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Learning Objectives

Know the DWC website, using the workers’ compensation A-Z tool.
Understand how Texas workers’ compensation coverage works for
employers.

Learn about the required forms and notices.



Texas Workers’ Compensation 101. - = &

>
o B

Introduction to the Texas Division of Workers’
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Disclaimer

This presentation is for educational
purposes only and provides general
information. It is not a substitute for a full
review of statutes and rules.

System participants are responsible for
knowing and complying with the applicable
sections of the Texas Insurance Code
(Insurance Code), Texas Labor Code (Labor
Code), and Texas Administrative Code
(TAQ).

Any opinions expressed by the speakers are
personal and do not constitute or reflect
any statement of policy by the Texas
Department of Insurance, Division of
Workers’ Compensation (DWC).

Division of Workers'

TDI
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https://statutes.capitol.texas.gov/?link=IN
https://www.tdi.texas.gov/wc/act/index.html
https://texas-sos.appianportalsgov.com/rules-and-meetings?interface=VIEW_TAC&part=2&title=28

Overview

Texas Workers’ Compensation Regulation.

Goals, Legislative Intent, and Mission of the
Workers’ Compensation System.

Texas Workers’ Compensation Coverage.

Required Forms.

Providing Health Care to Injured Employees.

Official Notices.

TDI
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Texas Workers’
Compensation
Regulation




What is Texas workers’ compensation?

A state-regulated insurance program that pays
medical benefits and income benefits for employees
with compensable work-related illnesses or injuries.

f‘
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Compensable injury:

"An injury that arises out of and in
the course and scope of employment
for which compensation is payable
under this subtitle.”

Labor Code Sec. 401.011. General Definitions

TDI

Division of Workers'
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Compensable injury:

"An injury that arises out of and in
the course and scope of employment
for which compensation is payable
under this subtitle.”

Texas Labor Code Sec. 401.011. General Definitions

Course and scope of employment -

"An activity... that is performed by an
employee while engaged in or about
the furtherance of the affairs or
business of the employer... [including]
on the premises of the employer or at
other locations.”

Texas Labor Code Sec. 401.011. General Definitions

TDI Division of Worketrs'
Compensation



... regardless of fault
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Regardless of fault does not mean:

* Intoxication;

« Willful attempt to injure
themself or another person;

» Caused by a third person for a
personal reason, unless the
reason was related to
employment;

TDI Division of Worketrs'
Compensation



Regardless of fault does not mean:

4 Y. A

. Intoxication: * Participation in an off-duty
activity not related to job
duties, unless explicitly or
implicitly required by employer;

« Willful attempt to injure
themself or another person;

« An act of God, unless job

personal reason, unless the greater risk of injury; or
reason was related to

employment; .

\ AN

Engaging in horseplay.

/
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Texas Workers’ Compensation Regulation

Texas Statutes

I—;I

Insurance Code Labor Code
Titles 2, 8, and 14 Title 5
Texas Administrative Code
Title 28
Part 1 Part 2
Texas Department of Insurance Division of Workers’ Compensation

TDI Division of Worketrs'
Compensation



Goals, Legislative Intent, and
Mission of the Workers'
Compensation System

Labor Code Sec. 402.021.




Mission of the Texas Workers’
Compensation System

The timely return of injured employees to
productive roles in the Texas workforce is one of the
key components of DWC's mission.

TDI Division of Worketrs'
Compensation



Some Basic Goals of the Texas
Workers’ Compensation System

Each injured employee shall have access to
prompt, high quality medical care supporting
restoration of the injured employee’s physical
condition and earning capacity.

TDI Division of Worketrs'
Compensation



Some Basic Goals of the Texas
Workers’ Compensation System

4 N

Each injured employee shall have access to
prompt, high quality medical care supporting
restoration of the injured employee’s physical
condition and earning capacity.

\_ /

4 N

Each injured employee shall receive services to
facilitate the employee’s return to employment
as soon as it is considered safe and appropriate
by the employee’s health care provider.

\_
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Promoting Safe and Timely Return of

Injured Employees to Productive Roles in
the Workforce Includes:

\

* Return-to-work guidelines;

 Treatment guidelines;

» Employer return-to-work
programs; and

« Case management.

