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Learning Objectives
o Explore the goals, legislative intent, and treatment guidelines of the Texas 

Workers’ Compensation system.

o Apply standards for accurate and compliant medical documentation.

o Understand the process for monitoring healthcare quality and benefits 

delivery.
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Monitoring the delivery of medical benefits and 

quality of health care.

Documentation supporting billed charges.

Treatment guidelines.

Documentation related to a workers’ compensation 

claim for benefits.

General standards for medical documentation.

Goals and legislative intent of the Texas workers’ 

compensation system.

Overview
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Goals and 

Legislative Intent 
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Goals and Legislative Intent 

• Provide timely, appropriate, and high-quality medical care 
supporting restoration of the injured employee's physical 
condition and earning capacity. 

• Encourage the safe and timely return of injured employees to 
productive roles in the workplace as soon as the employee’s 
health care provider considers it safe and appropriate. 

• Minimize the likelihood of disputes and resolve them promptly 
and fairly when identified.

Labor Code Sec. 402.021. Goals; Legislative Intent; General Workers’ Compensation Mission of Department
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Goals and Legislative Intent 

• Promote compliance with the Texas Workers’ Compensation 
Act and rules.

• Effectively educate and clearly inform each person who 
participates in the system on: 

o Rights and responsibilities; and 

o How to appropriately interact within the system.

Labor Code Sec. 402.021. Goals; Legislative Intent; General Workers’ Compensation Mission of Department
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General Standards for 

Medical Documentation
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“If you didn’t document it, it’s the same as if you didn’t do it.”

                                    - CMS

An appropriately documented medical record may:

• Facilitate accurate and timely medical bill review and payment.

• Reduce "hassles" associated with medical bill processing.

• Serve as a legal document to verify the care provided, if 
necessary.

Why is documentation important?
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Why do we use CMS? 

To achieve standardization, the 

commissioner shall adopt the most current 

reimbursement methodologies, models, 

and values or weights used by the federal 

Centers for Medicare and Medicaid 

Services, including applicable payment 

policies relating to coding, billing, and 

reporting.

Labor Code Sec. 413.011. Reimbursement Policies and Guidelines; Treatment Guidelines and Protocols
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• Must be a complete and legible record.

• Date and legible signature of the provider is required. 

• Services billed should be supported by medical record 
documentation.

• All medical record entries must be legible, complete, dated, 
timed, and authenticated in written or electronic form by the 
person responsible for providing or evaluating the service 
provided. 

General Documentation Guidelines

Novitas-Solutions.comMedical Documentation
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Medical documentation includes all medical reports and records such as:

• Evaluation reports.

• Narrative reports. 

• Assessment reports. 

• Progress report/notes. 

• Clinical notes. 

• Hospital records. 

• Diagnostic test result(s).

28 TAC Sec. 133.210. Medical Documentation

Workers’ Compensation
Medical Documentation
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Workers’ Compensation
Medical Documentation

• All required medical documentation must 
be legible.

• A health care provider must submit certain 
documentation with the medical bill, unless 
previously provided to the insurance carrier 
or its agents.

• Workers' compensation health care 
networks may decrease the documentation 
requirements.

28 TAC Sec. 133.210. Medical Documentation
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Copy and Paste
(also referred to as cloning or cookie cutter) 

Selecting data from an original or previous source 

to reproduce in another location: 

• Copy forward replicates all or some 

information from a previous note to the 

current note. 

• Cut and paste removes source text or data 

from original location to another location.

CMS Table 1. Electronic Health Record (EHR) Proper Use Decision Table (cms.gov)

_______
_______
_______
_______
_______

_______
_______
_______
_______
______________

_______
_______
_______
_______
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Copy and Paste Risks 

Missing specific information necessary to support 

services rendered to each patient. 

This can affect the quality of care and can cause 

improper payments due to:

• False impression of services provided to the 

patient.

• Coding from old or outdated information that 

may lead to “upcoding.”

Ensuring Proper Use of Electronic Health Record Features and Capabilities Decision Table

_______
_______
_______
_______
_______

_______
_______
_______
_______

_______
_______
_______

_______
_______
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Handwritten or electronic signatures are required upon medical review: 

1. To satisfy specific signature requirements in statute, regulation, 

national coverage determination (NCD), or local coverage 

determination (LCD); and 

2. To resolve authenticity concerns related to the legitimacy or falsity 

of the documentation.

