01/06/97

97-04

FORM TWCC-6

Certain governmental employees (state, UT, A&M) receive benefit replacement pay during the 13 weeks immediately preceding their date of injury.  Where should these payments be reflected on the TWCC-3, under gross wages or under fringe benefits?

04/04/97

Pursuant to Vernon's Texas Statutes and Codes Annotated Government Code; Section 606.063, these payments are not considered compensation to the employee under any state law and should not be included in the calculation of AWW. 

02/03/97

97-09

DESIGNATED DOCTOR / MEDICAL FEE GUIDELINE

A deaf patient was scheduled by TWCC for a designated Doctor appointment, along with an signing interpreter.  The patient showed up for the appointment, the interpreter did not.  As the presence of both the interpreter and the patient are required for this examination, and as the examination was scheduled by TWCC, can the designated doctor bill for a broken appointment?

02/07/97

Yes.  If the designated doctor appointment was made by either the Commission or the carrier, the Medicine Ground Rules VII(p.2) and XXII E.(3), (p.16) of the 1996 Medical Fee Guideline allow the designated doctor to bill for a broken appointment.

02/03/97

97-10

TWCC-28 / ADVISORY 94-08

The injured employee was certified at MMI with a zero percent impairment rating.  The insurance carrier sent out the TWCC-28 consistent with Advisory 94-08 notifying the injured employee about the rating and that no IIBs would be paid.  The injured employee disputed MMI and was sent to a designated doctor who determined that he had reached MMI with a 5% impairment rating.  The carrier is initiating IIBs based on the designated doctor's report.  Do they have to send out another TWCC-28 under Advisory 94-08?

02/07/97

No.  The purpose of the Advisory and the TWCC-28 is to inform the injured employee of the initial certification and their right to dispute the rating within 90 days.  The carrier does not need to send out a second TWCC-28.

02/03/97

97-11

TWCC-28

Does the insurance carrier have to send out a TWCC-28 after receipt of a designated doctor's report?  The language on the form does not fit with presumptive weight given to a designated doctor's report.

02/07/97

No.  The carrier does not need to send out a TWCC-28 based on the report of a designated doctor unless the designated doctor assigned the first impairment rating.

02/03/97

97-12

Medical Fee Guideline / Reimbursements

How are reimbursements established for spinal surgery pre-operative work ups for patients with pre-existing medical conditions that will affect the surgical procedure in either an inpatient or outpatient setting?

02/07/97

1.
If the patient is admitted to the hospital (second opinion concurrence, therefore preauthorization is not required), reimbursement for testing is included in the surgical per diem; services of ancillary provider are reimbursed separately.

2.
If testing is performed in an outpatient setting prior to admission, reimbursement is fair and reasonable; testing performed outside the hospital setting is reimbursed according to the MAR in the Medical Fee Guideline.

02/10/97

97-13

Rule 128.2(b)(4) / Advisory 96-16

Is an employer required to provide the amounts of all fringe benefits provided to the injured employee on the wage statement, regardless of whether or not they will be continued?

02/14/97

Yes.  Advisory 96-16 and Rule 128.2(b)(4) require the listing of all wages, including fringe benefits.  The employer must also indicate whether these fringe benefits are continued.

02/10/97

97-14

TWCC-3

If the employer fails to provide the amount of the fringe benefits that are continued to be paid after the injury, does this invalidate the TWCC-3 which then cannot be used by the insurance carrier to calculate the average weekly wage?

02/14/97

If the TWCC-3 contains the correct information to allow the insurance carrier to pay the proper amount of income benefits due the injured employee, they may use the information on the incomplete TWCC-3.  However, the employer may be subject to an administrative penalty for not submitting a complete wage statement.  Further, if it is determined that the information was incomplete and the carrier incorrectly calculated the average weekly wage, the carrier could also be subject to an administrative penalty for not paying the proper amount of income benefits.

02/10/97

97-15

Rule 128.1 / Fringe Benefits

When an employer provides the amount of all fringe benefits, is the insurance carrier required to include all fringe benefits in the average weekly wage calculation regardless of whether or not they are continued after the date of injury?

02/14/97

It depends on the type of fringe benefit that is continued.  Rule 128.1 states that the market value of any non-pecuniary advantage that the employer continues after the date of injury is not included in the average weekly wage.  However, health care premiums paid by the employer must be included in the average weekly wage.  If the health care premiums are continued, they are considered earnings which would reduce the compensation rate for temporary income benefits and supplemental income benefits.

02/24/97

97-16

Section 408.004 / RME

The injured employee received a Commission order to attend a Required Medical Examination (RME) with a carrier selected doctor and a letter from the carrier about the date and time of the appointment.  The injured employee arrived and presented herself for the RME, but the RME doctor cancelled the appointment and set up a new appointment because he did not have the X-Rays.


1.
Has the injured employee met the requirements of Section 408.004 by presenting herself for the RME, thereby requiring the carrier to wait another 180 days until they can have another RME?


2.
Is there any violation against the insurance carrier or the RME doctor for cancelling the appointment?

02/28/97

1.
No.  The carrier is entitled to have the injured employee submit themselves for an examination.  Since no examination occurred, the RME doctor can reschedule the appointment after the medical records or films are received.