/
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Texas Workers’
Compensation Coverage




Texas Workers’ Compensation Coverage
Labor Code Sec. 406.002 Coverage Generally Elective

Texas employers

(Does not include federal employers)

Workers’ compensation No workers’
coverage (subscribers) compensation
coverage
(non-subscriber)

Employer has a Employer holds a
workers’ certificate of authority I I
compensation as a certified self- Accident and No
commercial policy insurer or group self- similar coverage
insurer in Texas policies

(subscriber)

(certified self-insurers)

Employer is a self-insured government
employer

TDI Division of Worketrs'
Compensation
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Required Forms




Work Status Report
DWC Form-073
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Texas Workers' Compensation Work Status Report

A ORMATIO
H. Injured Employees Name

Daite Sent (jor sansmission

a. Doctors/Delegating Doctors Mame and Degree

oniy
. PAT APRN Name (if completing foem)

2 Date of Injury . Social Security Mumber (last
KX

. Facility Name

H. Employee's Description of Injury/Accident

[7. FacilityDoctor Phane and Fax Numbers

[ Faciity/Doctor AOOress (Steel, Gty, Staie, ZF Cods)

Eimplom Marme
0.

. Employer's Fax Number or Email Address (¢
forvovaen)

11, Insurance Carrier

[12. Carrier's Fax Numiber or Email Address (il
v

[ 8} will alow the empioyee to retlim b work as of
[b) will aliow the employves to return Lo work as of

without restrictions: OR

prevents he empl

i this injury pr

with the restrictions identified in PART IIl, which are expecied 1o kst through

and is expected tn continue thiough

III ACTIVITY RESTRICTIONS (C

Posture Restrictions (if any): 7.
unmnpuuq 02 46 6[0mer [Miax hours per day

7. Motion Restrictions (1 any):

Mise. Restrictions (if any)

[0 2468 [other

Man hours pes day of work:

1 breaks of per

[Standing

Must wesar splnt/cast at work

Must use cruiches at all times

No drivingioperati ¥ Equipment

Can only drive aulomaks

| Reaching
] [Oweread resehing

Mo skin contact with:

[Reyboarding

Mo running

Lefleg
L Right leg
[] Baex
] Left foot/anile
] Rignt foat/ankse

8. LiiCarry Restrictions (Il any):

ifie To (if icable [Oter:

Dresaing changes necessary &l wark.

May not Mticamy objects mare than
hours: per day.
May not perfarm any Bing/canmying .
T

Ibs. for mare |_|Mowork/______

hoursiday work:
in eXiieme hotieold environments
|:| at heights or on scafiolding

Dmm [ cean & ary

16. Other Restrictions (if any)

. Medication Restrictions (f any):
Must 1ake prescription medicaton(s)

| Advised to take ever-the-counter meds:
Medication may make drowsy (possible
satetyldriving issues)

V: TREATMENT/FOLLOW-UP APPOINT

21. Work Injury Diagnosis 22. Expectad
Information: [Cevaluation

[ Reterrai to

MENT INFORMATION
Follow-up Services Inciude:
by the treating dector on
Jeonsult with

Employes's Signature

[JPhysical medicine

X per week for

Healt)

weeks starting on
en__ f

cmsumr.g doetar Designated doctor
Dther doctor

ﬁPRN

Work Status Report
DWC Form-073

TDI Division of Worketrs'
Compensation



Work Status Report

DWC Form-073

Division of Workers’
32 TDI ‘ Compensation



Submitted by:
* Injured employee’s treating doctor;

* Treating doctor’s delegated

physician assistant or advanced Work étatus R:p;rt
: : DWC Form-07
practice registered nurse; orm
] e Referral doctor;

 Designated doctor; or

l « Required medical exam doctor.

TDI Division of Worketrs'
Compensation



Submitted:

* After the initial examination of the
employee, regardless of the
employee’s work status; and

* When the employee experiences a
change in their work status or a
substantial change in their activity

restrictions.

