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Instruction Sheet for Part A of TDI Workers’ Compensation 
Network Information Request
The following data elements should be collected on each workers’ compensation patient who was treated within a Texas Department of Insurance-certified workers’ compensation network, or with approved out-of-network services. In addition, this request includes self-insured governmental entities that contract directly with health care providers or health benefit pools as described in Labor Code Section 504.053(b)(2). Please submit the requested data on all such injured employees who have injury dates from June 1, 2014 through May 31, 2015. This list must also include any claims transferred into your network from another, and claims transferred out of your network to another in calendar year 2015, regardless of injury dates. 

Please utilize the attached Excel spreadsheet and submit the information December 11, 2015 to WCResearch@tdi.texas.gov
Important: TDI will no longer accept submissions that do not follow the format guidelines and instructions provided on the following pages and in the spreadsheet. They will be considered incomplete and late if not corrected and resubmitted by December 11, 2015.

Security:  To protect the sensitive information that is contained on the attached spreadsheet, you may require that a password be entered in order to open up the Excel spreadsheet by following these instructions:  

1) Click “File” and “Save As” in Excel;

2) In the upper right hand portion of the toolbar at the top, click “Tools” and then “General Options”;

3) Type in a password in the box marked “Password to Open” and then click “Ok”;

4) A “confirm password” box will pop up; retype your password and then click “Ok”;

5) Click “save” to save your file to the directory of your choice.
6) You may then attach your saved file to an e-mail to WCResearch@tdi.texas.gov and then call Botao Shi at 512-322-5006 to verbally tell us your password.

***
Please note that we will not be able to open up your Excel spreadsheet without the password using these instructions so please call us with the password as soon as you send the information.  Do not include the password in the e-mail with the spreadsheet attached. If you would like to encrypt this information using a method other than described above, please call us before you send the encrypted file to ensure that our system can accommodate it.  You may also hand-deliver the dataset on CD or thumb drive if that is your preference.  Our physical location is:  Texas Department of Insurance, 333 Guadalupe, Tower 1, 5th Floor, Austin, Texas 78703.
***
Definition of Data Elements
A. Name of Certified Network:  The name of the workers’ compensation health care network on file with the Texas Department of Insurance
B. TDI Network Certification Number:  The certification number assigned to your network by the Texas Department of Insurance
C. Network Patient SSN:  The Social Security Number of each injured employee treated by the network with injury dates from June 1, 2014 through May 31, 2015. The list must also include any claims transferred into your network from another, and claims transferred out of your network to another in calendar year 2015 regardless of injury dates. Please include leading zeroes and exclude dashes. If no social security number has been assigned, insert the numerical digits "999" followed by the claimant's birth date or if unknown, the claimant's date of injury, listed by the month, day, and year (MMDDYY); use of "999" shall not be used in place of a valid social security number in order to meet timeliness of reporting requirements.(Texas Administrative Code §102.8(a)(1)
D. Network Patient Last Name:  The last name of the injured employees treated by your network.

E. Network Patient First Name:  The first name of the injured employees treated by your network.
F. Network Patient Street Address (primary):  The injured employee’s primary residential street address.  

G. Network Patient Street Address (secondary if available):  The injured employee’s secondary residential street address.  
H. Network Patient City of Residence (primary): The injured employee’s primary city of residence.  

I. Network Patient City of Residence (secondary if available): The injured employee’s secondary city of residence.  

J. Network Patient State of Residence (primary): The injured employee’s state of residence.
K. Network Patient Zip Code (primary): The injured employee’s primary residential zip code
L. Network Patient Zip Code (secondary if available): The injured employee’s secondary residential zip code.