2.
No.  There is no specific administrative violation on the carrier or the RME doctor cancelling or rescheduling an RME appointment.

02/24/97

97-17

Designated Doctors / Rule 126.10

The parties disputed the certification of maximum medical improvement and impairment rating by the treating doctor.  The Field Office Staff use a rotation system to select the designated doctor consistent with established procedures.  The next doctor on the list is a doctor who is in the same facility as the treating doctor.  Should this doctor be selected as the designated doctor or should the Field Office Staff skip this doctor and select the next doctor on the list?

02/28/97

It depends on the availability of doctors in the area and the nature of the facility which is similar between one doctor and another.  A disqualifying association means any association which may reasonably be perceived as having potential to influence the conduct or decision of a designated doctor.  Under Rule 126.10(b)(5), it is the designated doctor's responsibility to inform us of any disqualifying association.

If the treating doctor and the designated doctor are part of the same practice and are in the same suite, a different designated doctor should be used.  If the doctors are part of a large facility (for example Scott and White Medical Center) then it will be the designated doctor's responsibility to inform us if there is some disqualifying association and we should not automatically skip that particular doctor.

02/24/97

97-18

Section 408.147 / AP 962504

The insurance carrier disputes the commission's initial determination of entitlement to supplemental income benefits.  At a benefit review conference, the parties sign an agreement that the claimant is entitled to supplemental income benefits.  Is the carrier liable to pay the claimant's attorney's fees based on the agreement that was reached at the BRC per Section 408.147(c)?

02/28/97

Yes.  The carrier's liability for attorney's fees is dependent upon whether or not the claimant prevails on a disputed issue.  In this scenario the claimant prevailed at the benefit review conference therefore, the carrier must pay the attorney fees based on the agreement reached at the BRC.  (AP 962504)

03/03/97

97-19

Governmental Contracts and Sole Proprietors (TLC 406.096 and 406.097

Section 406.096 requires contractors for a building or construction contract with a governmental entity to provide workers' compensation insurance coverage for each employee employed on the public project.  A sole proprietor with no employee's has submitted a bid on a minor construction project with a governmental entity (a school district) and plans to perform all the work himself.  Is the sole proprietor with no employees required to have workers' compensation insurance coverage for his business to work on this project?

04/04/97

No.  The Commission has interpreted Section 406.097 to exempt sole proprietors with no employees from the requirements of Section 406.096.  However, a sole proprietor with employees must have coverage on the employees and the sole proprietor may be excluded from it. [see also Rule 110.110(I) and QRL 96-15]

4/10/97

97-34

Advisory 96-05 and Advances

Advisory 96-05 instructed insurance carriers to not file a TWCC-21 when they are paying statutory approved liens, like the payment of attorney fees.  Do insurance carriers need to file a TWCC-21 when they reduce income benefits for the payment of an advance?

4/18/97

Yes.  Insurance carriers must file a TWCC 21 when they reduce the weekly benefit rate to recoup an advance.  Rule 126.4 specifies that these are reductions of the income benefit and Rule 124.4 states that a reduction in the income benefits must be reported by a TWCC-21 or an electronic transaction (EDI)

4/10/97

97-35

Average Weekly Wage, non-pecuniary fringe benefits, and Advisory 96-16

After an injured worker loses time from work due to an injury, the employer continues to provide some non-pecuniary fringe benefits as defined in Rule 128.1(b)(2) and Advisory 96-16.  Both Section 408.045 and Rule 128.1(c)(2) state that the value of any non-pecuniary advantage that the employer continues to pay after the date of injury is not included in the calculation of the average weekly wage.


1.
Is the employer required to report these continued non-pecuniary benefits on the TWCC-3 while they are being continued?


2.
May the carrier exclude the amount of these benefits in the calculation of the average weekly wage?

4/18/97

1.
Yes.  Per Advisory 96-16, the employer must report the value of these non- pecuniary benefits on the TWCC-3 and indicate that the employer is continuing to provide these benefits.


2.
Yes.  According to the Act and Rules, these benefits may not be included in the calculation of the average weekly wage while they are being continued.  Therefore, the insurance carrier should not include the value of these benefits in the average weekly wage.

4/10/97

97-36

Section 408.128(a) states an employee may commute the remainder of impairment income benefits if the employee has returned to work for at least three months earning at 80% of the employee's average weekly wage.  Can the three months of work occur prior to MMI?

4/18/97

The three months of work can begin prior to the date of MMI.  However, at the time the employee wants to commute impairment income benefits, the employee must currently be working and have been working for three consecutive months earning at least 80% of his/her preinjury average weekly wage.

4/24/97

97-37

Rule 152 Attorney's Fee

Currently, when attorney's bill for services on a dispute of entitlement to SIBs all of their services must be for actions related to that dispute, including the attendance at the proceeding.  Can the attorney bill for initial services (i.e., initial interview and setting up the file) under that same fee application?  If the claimant prevails on the dispute, would the carrier be liable for paying for the initial interview and setting up the file?