Signature Requirements

Medicare Program Integrity Manual (3.3.2.4)

Signature  x_______________________________
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• The signature of the physician or supplier, the degrees or 

credentials, and the date is required on the medical bills.

• The certifying doctor must sign the Report of Medical Evaluation 

(DWC069) using a rubber stamp signature or an electronic 

facsimile signature of their personal signature.

Texas Workers’ Compensation 

Signature Requirements

28 TAC Sec. 130.1. Certification of Maximum Medical Improvement and Evaluation of Permanent Impairment 

28 TAC Sec. 133.10. Required Billing Forms/Formats
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Recordkeeping principles for amendments, corrections, 

and delayed entries: 

• Clearly identify any amendment, correction, or 

delayed entry.

• Clearly identify the original content and the 

modified content (do not delete).

• Clearly indicate the date and author of each 

modification of the record.

Amendments and Corrections

Medical Documentation: Amendments, Corrections, and Delayed Entries Novitas-Solutions.com 

Correction

Amendment

Clarification

Revision

Modification
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Any amendment, supplementation, 

change, or correction in a medical record 

not made at the time of the encounter 

must be noted by clearly indicating the 

change or correction along with date and 

time. 

Amendments and Corrections

22 TAC, Subchapter A, Sec.163.1. Medical Records
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Documentation Related to a 

Workers’ Compensation Claim 

for Medical Benefits
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Medical Services

The following medical services are 
presumed to be reasonable:

• Medical services consistent with 
medical policies (treatment guidelines); 
and 

• Medical services that the insurance 
carrier approves through utilization 
review.

Labor Code Sec. 413.017. Presumption of Reasonableness 

Insurance Code Sec. 1305.304. Guidelines and Protocols  
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Medical Care

Treatment guidelines must be:

• Evidence-based.

• Scientifically valid.

• Outcome-focused.

• Designed to reduce excessive or inappropriate 

medical care while safeguarding necessary 

medical care.

Insurance Code Sec. 1305.304. Guidelines and Protocols

Labor Code Sec. 413.011. Reimbursement Policies and Guidelines; Treatment Guidelines and Protocols
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Correct Billing Codes

Professional medical bills require the most current 
Level I (CPT codes) and Level II (HCPCs) codes.

To bill any code, the: 

• Services you provide must meet the definition of 

the code. 

• Codes must reflect the services you provide.

28 TAC Sec. 134.203. Medical Fee Guideline for Professional Services

CODES

2025
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Selecting Levels of Evaluation and Management 
(E/M) Services

A health care provider selects the appropriate CPT code 
level for E/M services based on:

• The level of the medical decision making as defined for 
each service; or 

• The total time for E/M services performed on the date of 
the encounter.

MLN906764 Evaluation and Management Services Guide 2023-08 (cms.gov)

2023 CPT E/M descriptors and guidelines (ama-assn.org)
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E/M Based on Total Time 

New Pt Code Time Est Pt Code Time

99202 15 minutes must be 

met or exceeded

99212 10 minutes must be 

met or exceeded

99203 30 minutes must be 

met or exceeded

99213 20 minutes must be 

met or exceeded

99204 45 minutes must be 

met or exceeded

99214 30 minutes must be 

met or exceeded

99205 60 minutes must be 

met or exceeded

99215 40 minutes must be 

met or exceeded
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• Number and complexity of 

problems addressed. 

• Amount and complexity of data 

to be reviewed and analyzed. 

• Risk of complications and 

morbidity or mortality of patient 

management. 

Elements of Medical Decision Making (MDM)
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CPT E/M Office Revisions | AMA
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Code Level of MDM Number and Complexity of Problems Addressed

99202 and 99212 Straightforward Minimal

• 1 self-limited or minor problem

99203 and 99213 Low Low

• 2 or more self-limited or minor problems; or 

• 1 stable chronic illness; or 

• 1 acute, uncomplicated illness or injury

99204 and 99214 Moderate Moderate 

• 1 or more chronic illnesses with exacerbation, progression, or side effects of treatment; 

or 

• 2 or more stable chronic illnesses; or 

• 1 undiagnosed new problem with uncertain prognosis; or • 1 acute illness with 

systemic symptoms; or 

• 1 acute complicated injury

99205 and 99215 High High 

• 1 or more chronic illnesses with severe exacerbation, progression, or side effects of 

treatment; or 

• 1 acute or chronic illness or injury that poses a threat to life or bodily function
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Code Level of MDM Amount and/or Complexity of Data to be Reviewed and Analyzed 
*Each unique test, order, or document contributes to the combination of 2 or combination of 3 in Category 1 below. 