Work Status Report
DWC Form-073

TDI Division of Worketrs'
Compensation



On the scheduled request by the
Insurance carrier, its agent, or the
employer requesting the report
through its insurance carrier:

Work Status Report

 Not to exceed one report every DWC E 073
orm-

two weeks; and

« Based on the scheduled
appointments with the injured
employee.

TDI Division of Worketrs'
Compensation
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Report of Medical
Evaluation
DWC Form-069



Division of Workers' Complate if known:
Compensation

DWC Claim

PO Baox 12050 | Austin, TX 78711 | 800-252-7031 | tdi.texas.gov/we Carries Claim #

Report of Medical Evaluation

1. GENERAL INFORMATION Injurad Employos's Namea (Feu, Wi, List| (3 Cartitying Doctar's Namn and Licansa Type

[1. Workers' Componsation insurance Canrier 5. Datn of injury 6. Social Socurity Mumber |10 Cortifying Doctor's License Number and Jurisdiction

2. Emplayor's Nama. 7. Emplayoa’s Phone Mumber [11. Cortifying Dactor's Phone and Fax Numbers
{Phy [Fax)

[2. Employor's Address (Sueet of PO Bue, City St Zg) 8. Employne's Addross (St o PO B, City Stali Zig) 12 Cartying Dinctor's Addroes ¢S o PO Bee. Oy S Tl

I DOCTOR'S ROLE

13. Indicate which role you are “Mﬂs in the claim in pnrlnmhg this evaluation. ull‘)' a dactor mng in one of the |N|MH9 roles is authorized to|
evaluate MMUimpairment and file this report [28 Texas Administrative Code (TAC) §130.1 governs such sutharization]:

] Treating Docter ] Doctor selected by Treating Doctor acting in place of the Treating Doctar ] Designated Doctor selected by DWC
L] Imsurance Carries-selacted RME Doctor approved by DWC to evaluate MM andior penmanent imgainment after a Designated Doctor exarmination

NOTE: If you are rat authodzed by 28 TAC £130.1 to file Bis repart. you will not be paid for this report of the MMUsngairment examination.
ORMATION

15. Diagnosis Codes

16. Indicale whether the employes has reached Clinical or Statutory MM based upan the following definitions:

Clinical Maximum Medical improvement (Clinical MMI) is the earfizst date after which, based upon reasonable medical probability, furher material
recovery from or Esting mgrovement to an injury can no longer reagsonably be anticpated.
Statutory MMI is the tater of: (1) the end of the 104th week after the date that temparary income benefits (TiBe) began to accrue; o
(2) the date te which MM| was extended by DVWC pursuant 1o Texas Labor Code §40B.104.
fa) [ s, | certity that the employes reached [] STATUTORY § [ CLINICAL (mark ane) MM on ! ]

(may not be & prospective date) and have included dosumentation relating to this the

s [ Mo, 1 certify that the employes has NOT reached MM but is expected to reach MMI on or about !
The: reason the empleyee has not reached MM is documented in the attached narrative.

NOTE: The fact that an employee reaches esther Clinical MM or Statufory MMI does nol signify that the employee is no longer entithed bo medical benefits.

IV. PERMANENT IMPAIRMENT

17. if the employee hae reached MML indicate whether the employee has L a5 a result of the compensable injury.
“kmpairmeni” means any anatomic or funclional abnonmality or loss existing after MMI that results from & compensable injury and i reasonably
presumed to be parmanent. The finding that impairment exists must be made based upon objective clinical or kaboratory findings meaning a medical
finding of impasment resulting from a compensable injury, based upon competent objective medical evidence that = independently confirmable by a
doctor, including & designated doctor, without reliance on fhe subjective symploms perceived by the employee.