5/2/97

The insurance carrier is only required to pay expenses associated with the SIB issue(s).  If the attorney was hired solely to represent the claimant in SIBs disputes, the carrier would be liable to pay for the initial services and setting up the file.  If the attorney represents the claimant on issues other than SIBs, however, the carrier is not liable for the initial services.

4/24/97

97-38

Rule 130.6 Designated Doctor

Medical Review recently suspended several designated doctors from the designated doctor list because their training had expired.  TWCC had examinations scheduled with these doctors which will be performed after the date of suspension.  Should we allow the scheduled appointments to be performed or should we cancel the appointments and reschedule with another doctor that is on the list?

5/2/97

Any existing scheduled examinations that would be performed after the date of suspension are to be cancelled and rescheduled with another doctor.  No additional examinations should be scheduled with a doctor suspended or removed from the designated doctor list until the doctor has been reinstated to the list.

4/24/97

97-39

Invalid TWCC-69's and Rule 130.6(q)

Rule 130.6(q) requires insurance carriers to pay income benefits based on the designated doctor's report.  However, there are some reports that contain errors that make the reports invalid.  What are the situations in which a carrier is not required to pay in accordance with a designated doctor's invalid report?

3/21/96

4/4/97

97-40

The Commission assigned a designated doctor to determine the MMI and IR.  The designated doctor's IR includes impairment for parts of the body which the carrier has not disputed prior to receipt of the designated doctor's report.

1.
Does the carrier continue to pay IIBs until the IR has been clarified by the designated doctor?

2.
Can the carrier suspend IIBs based on the IR of the accepted compensable body parts?

3.
If the carrier suspends IIBs, are they in violation?

5/2/97

1.
Yes. The carrier should pay on the accepted body parts and promptly request clarification or a BRC to further discuss resolution of the issue(s).

2.
No.

3.
Yes

3/21/96

4/4/97

97-41

The Commission assigned a designated doctor to determine the MMI and IR.  The designated doctor's IR includes impairment for parts of the body which the carrier has previously disputed and has been addressed at a proceeding.

1.
Does the carrier continue to pay IIBs until the IR has been clarified by the designated doctor?

2.
Can the carrier suspend IIBs based on the IR of the accepted compensable body parts?

3.
If carrier suspends IIBs, are they in violation?

5/2/97

1.
Yes.  The carrier must pay in accordance with any binding decision or order issued at the prior proceedings.  If there is no binding order, the carrier should pay on the accepted body parts and promptly request clarification or a BRC to further discuss resolution on the issues(s).

2.
No.  If there is a prior binding order that found that the body part is not related, the carrier could suspend.

3.
Yes.  (unless there is a binding order as addressed above and the carrier took the action as directed in the binding order).

4/4/97

97-42

The Commission assigned a designated doctor to determine the MMI and IR.  The designated doctor's IR includes impairment for parts of the body which the carrier has previously disputed and has never been addressed at a proceeding.

1.
Does the carrier continue to pay IIBs until the IR has been clarified by the designated doctor?

2.
Can the carrier suspend IIBs based on the IR of the accepted compensable body parts?

3.
If the carrier suspends IIBs, are they in violation?

5/2/97


1.
Yes.  Without any previous proceeding, the carrier should pay on the accepted body parts and promptly request clarification or a BRC to further discuss resolution of the issue(s).


2.
No.  The carrier should not suspend until they are in receipt of a binding order or the full amount of IIBs have been paid.


3.
Yes.

4/4/97

97-43

The Commission assigned a designated doctor to determine the MMI and IR.  The designated doctor's IR includes impairment for a part of the body that the Commission has previously determined is not part of the compensable injury.

1.
Does the carrier continue to pay IIBs until the IR has been clarified by the designated doctor?

2.
Can the carrier suspend IIBs based on the IR of the accepted compensable body parts?

3.
If the carrier suspends IIBs, are they in violation?

5/2/97

1.
No.


2.
Yes.  The carrier would pay IIBs for the body parts related to the compensable injury, the unrelated body part(s) is excluded.


3.
No.

5/2/97

Other than the situations listed in QRL's, 97-40, 97-41, 97-42, and 97-43, an insurance carrier must pay in accordance with the designated doctor's report.  If the carrier determines a designated doctors report is invalid it must dispute the report and receive a commission order to not pay accordance with the report.

5/7/97

97-44

Employee returns to work on light duty at less pay.  The employee is receiving partial TIBs of $100 per week based upon the difference between AWW and post injury earnings.  A flood closes the employer for a week and as a result the injured employee earns nothing that week.  How should TIBs be paid.

5/9/97

TIBs should be paid at the full rate for that week.

5/7/97

97-45

Employee had an AWW of $500 per week prior to an injury.  The employer makes a bonafide offer of employment at light duty for $350 per week.  The employee rejects that offer but accepts another job for the employer at $250 per week.  What rate should TIBs be paid at?  $105 or $175 per week?

5/9/97

TIBs should be paid at $105 per week.  If the employer made a bonafide offer of employment at a higher wage, the employee can not reject that offer and expect to receive TIBs greater than the differential between the light duty offer and the AWW.