99202 and  

99212

Straightforward Minimal or none

99203 and 

99213

Low Limited 

(Must meet the requirements of at least 1 of the 2 categories) 

Category 1: Tests and documents 

       Any combination of 2 from the following: 

• Review of prior external note(s) from each unique source*; 

• review of the result(s) of each unique test*; 

• ordering of each unique test* or 

Category 2: Assessment requiring an independent historian(s) 

(For the categories of independent interpretation of tests and discussion of management or test interpretation, see moderate or high

99204 and 

99214

Moderate Moderate 

(Must meet the requirements of at least 1 out of 3 categories) 

Category 1: Tests, documents, or independent historian(s) 

       Any combination of 3 from the following: 

• Review of prior external note(s) from each unique source*; 

• Review of the result(s) of each unique test*; 

• Ordering of each unique test*; 

• Assessment requiring an independent historian(s) or 

Category 2: Independent interpretation of tests 

• Independent interpretation of a test performed by another physician/other qualified health care professional (not separately reported); or Category 3: Discussion of 

management or test interpretation • Discussion of management or test interpretation with external physician/other qualified health care professional\appropriate 

source (not separately reported)

99205 and 

99215

High High

(Must meet the requirements of at least 2 out of 3 categories) 

Category 1: Tests, documents, or independent historian(s) 

• Any combination of 3 from the following: 

• Review of prior external note(s) from each unique source*; 

• Review of the result(s) of each unique test*; 

• Ordering of each unique test*; 

• Assessment requiring an independent historian(s) or 

Category 2: Independent interpretation of tests 

• Independent interpretation of a test performed by another physician/other qualified health care professional (not separately reported); or 

Category 3: Discussion of management or test interpretation 

• Discussion of management or test interpretation with external physician/other qualified health care professional/appropriate source (not separately reported)
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Code Level of MDM Risk of Complications and/or Morbidity or Mortality of Patient Management

99202 and 99212 Straightforward Minimal risk of morbidity from additional diagnostic testing or treatment

99203 and 99213 Low Low risk of morbidity from additional diagnostic testing or treatment

99204 and 99214 Moderate Moderate risk of morbidity from additional diagnostic testing or treatment

Examples only: 

• Prescription drug management 

• Decision regarding minor surgery with identified patient or procedure risk factors 

• Decision regarding elective major surgery without identified patient or procedure risk factors 

• Diagnosis or treatment significantly limited by social determinants of health

99205 and 99215 High High risk of morbidity from additional diagnostic testing or treatment

Examples only: 

• Drug therapy requiring intensive monitoring for toxicity 

• Decision regarding elective major surgery with identified patient or procedure risk factors 

• Decision regarding emergency major surgery 

• Decision regarding hospitalization 

• Decision not to resuscitate or to de-escalate care because of poor prognosis
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DWC Form-073, 

Work Status Report 
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Documenting the Injured Employee’s Ability to Work
DWC Form-073, Work Status Report 

The injured employee can: 

• Work without restrictions.

• Work with restrictions. Indicate activity 
restrictions.

• Not work in any capacity. Explain how the 
injury prevents the injured employee from 
returning to work.

28 TAC Sec. 129.5. Work Status Reports



42

Work Status Information

Augusta Wind Wiley Waites MD

Theo Suess, APRN

09-01-2024 0123 Any Medical Clinic

Yard of the Month Company

Fell into a truck at worksite 

with cut to right lower leg.

316-262-1492 / 316-262-1493

555-444-3210

Whoville

900 E. Mulberry Street

TX 99999

444-555-6789

Wonka Insurance Company

x 11 02 202410 02 2024

Pain              Not a sufficient explanation….

09-01-2024

Employee is unable to work - insufficient documentation
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Work Status Information

Augusta Wind Wiley Waites MD Theo Suess, APRN

09-01-2024 0123 Any Medical Clinic Yard of the Month Company

Severe rotator cuff tear, right 

shoulder, sustained while 

lifting heavy object.