a) [] | certify mat the employes does not have any permanent impairment as a result of the compensable inury. - OR -
b L] | certity that the employee has permanent impaimment as & resull of the compensable injury. The amount of permanent impaimeant & b, which was
determined in accondance with the requirements of the Texas Labor Code and Texas Administrafive Code. The attached narralive provides explanabion
and documentation used for the calculalion of the impaiment rating assigned wsing the appropriale tables. figures, or worksheets from the following
edition of the Guides to the Evalustion of Permanant impaimment published by the American Medical Association [AMA)
] third editson, second printing, Febuary 1988 - OR -
] fourth edtion. 1%, 2. 37, or 4* printing, including comections and changes issued by the AMA prior 1o May 16, 2000.
OTE: A finding of no impairment is not equivalent 1o & 0% Impeimnent rating. A docter can only assign an impairment rating, ncluding a 0% rating, if the
doctor perfonmed the examination and lesting required by the AMA Guides.
V. DOCTOR'S CERTIFICATION
18. | HEREEY CERTIFY THAT THIS REPORT OF MEDICAL EVALUATION k= complete and accurate and complies with the Texas Labor Code and apgplicable)
rules. M an impaimment rating has been assigned, | cenify that | have compbeted e required training and testing and have a cument cartification by DWC 1o
assign impairment ratings in the Texas workers” compensation sysiem or have received specific pemission by DWC o cerify MMI and assign an impaimment
rating. | undesstand that making a misrepresentation about a workers' compensation claim o mysalf i a crime thal can resull in fines and/or mpadsonment and
rulification of this report.

Signature of Certifiing Doctor: Date of Cartification.

V1. TREATING DOCTOR'S AGREEMENT OR DISAGREEMENT WITH ANOTHER DOCTOR'S CERTIFICATION
9. Treating Doctor's Name and License Typo 2.

CIAGREE | [ | DISAGREE with the cerlifving doctor's cenification of MM

20. Tl‘llm Doctor's Liconse Number and Jurisdiction |23, _
1 AGREE / [] | DISAGREE wih the cerlifying doctor's finding of ne impaiment. - OR -

21. Treating Doctor's Phone and Fax Numbers | |AGREE | ] | DESAGREE with the impaimuent rafing assigned by fe cerlifying doctor.
Phi [Fax}

4. | understand that making a misrepresentation about 8 workers' compensation claim is a crime that can result in fines and'or impRsonment.
Signature of Trealing Doctor: Date:

DWCDEa Rev. 0118

Report of Medical
Evaluation
DWC Form-069

Division of Worketrs'
Compensation



Report of Medical
Evaluation
DWC Form-069

Division of Worketrs'
38 TDI ‘ Compensation



Maximum Medical Improvement

Clinical

The earliest date after which, based on
reasonable medical probability, further
material recovery from or lasting
improvement to an injury can no longer
be anticipated.

Report of Medical
Evaluation
DWC Form-069

Statutory

The expiration of 104 weeks from the
date on which income benefits begin to
accrue.

TDI Division of Worketrs'
Compensation



Maximum Medical Improvement

The commissioner may extend the date
of statutory MMI if the employee has
had spinal surgery, or has been
approved for spinal surgery, within 12
weeks before the expiration of the 104-
week period.

TDI

Report of Medical
Evaluation
DWC Form-069

Division of Worketrs'
Compensation




Impairment Rating

Impairment

Any anatomic or functional abnormality
or loss existing after MMI that results
from a compensable injury and is
reasonably presumed to be permanent.

IR

The percentage of permanent
impairment of the whole body resulting
from a compensable injury.

Report of Medical
Evaluation
DWC Form-069

Based on the rating criteria contained in the American Medical
Association’s Guides to the Evaluation of Permanent Impairment,
4th Edition. 1st, 2nd, 3rd, or 4th printing.

TDI Division of Worketrs'
Compensation
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Only a Doctor Who is Certified by
DWC may assign an IR:

v Designated doctors;

v" Required medical examination
doctors;

v" Some treating doctors; and

v" Some referral doctors.

TDI

Report of Medical
Evaluation
DWC Form-069

Division of Worketrs'
Compensation



Providing Health Care to
Injured Employees




Systems of Reimbursement for Health Care
Services Provided to Injured Employees

Certified Workers’
Compensation Health
Care Network Contracts

Texas Insurance Code
Sec.1305.

(Network Claims)

TDI Division of Worketrs'
Compensation



Systems of Reimbursement for Health Care
Services Provided to Injured Employees

~N

Public Employers
Intergovernmental Risk
Pools

Texas Labor Code,
Sec. 504.053.