5/7/97

97-46

An employee who is paid piecemeal (per item made, per mile driven, etc.) is injured and returns to work after 10 days working the same number of hours but at reduced productivity, are TIBs due?

5/9/97

Yes.  Once benefits accrue, they must be paid based upon the difference between AWW and the post injury earnings if the difference is caused by disability.  Employees paid piecemeal are no exception.

5/7/97

97-47

An employee who is paid piecemeal (per item made, per mile driven, etc.) is injured.  How do you calculate AWW?

5/9/97

AWW is calculated the same way for employees paid piecemeal as those paid hourly or on salary.  The AWW is based on the wages paid to the employee for the 13 weeks prior to the injury.

5/15/97

97-48

Travel and Change of Treating Doctor

The injured employee has the right to select their first choice of treating doctor.  Neither the Act nor the Rules provide an avenue for the insurance carrier to dispute the initial choice.  If the injured worker selects a doctor who is at a distant location for their first choice of doctor, can the carrier dispute the travel reimbursement.

5/23/97

Yes.  The insurance carrier can dispute the travel reimbursement in these situations.  Rule 134.6 ties travel reimbursement to whether or not it is reasonably necessary to travel to obtain treatment.  There is nothing in the rule that ties travel reimbursement to the selection of a treating doctor process.

5/15/97

97-49

Travel and agreements

After the Commission has received a dispute on travel reimbursement, the injured worker agrees the travel is not reasonable and necessary.  Can the parties sign an agreement to this effect?

5/23/97

Yes.  There is nothing that would prohibit the parties from agreeing that travel is not reasonably necessary.  Since whether or not the travel is reasonably necessary is a factual determination, the parties can agree to this fact question.

5/15/97

97-50

Travel and disputes of selection of alternate treating doctor

A new procedure provides an administrative review on disputes regarding the selection of alternate treating doctors.  The finding of good cause for a proceeding to be scheduled is defined in this procedure.  If an insurance carrier disputes the selection of an alternate treating doctor which was approved by the Commission, and the reviewing authority finds no good cause for a proceeding on the selection of alternate treating doctor dispute; can the insurance carrier still dispute whether the travel is reasonably necessary?

5/23/97

Yes.  The administrative review relates only the to selection of an alternate treating doctor and does not address the travel reimbursement issue under Rule 134.6.

5/15/97

97-51

An employee is a school teacher on a 9-month contract but paid over a 12-month period.  Is the AWW based on the amount paid to the injured worker over the last 13 weeks or the amount earned over the last 13 weeks?

5/23/97

Average weekly wage is based on 13 weeks paid prior to injury.

5/15/97

97-52

What happens to TIBs when a school district employee who is on a 9-month salary and paid on a 9-month basis has an injury that starts during the school year but continues into the summer?  Since the teacher would not have received any wages for his/her school teacher job over the summer anyway does he/she still get TIBS?

5/23/97

Payment of benefits will depend on the existence of disability and whether or not the employee was a seasonal worker.  This should be reviewed on a case by case basis.

5/15/97

97-53

What happens to TIBs when a school teacher who is on a 9-month salary and paid on a 12-month basis has an injury that starts during the school year but continues into the summer?

5/23/97

Review on case by case basis.  Payment of benefits will depend on the existence of disability.  Per appeals panel decision 92-688 monies paid during the three months off during summer are not wages and do not affect the compensation rate due the employee.

6/05/97

97-63

E/EFS Procedure 5-4 and Appeal 970568

A party to a claim has called us and stated that the Appeals Panel (AP 970568) said that E/EFS Procedure 5-4 on the Selection of an Alternate Treating Doctor is incorrect and it is now improper for the Commission to follow this procedure.  Should we still follow the procedure?

6/12/97

Yes.  The request to change treating doctors that was in dispute and was subject to the review by the Appeals Panel was approved BEFORE this procedure was implemented.  The Appeals Panel Decision does not change the policy or the procedures of the Commission.  E/EFS Procedure 5-4 is based on the specific language contained in Section 408.022 and represents the policy of the agency on any of these actions after October 1, 1996.

6/09/97

97-64

An injured employee’s treating doctor determined the employee was at MMI but had to refer the employee out for the impairment rating.  The employee repeatedly missed the appointments for the impairment rating measurements.  The commission subsequently approved a change of treating doctor.  The original treating doctor, based on medical records, assigned an impairment rating, completed a TWCC-69 and mailed it to all parties and the Commission.  May the insurance carrier convert benefits from TIBs to IIBs based on this certification of MMI and IR?

6/20/97

It depends on the data the TWCC-69 is signed by the doctor.  If it is signed before the Commission approved the TWCC-53, the carrier can convert.  If it is signed after the TWCC-53 was approved, then the doctor is a non-treating doctor and the carrier may not convert (see Advisory 92-05B).

6/05/97

97-65

Coverage and Change of Treating Doctor

An injured worker has submitted a TWCC-53 to select an alternate treating doctor.  The system does not show that the employer has coverage.  Other than question of workers' compensation insurance coverage, the request would be approved.  How should we process the TWCC-53?

