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Part C

Officer’s Certification and Attestation

By my signature below, I _____________________ (Name), ________________ (Title), of _____________________________ (Network Name) attest and certify as follows:

□  I acknowledge that I am authorized to sign this Certification and Attestation on behalf of ____________________ (Network Name).

□  I hereby certify that I have read the data call instructions , and I am familiar with the data requested by the Workers’ Compensation Research and Evaluation Group of the Texas Department of Insurance (TDI).

□  I hereby certify that, except for the data and information explained below (if any), all of the requested information described in the data call instructions have been submitted to TDI and that they are complete and accurate.
□  I acknowledge that the information and documents described in the data call instructions are accessible to the Workers’ Compensation Research and Evaluation Group under §405.004(c), Labor Code.  

□  I certify that all data elements checked below are complete, accurate, and in the requested format.  

□  I acknowledge that a data call submission is not considered a timely submission until it is complete, accurate and in the requested format.  
□  I further acknowledge that failure to submit said data as requested may result in a referral to TDI’s legal department for enforcement action.
Please check fields if they are complete, accurate, and in the requested format. 
□  Name of Certified Network

□  TDI Network Certification Number
□  Network Patient SSN

□  Network Patient First Name
□  Network Patient Last Name
□  Network Patient Street Address (primary)

□  Network Patient Street Address (secondary if available)

□  Network Patient City of Residence (primary)
□  Network Patient City of Residence (secondary if available)
□  Network Patient State of Residence (primary)

□  Network Patient Zip Code (primary)
□  Network Patient Zip Code (secondary if available)

□  Network Patient Phone Number (primary)
□  Network Patient Phone Number (secondary if available)
□  Network Patient Date of Injury
□  Date Patient Was First Treated in Network
□  Insurance Carrier FEIN (Federal Employer Identification Number)

□  Insurance Carrier Claim Number
□  Effective Date of Insurance Carrier’s Contract with Certified Network
□  Date that Employer Agreed to Participate in the Certified Network
□  I certify that the data elements not checked above (if any) are not complete, accurate, or in the format requested for the reasons stated below:
I. The reason(s) the above unchecked data elements are not complete:

II. The reason(s) the above unchecked data elements are not accurate:

III. The reason(s) the above unchecked data elements are not in the requested format:

Authorized Representative
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