316-262-1492 / 316-262-1493 555-444-3210

Whoville

900 E. Mulberry Street

TX 99999 444-555-6789

Wonka Insurance Company

x 11 02 202410 02 2024

Post-operative rt shoulder surgery, on medication that prevents driving and/or operating heavy machines and lifting, open wound protection, limited 

medical rest needed

Employee is unable to work - sufficient documentation
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DWC Form-069, Report of Medical 

Evaluation
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28 TAC Sec. 130.1. Certification of Maximum Medical Improvement and Evaluation of Permanent Impairment

Doctors serving in the following roles may be authorized as:

• The treating doctor (or a doctor to whom the treating doctor has 

referred the injured employee for evaluation of MMI and/or 

permanent whole-body impairment in the place of the treating 

doctor);

• A designated doctor; or

• A required medical examination doctor selected by the insurance 
carrier.

Authorized Doctors
DWC Form-069, Report of Medical Evaluation
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Certification of MMI, determination of permanent 

impairment, and assignment of an impairment rating 

(if permanent impairment exists) for the compensable 

injury:

• Must be signed by the certifying doctor. The 

certifying doctor may use a rubber stamp 

signature or an electronic facsimile signature of 

the certifying doctor's personal signature.

• Include an attached narrative report.

DWC Form-069, 
Report of Medical Evaluation

28 TAC Sec. 130.1. Certification of Maximum Medical Improvement and Evaluation of Permanent Impairment
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The narrative report must include:

• the date of the certifying examination;

• the date of MMI;

• findings of the certifying examination; and

• the history of the medical condition that outlines 

the course of the injury and correlates the injury 

to the medical treatment; (continued)

28 TAC Sec. 130.1. Certification of Maximum Medical Improvement and Evaluation of Permanent Impairment

DWC Form-069, Report of Medical Evaluation
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The narrative report must include (continued):

• current clinical status;

• diagnosis and clinical findings of permanent 

impairment;

• the edition of the AMA Guides used in assigning 

the impairment rating (if the injured employee 

has permanent impairment).

28 TAC Sec. 130.1. Certification of Maximum Medical Improvement and Evaluation of Permanent Impairment

DWC Form-069, Report of Medical Evaluation

Designated doctor narrative report and form requirements
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DWC69 Narrative Report Deficiencies

Common documentation errors:

• Missing current clinical status. 28 TAC Sec. 130.1(d)(1)(B)(v).

• Missing the diagnosis and clinical findings of permanent impairment. 28 TAC 

Sec. 130.1(d)(1)(B)(vi).

• Missing findings from the certifying examination, including both normal and 

abnormal findings related to the compensable injury and an explanation of 

the analysis performed to find whether MMI was reached. 28 TAC Sec. 

130.1(d)(1)(B)(iii).

• Missing a description and explanation of specific clinical findings related to 

each impairment, including 0% impairment ratings and how the findings 

relate to and compare with the criteria described in the applicable chapter of 

the AMA guides. 28 TAC Sec. 130.1(c)(3)(D)(i) and 130.1(d)(1)(B)(vi).

• Missing an explanation of the doctor's inability to obtain required 

measurements for an impairment rating. 28 TAC Sec. 130.1(c)(3)(D)(ii).
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Treatment Guidelines 
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Documenting Medical Necessity and 

Appropriateness of Health Care 

Non-Network Treatment Guidelines

Official Disability Guidelines – 

Treatment in Workers' Comp (ODG)

© 2025 ODG by MCG
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53
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Documenting Medical Necessity and 

Appropriateness of Health Care 

Health care practitioner treatment decisions:

• ODG or network treatment guidelines; and

• Other evidence-based literature.
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ODG Support Specific Treatments

• ODG - guidelines, not inflexible proscriptions.

• Patient’s unique clinical circumstances.

• May require medical care outside of the ODG.

• More extensive and detailed documentation 

required.
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Documentation Requirements for Exceptions

• Identify if the request is for a treatment not addressed in the 

guidelines or one that is "not recommended.“

• If not addressed in the guidelines, determine if it involves a 

rare condition, unusual presentation, or ongoing chronic care.

• For "not recommended" treatments, document specific 

circumstances and explain how the treatment is expected to 

lead to meaningful and lasting improvement.
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Documentation Requirements for Exceptions

Also include the: 

• Relevant patient comorbidities. 

• Objective assessment of functional improvement for treatments 

already completed. 

• Measurable goals and progress markers (for example, return to work) 

expected from further treatment.

• Projected reductions of treatment length, intensity, and complexity 

for ongoing care of chronic conditions. 