6/20/97

Unless there is confirmation of coverage or a binding decision on the coverage issue, the TWCC-53 should be denied on the basis that there is no information to show coverage.  If the employer is a non-subscriber, we do not have jurisdiction over a change of treating doctors and should not approve one until we have confirmed coverage.  If the Commission has received some correspondence from an insurance carrier that appears to show coverage (eg, a TWCC-21 showing payment of income benefits), the field office may contact the carrier to confirm the coverage.  If this contact confirms that coverage exists, then the request can be approved.

6/05/97

97-66

Impairment Ratings and Timely Payment

The insurance carrier has received a TWCC-69 from a doctor other than the treating doctor (like an RME doctor).  This is the first certification of maximum medical improvement and assignment of an impairment rating in the claim.  90 days elapse and this first impairment rating becomes final under Rule 130.5(e).  The carrier has continued to pay TIBs pursuant to the Commission's previous guidance.  When would the carrier be required to pay the impairment income benefits based on the IR that has become final?

6/20/97

If the impairment rating has become final, the insurance carrier must pay the appropriate impairment income benefits based on that rating within five days after the date it became final. (See QRL 97-31 for further instruction on payment questions).

6/05/97

97-67

Infectious Disease and Liability for Preventative Treatment

An injured employee for a hospital receives a needle-stick from a known HIV positive patient.  The employer initiates preventative treatment (AZT, etc...) immediately after this potential exposure.  Would the insurance carrier be liable for the payment of this preventative treatment when there is no positive seroconversion for HIV?  What if the injured worker later has a positive seroconversion for HIV?

6/20/97

The insurance carrier is liable only for the reasonable and necessary medical treatment related to a compensable injury.  If reimbursement for these services is denied after the treatment has been rendered, the health care provider may submit a request for medical dispute resolution.

5/1/97

97-68

Contact Dermatitis and Injury

Is reaction to poison ivy/oak classified a specific injury or an occupational disease?

6/25/97

If the injury is compensable, contact dermatitis is generally classified as an occupational disease.  An occupational disease is basically an injury that cannot be traced to a specific date, time, place or event.  If the compensable reaction arose out of a single incident, it may be considered a specific injury as opposed to an occupational disease.

5/1/97

97-69

Reporting/Owners or Executive Officers

In calculations for determining whether an employer is Extra-Hazardous (XE), the number of employees is established as the number reported to Texas Workforce Commission or substantiated by payroll records.  Owners, partners and corporate officers can be excluded from the workers' compensation policy by the employer.

1)  Are injuries experienced by owners, partners, and corporate executive officers included in the XE program calculations?  

2)  Are owners, partners, and corporate executive officers counted in the number of employees used to determine the company's injury rate?

3)  Are covered employers required to report injuries sustained by owners, partners, or corporate executive officers who are excluded from the workers' compensation coverage?

6/25/97

1) Yes, if the injury occurred in the course and scope of employment or while engaged in or about the furtherance of the affairs or business of the employer.

2)  Yes.  Since payroll documents are used to substantiate employment, owners, partners, and corporate officers would be included if they receive regular wages.  Owners solely reliant on profit distribution are exempt.

3) Yes.  Rule 120.2 requires covered employers to report to the carrier each death, occupational disease, and injury that results in more than one day's absence from work for the injured employee.

5/1/97

97-70

FMLA and TWLA

An employer requests its employees sign a form which is a statement of medical leave - related to the Family Medical Leave Act - while off work due to a workers' compensation insurance covered injury.  The form includes a statement that signing it will ensure the worker keeps his/her job.  

What is the relationship between Federal and State law in this area?   What are the consequences of signing or refusing to sign this form?  Is signing a justified way for the employer to guarantee the injured worker's job?  Does this mean the worker will only have a job guarantee for 12 weeks?

6/25/97

The Texas Workers' Compensation Act does not require an employer to hold a job open for an injured employee.  While the employer may have other responsibilities under other state or federal laws, these do not affect an employer's responsibilities under the TWCA.  Employment issues such as those covered under FMLA are not under the jurisdiction of the TWCC.

5/1/97

97-71

Vacation and Disability

An employee has an on-the-job injury on a Friday, one day before going on annual leave to take a trip.  Due to the injury, the employee does not go on the trip but stays home convalescing.  The employer files a TWCC-1 stating the employee lost no work days.  The employee returns to work two weeks following the injury.  The employee did not receive income benefits and was also charged annual leave.

Is this correct?  If not, what can the employee do to resolve the situation?

6/25/97

Whether or not there was disability entitling of the employee to TIBs depends on the facts of the situation.  If the injured worker could not return to work because of the injury, there is disability regardless of the planned vacation.  The insurance carrier will be liable for the payment of the temporary income benefits after the waiting period.  Any questions on the use of annual leave should be addressed between the injured worker and his or her employer.

5/8/97

97-72

Accident Prevention Services

An employer is based outside of Texas and has workers' compensation coverage.  The employer conducts business in Texas from time to time.  Rule 166.4 requires insurance companies writing in Texas to provide accident prevention services each 12 months to policyholders who meet certain premium and loss criteria.