M. Network Patient Phone Number (primary):  The injured employee’s home or main contact phone number.  Please use (area code) XXX-XXXX format.
N. Network Patient Phone Number (secondary if available):  The injured employee’s secondary phone number. Please use (area code) XXX-XXXX format.
O. Network Patient Date of Injury: Date in which worker was injured or onset of illness occurred.  Please use MM/DD/YYYY format. 
P. Date Patient Was First Treated in Network: Date on which injured worker was first provided medical care for the injury by your network including approved out-of-network services.  Please use MM/DD/YYYY format.
Q. FEIN (Federal Employer Identification Number):  The FEIN of the insurance carrier, certified self-insured employer, group self-insured, or self-insured governmental entity who is administering the injured employee’s workers’ compensation claim.  Please exclude all dashes from this number.
R. Insurance Carrier Claim Number:  The claim number assigned by the insurance carrier, certified self-insured employer, group self-insured, or self-insured governmental entity who is administering the injured employee’s workers’ compensation claim.  Please exclude all dashes from this number.
S. Effective Date of Insurance Carrier’s Contract with Certified Network:  this is the effective date of the insurance carrier’s contract with the certified network.  Please use MM/DD/YYYY format.
T. Date Employer Agreed to Participate in Network:  Date, if any, that the network endorsement was added to the employer’s workers’ compensation insurance policy for the policy period in which the injury occurred. This is the actual issue or agreement date (the date the insurance carrier issued the certified network endorsement or the date the employer agreed to participate in the certified network) that the network endorsement was added to the employer’s policy with the insurance carrier.  This is not necessarily the same date as the endorsement effective date. See the Special Instructions, Figure, and Table on the following pages for detailed instructions to provide the correct date.
Please use MM/DD/YYYY format and follow the Special Instructions below.
For more information about the network policy endorsement, see Rule VI (K) of the Texas Workers’ Compensation and Employers’ Liability Manual rules which can be found on TDI’s website at: http://www.texas.gov/wc/regulation/index.html.

Special Instructions for Date Employer Agreed to Participate in Network:
1. If the employer agreed to participate in the certified network, enter the actual issue or agreement date (the date the insurance carrier issued the certified network endorsement or the date the employer agreed to participate in the certified network) that the endorsement was added to the policy, regardless whether the injury was transferred into the network before or after the employer agreed to participate. Please note that this is not the endorsement effective date.

2. If the employer has not agreed to participate (i.e., no network issue/agreement/endorsement) to participate in the certified network but the injury was treated in the certified network, please leave this data field blank.

3. If the employer is certified self-insured or group self-insured and established the certified network, enter the network certification date.
4. If the employer is certified self-insured or group self-insured but did not establish the certified network, enter the effective date of the contract between the self-insured employer/group self-insured and the certified network.

Figure:  How to determine the 

Date the Employer Agreed to Participate in the Network
Was the claim treated in your network, or did your network approve out-of-network services after the network’s inception date?
                                                           YES                NO                       Exclude from Data Call

Is the employer a certified self-insured employer, group self-insured, or a self-insured governmental entity?

                          YES



                                  NO

     Did the employer establish the network?                       Has the employer agreed to participate in a certified network?
        YES                                           NO                                           YES                            NO

 
Table:  How to Determine the
Date the Employer Agreed to Participate in the Network
            If                                  And                                  Then
	Injury was treated in the network or received approved out-of-network services
	Type of Network Agreement/Endorsement
	Date for Column T: Date Employer Agreed to Participate in Network

	After the network’s inception date

	The employer is a certified self-insured employer or group self-insured and established the certified network.
	Enter the network certification date.
(see Special Instructions #3)

	
	The employer is a certified self-insured employer or group self-insured but did not establish the certified network.
	Enter the effective date of the contract between the self-insured employer/group self-insured and the certified network.
(see Special Instructions #4)

	
	The employer is a self-insured governmental entity that contracts directly with health care providers or contracts through a health benefits pool.
	Enter the health plan’s effective date.

(see Special Instructions #5)

	
	The employer has agreed to participate, regardless whether the injury was transferred into the network before or after the employer agreed to participate. 


	Enter the actual issue or agreement date that the endorsement was added to policy, which is the date the insurance carrier issued the network endorsement or the date the employer agreed to participate with the network.  
(see Special Instructions # 1)

	
	The employer has not agreed (i.e., there is no network endorsement on the employer’s policy) to participate in the certified network, but the injury was transferred into the certified network.
	Leave date field blank.
(see Special Instructions #2)


Enter the Network Certification Date


(see Special Instructions #3)








If certified self-insured employer or group self-insured, enter the Effective Date of the Contract with the Certified Network


(see Special Instructions #4)

















Enter the actual issue or agreement date that the Network   Endorsement was added to the employer’s policy


(see Special Instructions # 1)





Leave Date Field (Column T) Blank


(see Special Instructions #2)








If self-insured governmental entity, enter the Health Plan’s Effective Date. (see Special Instructions #5)