(Network; Non-Network;
or Direct contracts with

HCPs)

\ /

4 )

Certified Workers’
Compensation Health
Care Network Contracts

Texas Insurance Code
Sec.1305.

(Network Claims)

\ /

-

\

DWC

Non-Network

Health Care

Texas Labor Code,
Sec. 408. and Sec. 413.

(Non-Network Claims)

~N

/

TDI

Division of Worketrs'
Compensation




Providing Health Care to Injured Employees
Subject to a Network

/- Must apply to the network to be an approved network\
provider;

* Medical reimbursement is determined by contract;
» Must make referrals to other network providers; and

* Referrals to out-of-network providers must be approved

K by the network. /

TDI Division of Worketrs'
Compensation



Providing Health Care to Injured Employees
not Subject to a Network (non-network)

* No application requirement to provide non-
network health care;

* Medical reimbursement is determined by DWC
medical fee guidelines; and

 Generally, follow Medicare payment policies.

\ /

TDI Division of Worketrs'
Compensation



Providing Health Care to Injured Employees
of Political Subdivisions

/ Provide workers’ compensation medical benefits: \

* Through a network (follow network rules);

* In the manner provided by Labor Code Chapter 408
(follow non-network rules); or

* By directly contracting with health care providers or by
contracting through a health benefits pool established

K under Local Government Code Chapter 172. /

TDI Division of Worketrs'
Compensation



What happens
when an injury
occurs?

TDI Division of Worketrs'
Compensation



Notice of Injury
28 Texas Administrative Code

Chapter 120 Compensation Procedure — Employers
Chapter 122 Compensation Procedure - Claimants

Chapter 124 Insurance Carriers: Notices, Payments, and Reporting

TDI Division of Worketrs'
Compensation



Employee’s Notice of Injury or Occupational Disease

The employee:

 Notifies employer within 30 days of the
date: —

o The injury occurred; or F S—

o The employee knew or should have S
known of an occupational disease N
that may be related to the
employment.

* Selects a treating doctor and informs the )
doctor how the injury occurred.

TDI Division of Worketrs'
Compensation



Division of Workers' DWC Claimd
Compensation )
Carrier Claimil

PO Box 120540 | Austin, TX TET11 | B00-252-7031 | tdi texas.govwe

Send the completed form 1o he address above or fax b
S512-804-4378

J ° °
Employee's Claim for Compensation for a Work-Related Injury
or Occupational Disease (DWC Form-041)
Claim for workers' compensation musl be filed by the injured emplayee or by a person acling on the injured employee’s behall within one year of lhe dale of
injury ar within ane year from the dabe the injured employee knew or should have known the injury or disease may be work-relaled.

L INJURED EMPLOYEE INFORMATION

d d Mame [First Midde, Last ) Social Security Mumber | Date of birth (mm /& 1wy
o I C C u pa I O n a I S e a S e Address jsrees. ciyfiown, siaie. Zio code, county, couniry)

Phone Number |E-Mall.aau|\eas |Sax [ Male [ JFemale

Race / Ethniclty [ ]White. not of Hispanic Origin ] Black, not of Hispanic Origin [(JHispanic ] Asian or Pacific Islander
Do you speak English? [ Yes [ No If na, specify language
Marital status [ Marmed [ Widowed [ I5eparatad [CSingle ClDivarcad

Do you have an attomey or other representation? " IYes T Na If yes, name of representative
Have you retumned to work? | |Yes | Mo | If returned to work, date returned immiddyyy) | Work status |_|Regular  |_Restricted

Occupation at time of injury Date of hilre jme  dd
Hired or recrulted in Texas | Yes Mo | Pre-tax Wages (a fe ime of njury) § Choury  [Jweekty  [Clmonthiy
° . M Il INJURY INFORMATION
ee p S I n O u C WI e e I I l p Oye r a n 1 am reporting an [] injury or |_] ocoupational diseass Date of Injury (mm o/ vy | Time of Injury
Flrst work day missed jme dd /vyl Date injury was reported to the emplayer (mm  dd /)

Where did the injury occur?  County State Country

the insurance carrier. st oot oo T et 3 W o o T

Witness{es) to the Injury gist by name)