How long can the employer operate in Texas before accident prevention services must be provided by the insurance company?

6/25/97

Appropriate accident prevention services must be provided to all policyholders.  What is appropriate may depend on the types and frequency of activities performed in Texas.  (Section 411.061 & Rule 166.4)

6/19/97

97-73

Certification of MMI by Non-Treating Doctors

If treating doctor finds a claimant to be at MMI but refers the claimant to another doctor for the purpose of doing an impairment rating exam, the treating doctor does not submit a TWCC-69. However, the referral doctor executes and submits a TWCC-69 to the carrier but does not send one to the treating doctor.  Can the carrier suspend TIBs?  What if the treating doctor was not sure if the claimant was at MMI but made the referral to have the other doctor give an opinion on the issue of MMI?  What if the treating doctor had not found the claimant to be at MMI but had just made a referral on a completely unrelated issue and the referral doctor had taken it upon himself/herself to certify the claimant to be at MMI?

6/25/97

The treating doctor must concur with any certification by a non-treating doctor before the carrier may suspend TIBs (the only exceptions are when Rule 130.5(e) and 130.6(q) apply).

6/26/97

97-74

RME Doctor and Designated Doctor

Can a doctor who has served as an RME doctor for a particular insurance carrier also serve as designated doctor on claimants covered by that carrier?

7/7/97

Yes.  However, the doctor may not serve as both a designated doctor and an RME doctor for the same injury.

6/26/97

97-75

Rule 126.10(a)(4) / Designated Doctor / Disqualifying Association

If a designated doctor shares an office or is a partner in an active practice with a group in which a treating doctor who assessed an initial impairment rating practices, does this constitute a disqualifying association?

7/7/97

Yes. Rule 126.1(a)(4) defines disqualifying association as "any association which may reasonably be perceived as having potential to influence the conduct or decision of the designated doctor."

6/26/97

97-76

Rule 126.10(a)(4)(A) / Disqualifying Associations

Can you provide 2-3 specific examples of the most common disqualifying associations?

7/7/97

Rule 126.10 (a)(4)(A) lists examples of disqualifying associations: (designated doctor receives payment not related to the medical services provided; has contracts or incentive agreements for referrals, space, equipment or personnel services; offices in the same building as the treating doctor, shares investment or ownership interest with any party to the claim; or designated doctor is related to any party to the claim.)

6/26/97

97-77

401.011(21) / Health Care Practitioner / Billing

Can a HCP make a profit by billing for a radiology service rendered by another HCP? (e.g. HCP-A refers all WC patients to HCP-B [a radiology center] for MRI, where both the technical and professional components are performed. HCP-A pays HCP-B $400 per patient on a contract basis; HCP-A then bills the carriers $685 for each procedure, resulting in a net of $285 per patient.)

7/7/97

No.  Only a health care provider can bill for services.  401.011(22) defines a health care provider as a health care facility or a health care practitioner.  401.011(21) defines a health care practitioner as a person who is licensed to provide or render and who provides or renders health care or a nonlicensed person who provides or renders health care under the direct supervision of a doctor.  The definition clearly requires a person to provide the health care services to be a health care provider in relation to those services and to bill for them.

7/9/97

97-78

Rule 134.600 / Request for Pre-Authorization

Rule 134.600 states that within 3 working days of receipt of a preauthorization request the carrier must notify the treating doctor of the carrier's decision to grant or deny preauthorization.  Some carriers think that if the request is incomplete, the three day rule does not apply.  Rule 134.600 does not specify what a complete request for preauthorization is or what information should be submitted with the request.

If a carrier receives a preauthorization request and then determines that additional information is needed before preauthorization can be approved or denied, what should a carrier do and when does the carrier's 3 day time frame begin?

7/23/97

The 3 day response time period begins when the preauthorization request for treatments and/or services listed under 134.600(H) is received by the carrier.

The request must include the medical information which, in the opinion of the treating doctor or designated representative (requestor), substantiates the need for the treatment or service recommended and the information adequate to identify the claimant and the requestor.  If the carrier does not have enough information in the request or the claim file to evaluate the request, the carrier should request the additional documentation from the requestor within the 3 day time frame.

However, the carrier must render a decision within three working days from the date of the request to grant or deny the request for preauthorization based on the available information.  If the carrier denies preauthorization due to the lack of documentation by the end of the 3 day time frame, the health care provider should resubmit the request to the carrier with the additional documentation.  This will start a new 3 day time period.

7/10/97

97-79

Section 408.147, Attorney Fees and SIBs

Section 408.147 states that the insurance carrier is liable for the payment of the injured worker's attorney fees if they prevail on any disputed issue.  A question has been raised about situations when the carrier disputes entitlement and several different quarters are considered during the proceeding.  A proceeding is held on entitlement to the third, fourth and fifth quarters.  It is determined that the injured worker is entitled to the fourth quarter, but not the other two.  How are the attorney fees handled?  Can all the fees incurred as part of the disputes on these three quarters be approved to be paid directly by the insurance carrier or should the fees be denied and the attorney instructed to separate the services related to each quarter?

