with other
required information specified in Division Rule 148.3(c).

Under Texas Labor Code Section 413.0311, your appeal will be handled by a Division hearing under Title 28 Texas Administrative
Code Chapter 142 Rules if the total amount sought does not exceed $2,000. If the total amount sought exceeds $2,000, a hearing will
be conducted by the State Office of Administrative Hearings under Texas Labor Code Section 413.031.

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