Describe cause of Injury or occupational disease, Including how It Is work related

Body partis) affected by the Injury

e Files Emp|oyee’s Claim for ot 4w e o ek s 1 he ca fhe cccupatcnal dssse? g 51

2 When did you first know sccupational disesse was work related? imm /ooy

lIl. EMPLOYER INFORMATION {(at the time of injury)

c om p ensat i on f or a WO r k_ Re I ate d Ermployer name Employer aaaress wes oo e 77 oo ey

Employer phone number Superyisor name

Injury or Occupational Disease (DWC o e

Form-041) with DWC within one year. e e e

Signature of injured employes or person filling out this form on behalf of injured employes

Printed name of injured employee or person filling out form on behalf of injured employes

DWICOdH 1 R, 0307

TDI Division of Workers’
Compensation




Send the specified coples 1o your
Workers' Compensation Insurance Carrier
and thie injured employes.

"Employess - Do not send this fomn to e
Texas Depariment of Insurance, Division of Workers' Compensation
Unlesa the Division specifically requests & diect Mling. CLAIM #

CARRIERS CLAIM 8

Employer’s First Report of
I n j u ry T T T '"JL.','*-;;E:LL.kEf.ES‘”:.E'.’J‘:"fr.zf’:“_f’“_]',-_ bl

3. Sodal Secunty Mumber 4. Home Phone 5. Daie of Birth [med-y) MNature of Injury” 189 Part of Body Injured or

&. Do the Employee Speak Englisn? 14 Mo, Specify Language 20. How and Why Injuryilliness Ooourred®

T | Yes [ Mo [
L4 7. Race \ B Emninicity F Was employse Worksile Locabion of Injry (stars, dock, eic. )"
e e I I I | O e r ° e L Hepanic [] dioing his YES 1
giack ] Asian [ Native American [ qger [ regularjos? o L)

9 Mailng Address  Street or 0. Bo 3 Address Where Injury or Exposure Occured Name of business if nodent

cecumed on a business sile

City Street o P.O. Box County

* Gives the employee a written copy with e .

Marned L J Ll s Ll  pivorces L
T1. Meumber of Dependent Childen 12. Spavse's Name

24_ Cause of Injuryifall. fool, machine, eic.|"

a summary of rights and responsibilities, e

14. Doctor's Mailing Address {Street or #.0 Box 26 Retumtowork | 27 Did employes ] ervisor's
dabelor expeched dis? Mamez

including notification of network N
requirements, if applicable; and T eren s [ [

Maonths Yesars Months ¥ears

3. Employee Payroll Classdication Code 3% Occupation of injured Workes

38, Is employee an Owner, Pamner
or Corporate Oiffices?

Files Employer’s First Report of Injury
or lllness (DWC Form-001) with the
insurance carrier if the employee loses

more than one day of work.

£, Hourly  §, \Weskly Hours

35. Rate of Pay at this Job 7. Full Work Week is: | 348 Last Paydhedk was:

§ for Hows or Days ves O] wno O

40. Name and Titk: of Person Complesng Form

41, Name of Business

42. Business Mailing Address and Telephone Number
K

Strest or P.0O. Bar Telephone

43 Business Location (i different from masling address |
Mumber and Strest

City Saate Zip Code

Ciy ‘Etate Zip Code

Code: % gt}

44 Federal Tax idenSfication Number 48 Primary Mordh Amencan Indusiry Classfication System 46 Speafic NAICSE Code 47. Texas Comgpirolier Taxpayer Mo.

15 chgit]

48, Workers' Compensason insurance Company

48 Folicy Mumber

50. Did you request accident prevention serdces in past 12 months?

ves L1 wolld If es, did you recehe them? yesLl woll

X

51, Signature and Titke (READ INSTRUCTIONS ON INSTRUCTION SHEET BEFORE SIGNING)

DWC FORM-001 Rev. 10005

I

TDI Division of Worketrs'
Compensation




Insurance Carrier’s Notice of Injury

Written notice of the injury is the TH
Insurance carrier’s earliest receipt NOTICE OF

Of: cO) //\/ l«(,//,)/],f‘"(', H)/i (i“‘

* The employer’s first report of
injury (FROI);

* Notification from DWC: or \ )

TDI Division of Worketrs'
Compensation



Insurance Carrier’s Notice of Injury

Any other written communication
regardless of source, which fairly informs
the insurance carrier of:

* Name of the injured employee and NOTICE OF TH
identity of the employer;

5()//\/ \“\’/[,’[flf"(, H)'i(!('\

» Approximate date of the injury; and

* Information that asserts the injury is

work related. \ )

NOTE: If no FROI, the carrier shall contact the
employer regarding the injury within seven days of
notification.