7/23/97

Only the services related to the quarter in which the employee prevailed should be approved to be paid by the insurance carrier. The other quarters in which the employee did not prevail should be denied.  The attorney is responsible for apportioning the fees among the quarters that were in dispute.

7/16/97

97-80

Section 408.147, Attorney Fees, SIBs, and Carrier Liability

Section 408.147(c) provides for payment of claimant attorney's fees by the carrier after a "Commission determination" of entitlement.  Does this mean that the carrier is only liable to pay the attorney fees if they dispute the initial determination of entitlement or file an appeal on a decision and order from a BCCH finding entitlement to supplemental income benefits?

7/23/97

No.  The Appeals Panel has consistently and repeatedly rejected this argument.  If an injured worker seeks SIBs for a particular quarter, and the carrier disputed his entitlement to that quarter and the injured worker prevails at a CCH or with a written agreement, his attorney fees are not deducted from his recovery.  The determining factor on whether or not an insurance carrier is liable to directly pay the claimant attorney fees is the final success or failure of the dispute (see AP 962504 and 970073).

7/16/97

97-81

SIBs and Attorney Fees

If an injured worker does NOT prevail on a dispute over the entitlement to or amount of supplemental income benefits, should the associated attorney fees for his representative be denied or ordered to be recovered from future benefits?

7/23/97

If a claimant does NOT prevail on a dispute of entitlement to supplemental income benefits, then any attorney fees requested that are related to that dispute should be denied because there was no recovery by the injured worker.

7/21/97

97-82

Interdisciplinary / Defined

Work hardening, outpatient medical rehabilitation, and chronic pain management programs are considered interdisciplinary in nature.  In regard to these programs, what is the Commission's definition of the term "interdisciplinary?"

7/28/97

Interdisciplinary involves an interaction of several separate medical treatment practitioners whose combined efforts address the functional, physical, behavioral, and vocational needs of an injured worker.

7/21/97

97-83

Medical Fee Guidelines / Physical Medicine Codes

Should the same interpretation apply to the 1991 and 1996 Medical Fee Guideline (MFG) ground rules for reimbursement for physical medicine codes? 

7/28/97

No. Although both the 1991 and 1996 Medicine ground rules allow a maximum of 4 physical medicine codes to be reimbursed per session, the 1996 ground rules carry the additional limitation of a maximum amount of time that may be reimbursed per session.

7/21/97

97-84

Medical Fee Guidelines / Work Hardening / Billing

In a recent Medical Practice audit, it was determined that a provider was billing for work hardening (WH) services in hourly increments, regardless of actual time spent providing the service. (Ex. start and stop times, indicate 3 hours 10 minutes provided; billed as 4 hours.) 

1)  If an interdisciplinary program of less than full hour time periods is provided, how should the HCP bill?

2)  How should the carrier reimburse a program billed in less than full-hour increments?

7/28/97

Work hardening (WH) is the only interdisciplinary program for which the Medical Fee Guideline (MFG) establishes a  Maximum Allowable Reimbursement (MAR); the other interdisciplinary programs are billed by time (number of hours) with Document of Procedure (DOP) required.  

Two WH codes are specifically established in the MFG with instructions to bill one code "for the first two hours of each session" and the second code "for each additional hour." at the rate of $64 per hour for CARF accredited facilities and $51.20 for non-CARF accredited facilities.  WH should be billed accordingly. 

1.
An interdisciplinary program should be billed according to the actual time the injured worker is participating in the program.  The bill should be prorated to the exact minute.

2.
The carrier should reimburse a program bill prorated to the exact minute.

7/21/97

97-85

Medical Fee Guidelines / Billing

Health care providers (HCPs) are billing for Functional Capacity Evaluations (FCEs) in hourly increments when start and stop times, as required by the MFG (p. 35), indicate that only portions of hours were involved with the service.  

1)
If a FCE of duration less than full hour time periods is provided, how should the HCP bill for the evaluation? 

2)
How should the carrier reimburse FCEs billed for periods less than full hour increments?

7/28/97

The Medical Fee Guideline assigns a specific code to be used in billing FCEs; that states: "Physical performance test or measurement . . . , each 15 minutes;" the Ground Rules further set a specific reimbursement for FCEs at $100 per hour. 

1.
Reimbursement is appropriate for Functional Capacity Evaluations of duration less than full hour time periods, billed and reimbursed proportionately in 15 minute intervals, and any additional minutes counting to the next interval. This must also be within the maximum allowable time parameters as designated in the Medicine Ground Rules.

(3 hours 15 minutes = $325; 2 hours 45 minutes = $275.)

2.
Reimbursement should be to the full 15 minute interval if even one minute into the interval.

7/24/97

97-86

Section 408.062 / Rule 129.2 / Seasonal Employment, AWW, and TIBs Rate

An injured employee is a seasonal worker who does not earn wages during the summer.  The Commission has received the supporting wage information from TWC with the seasonal adjustment of the AWW, the AWW for this period is $0.00.  What rate of TIBs is due and does the minimum TIBs rate apply?

7/28/97

If there is disability due to the compensable injury, the injured worker is entitled to TIBs.  Per section 408.062, the minimum TIBs compensation rate would apply.  The average hourly earnings for this period is under $8.50 per hour and Rule 129.2 requires the minimum rate to be paid.