• Literature evidence supporting the requested exception. 
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Documenting Disability Duration 
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Documenting Disability Duration 
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Documentation Supporting 

Billed Charges
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• Shall means the activity must be 
performed and cannot be ignored. 

• Should means the activity must be 
performed unless a reason, using 
sound medical judgment, to deviate 
from the activity is documented by the 
health care practitioner. 

Shall vs. Should
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22 TAC applies to any licensed physician by 

the Texas Medical Board. It states that each 

physician shall maintain a medical record for 

every patient that is:

•  Complete;

•  Contemporaneous (timely); and

•  Legible.

Medical Documentation Requirements 

for Texas Licensed Physicians

22 TAC, Subchapter A, Sec. 163.1. Medical Records
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Key components of documentation must include:

• Reason for the encounter. Include relevant patient history, 

physical examination findings, and any diagnostic test 

results.

• Assessment. Provide a clinical impression, assessment, or 

diagnosis.

• Care plan. Outline the plan for care, including a discharge 

plan if applicable.

• Late entries. Include date, time and identity of person who 

made the entry.

Components of Medical Documentation

Assess

Diagnose

Care

Reason

History

Date

22 TAC, Subchapter A, Sec.163.1. Medical Records
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Components of Medical Documentation

• Summary. Document any communications.

• Record Requests. Sufficiently document requests for 

from other providers and any records reviewed.

• Amendments or Corrections. Leaving original text 

identify date and author.

Key components of documentation (continued):

Testing

Result

Risk

22 TAC, Subchapter A, Sec.163.1. Medical Records
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Documenting Mechanism of Injury

The mechanism of injury refers to how and why an injury 

occurred during the course of employment.

Documentation should include:

• Specific actions or events leading to the injury.

• Time, place, and circumstances of occurrence.

• Employee's description of the incident and any supporting 
evidence.

Labor Code Sec. 409.001. Notice of Injury to Employer

Labor Code 409.005. Report of Injury; Modified Program Notice; Administrative Violation
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Monitoring the Delivery of 

Medical Benefits and Quality 

of Health Care 
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Office of the Medical Advisor

The medical advisor:

• Assists with carrying out provisions of the Labor Code related to 
health care for injured employees. 

• Ensures that quality health care is provided in the workers’ 
compensation system. 

• Recommends sanctions when indicated. 

• Reviews complaints on quality of care.

• Serves as chair of the Medical Quality Review Panel (MQRP). 

• Oversees the Medical Quality Review Process. 

Labor Code Sec. 413.0511. Medical Advisor
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Office of the Medical Advisor

The MQRP reviews the actions of: 

• Doctors and other health care providers; 

• Insurance carriers; 

• Utilization review agents; and 

• Independent review organizations.
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Medical Quality Review 

Medical quality review ensures that health care is:

• Reasonable and medically necessary; 

• Timely;

• Cost-effective; and 

• Facilitates functional recovery and appropriate 
return-to-work outcomes. 
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Medical Quality Review 

Medical case review is initiated from: 

• A complaint; 

• A plan-based audit; or 

• Monitoring that resulted from a consent 
order.

plan based audit
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Evaluate the quality of designated doctor 

reports, and the necessity of additional 

testing or referrals ordered by designated 

doctors.
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28 TAC Sec 133.210. Medical Documentation 

ODG Appendix D

Licensing boards:

22 TAC, Subchapter A, Sec. 163.1. Medical Records

(physicians and physician’s assistants)

22 TAC Sec. 76.1. Required Contents of Patient Records 
(chiropractic examiners)

Medical Documentation Standards Resources
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U.S. Centers for Medicare & Medicaid Services www.cms.gov

DME MAC Jurisdiction C www.cgsmedicare.com

The American Medical Association (AMA) www.ama-assn.org

American Academy of Professional Coders (AAPC) 
www.aapc.com

National Committee for Quality Assurance (NCQA) 
www.ncqa.org

Individual Professional Medical Associations (example, 
American Academy of Orthopedic Surgeons AAOS)

Medical Documentation Standards Resources
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Monitoring the delivery of medical benefits and 

quality of health care.

Documentation supporting billed charges.

Treatment guidelines.

Documentation related to a workers’ compensation 

claim for benefits.

General standards for medical documentation.

Goals and legislative intent of the Texas workers’ 

compensation system.

Recap
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CompConnection:

800-252-7031 option 3

compconnection@tdi.texas.gov

Contact Us