TDI Division of Worketrs'
Compensation



Insurance Carrier’s Notice of Injury

On receipt of a written notice of injury, the
Insurance carrier:

 Creates a record of each reportable TH
injury; NOTICE OF

. o , F. 4 dell
- Conducts an investigation relating to c) IN WRITING and ¢

the compensability and insurance
carrier’s liability for the injury; and

* Notifies DWC and the injured employee |\ Sy )

if there is a denial of a claim based on
non-compensability or lack of coverage.

TDI Division of Worketrs'
Compensation



MNotice of Denial of Compensability/Liability and Refusal to Pay Benefits

Insurance Carrier’s Notice of | =
Denial &

e of injury: [Date of injury]
Nature of injury: [Nature of injury
MNotice of injury date: [Date carrier received notice of injury]
Part of body injured: [Part of body injured]

Notice of Denial of Compensability/Liability
and Refusal to Pay (PLNO1) s

We, [Name of carrier], reviewed your workers' compensation claim. Based

on the facts we have about your claim, we are not going to pay income or
medical benefits.

If the PLNO1 is filed between the 15th and ot e e s g e i i
60th day after receipt Of Written notice Of Contact me if you: (1) have questions, (2) need to give more facts about this

claim, or (3) disagree with this decision.

injury, the insurance carrier is liable and

Phone (toll-free);

must pay all medical services provided

If you would like to get letters by fax or email, send your fax number or email address

before filing the PLNO1.

PLMN-1 Rev. 07/21 page 1

TDI Division of Worketrs'
Compensation



Notice to Network Provider

Before providing written notification to the
network health care provider, the insurance
carrier:

* May not deny payment for medically
necessary health care services based on

compensability; and

* |s liable for up to a maximum of $7,000
for medically necessary health care
services provided before notification.

TDI Division of Worketrs'
Compensation



Notice of Disputed Issues

If the insurance carrier receives medical bills
for conditions, treatments or services that
the insurance carrier believes are not related
to the compensable injury, it will file a
Notice of Disputed Issues and Refusal to
Pay Benefits (PLN11) to:

* The injured employee.

 DWC.

[Recommended: Insert letterhead here]

Notice of Disputed Issues and Refusal to Pay Benefits
Date: [Date]

To:  [Mame of injured employee or potential beneficiary]
[Address]
[City, state, ZIP]

Date of injury: [Date of injury]

Nature of injury: [Mature of injury]

Part of body injured: [Part of body injured]

Employee Saocial Security number: [Employee Social Security number]
DWC claim #: [DWC claim #]

Insurance carrier/TPA name: [Insurance carrier/TPA name]

Insurance carrier claim #: [Insurance carrier claim #]

Employer name: [Employer name]

Employer address, city, state, ZIP: [Employer address, city, state, ZIF]

We, [Name of insurance carrier], reviewed your workers’ compensation
claim. Based on the facts we have about your claim, we don't agree:

[Check all that apply.]

O That your work-related injury stops you from getting or keeping a job that pays what
you earned before your injury (existence, duration, or extent of disability).

O That your work-related injury caused some of your medical conditions (extent of
injury).
O That you meet the rules for getting death benefits,

We don’t agree because: [Facts that explain the denial]

LT

TDI Division of Worketrs'
Compensation



Contact me if you: (1) have questions, (2) need to give more facts about this
claim, or (3) disagree with this decision.

Adjuster's name:

Fhone (toll-free):

Notice of Disputed Issues

If you would like to get letters by fax or email, send your fax number or email
address to me.

If we are not able to resolve an issue after you contact me:

Call the Texas Department of Insurance, Division of Workers' Compensation (DWC) at 1-800-
252-7031, Monday to Friday, 8 am. to 5 p.m.. Central time.

The PLN11 must be filed no later than:

You have the right to ask for a benefit review conference. If you ask for a conference, you will
meet with: (1) someone from [Mame of insurance carrier] and (2) a benefit review officer with
DWC. To ask for a conference, fill out a “Request to Schedule, Reschedule, or Cancel a Benefit

[ T h e d a te t h e i n S u ra n Ce Ca rri e r Review Conference” form (DWC045) - www.tditexas.gov/forms/dwe/dwol45brepdf.

If you don't have an attorney, the Office of Injured Employee Counsel can help you prepare for
b b °11. the conference. To learn more, go to www.OIEC texas.gov or call 1-866-393-6432, ext. 44186,
e n I e t e I I l e I Ca I / O r Monday to Friday, & a.m. to 5 p.m., Central time.

Making a false workers’ compensation claim is a crime that may result in fines or going

« The due date for the insurance We st copyof st

carrier to pay or deny the medical
bill.

A0

Division of Workers'

Compensation




Workers’ Compensation
Complaints

Must be submitted in writing. Ways to do it:
« Complaint Form (DWC Form-154);
* Email: DWCCOMPLAINTS@tdi.texas.gov;
* Fax: 512-490-1030;

 In person at a DWC field office; or

* Mail to the Texas Department of Insurance,
Division of Workers' Compensation.

Workers’ compensation complaint webpage:
tdi.texas.gov/wc/ci/wccomplaint.html

Division of Workers'
Compensation

PO Box 12050 | Austin, TX 78711 | B00-252-T031 | tditexas.goviwe

Workers' Compensation Complaint Form

Este formulario esta disponible en espafiol en el sitio web de la Division en
hittpes: /ww Ui texas goviforms/dwe/dwe 154 compl. pdf
Para oblener asistencia en aspafiol, [lame a la Division al B0OD-252-7031.

Complainant Information {Person Filing Complaint)
1. Name* (First, Middle, Last) 2. Date of Complaint jmm/ddivyyy) |3. Email Address

4. Address (Street or P.O. Box. City, State, ZIP Code) 5. Phone Number
[ I

*Required under Texas Labor Code 5402 02302

Injured Employee Information
|S. MName (First, Middi=. Last) 7. Phone Number

{
8. Address |Strest or P.O. Box. City, State, ZIP Code) 9. DWC Claim # (if known)

10. Employer jst time of injury) 11. Date of Injury (mm/iddivwyy)

Complaint
A complaint is a written allegation that a system participant has violated Title 5. Subtitle A of the Texas Labor Code or
Texas Departmeant of Insurance, Division of Warkers' Compensation (TDI-DWC) rules. If your issue is a complaint, please
describe the facts of the alleged violation of workers' compensation laws or rules, including the dates or time pariod during
which the violation occurred, in the space below (attach additional pages if necessary). Also include the following
information:

+ the nature of thae violation, including specific sections of Title 5, Subtitle A, of the Texas Labor Code or TDI-DWC

rules alleged to have been violated, if known;
+ name and contact information of the subject of or parfies to the complaint, if known; and
« name and contact information of wilnesses, if Known.

Example: By failing fo send my impairmeant income benefif check for the week of December 1.3, ABC Inswance Company
vinlated Texas [ abar Code secfion 408081, which requires weekly payment of income banafits. The insurance adiuster is
Mr. Jones and his phané number is (572} 555-1234.

12. Description of Complaint

DWC154 Rev. 0316 Page 1 of 2
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mailto:DWCCOMPLAINTS@tdi.texas.gov

Texas Workers’ Compensation Regulation.

Goals, Legislative Intent, and Mission of the
Workers’ Compensation System.

Texas Workers’ Compensation Coverage.

Required Forms.

Providing Health Care to Injured Employees.

Official Notices.

TDI

Division of Worketrs'
Compensation




Contact Us

CompConnection:
800-252-7031, option 3

compconnection@tdi.texas.gov
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