7/25/97

97-87

Insurance Carrier / Reimbursement of Payment

The insurance carrier denied the claim within the first 7 days and did not initiate any payments.  The injured employee paid for the treatment herself with a credit card.  She was later successful in proving compensability.  She was reimbursed by the carrier for the medical expenses she incurred.  She now wants to paid the interest she incurred on the credit card.  Is she entitled to be reimbursed for the interest paid?

7/28/97

No. The insurance carrier is liable to pay only income benefits and medical benefits in accordance with Medical Fee Guidelines (MFG).  Since interest on a credit card is not a defined benefit, the carrier is not responsible for these charges.

7/29/97

97-88

Rule 133.304 / Notice of Medical Payment Dispute

Rule 133.304 (b), (c) and (h) seem to contradict each other as to when a claimant should receive a copy of the Notice of Medical Payment Dispute, TWCC-62.  When should a claimant receive a copy of the Notice of Medical Payment Dispute, TWCC-62?

8/5/97

Rule 133.304(h) specifies the circumstances under which a claimant receives a copy of the TWCC-62.

7/29/97

97-89

Interest on Accrued Benefits

An injured worker returned to work at full pay in April and the insurance carrier suspends TIBs.  Last week, the insurance carrier received the TWCC-69 from the treating doctor certifying MMI on 5/15/97 with a three percent impairment rating.  The carrier is not disputing this and is going to pay nine weeks of accrued IIBs.  Is the interest due on these benefits?

8/5/97

No. Interest is only due when it is specifically ordered by the Commission in an interlocutory order or a formal decision.

08/04/97

97-90

Rule 134.6 / Travel Expenses Reimbursement

How much time (days) does the carrier have to reimburse the claimant for reasonably necessary travel expenses to obtain appropriate and necessary medical care for the injured worker's compensable injury?

8/5/97

Reimbursement for travel expenses should occur within 45 days which is in the same time frame as a medical bill.

7/30/97

97-91

Physical Therapy / Water Aerobics

Is water aerobics considered physical therapy and/or occupational therapy?  Does Rule 134.600 (h)(10) apply to water aerobics?

8/15/97

No. Rule 134.600 (h) (10) does not apply UNLESS:

• the water aerobics is part of the written treatment plan,

• is supervised by a licensed health care provider, and 

• extends beyond 8 weeks of treatment.

Medical Ground Rules: I.A.3. (p.31); and I.A.9.b. (p.32)

8/6/97

97-92

Filing of TWCC-45 / SIBs

Is a carrier's filing at the TWCC central office of their TWCC-45 contesting continuing entitlement or initial entitlement to SIBs within the 10 day period provided considered to be timely filed, when a TWCC-45 is not filed or received at the TWCC field office managing the claim within the 10 days provided?

8/15/97

Yes. It is considered timely filed.

8/7/97

97-93

TWCC-53/Request to Change Treating Doctor

There is a local clinic with multiples of offices in the area.  The doctors at these clinics rotate periodically through the offices.

An injured employee has requested to change treating doctors because her treating doctor has rotated to an office across town.  The employee indicated that she wants to stay at the clinic closer to home.

What is the best way to process those TWCC-53's?

8/15/97

The rotation of a doctor to another clinic in the same area is not, in and of itself, a reason to change treating doctors.  The employee must select a doctor, not a clinic.

8/18/97

97-94

Request for Benefit Review Conference / TWCC 45

Should a field office process a TWCC-45 without a signature or should they deny request based on no signature?  Would a TWCC-45 be considered timely filed if it has no signature?

8/19/97

When the TWCC-45 is submitted by an unrepresented claimant without a signature, it should be processed. In all other instances, the signature needs to be present in order for the TWCC-45 to be processed.  Rule 141.1 (b) and (c) apply.

8/29/97

97-95

Attorney Fees / Overpayment

An injured employee is receiving a $200 per week in income benefits.  A carrier receives an attorney's fee order for $500 and discovers after 3 weeks that it has paid too much per week to the attorney (i.e. $100 instead of $50), can the carrier stop paying the attorney's fees for 3 weeks to make up the weekly overpayment and then go on to pay the rest of the order at the correct rate for 10 weeks until the order is paid out?

9/2/97

No.  The carrier should reduce the amount of the attorney's fees to the correct amount and continue to pay the order until the carrier has paid $500 to the attorney.  However, the carrier must also immediately pay the difference owed to the injured employee since the carrier was paying more than 25% of the benefits to the attorney in this case.  The insurance carrier may also request that the Commission issue an order to the attorney to reimburse the overpayment.  Rule 152.3(g).

8/29/97

97-96

Attorney Fees / Overpayment

A carrier receives an attorney's fee order for $500 and pays 25% of the injured employee's benefits to the attorney at $50 per week.  After 15 weeks the carrier discovers that it has accidently continued to pay the attorney's fees long after the attorney received the $500 the order required for a total overpayment of $250.  If the carrier later receives another attorney's fee order for the same employee and attorney, can the carrier take credit of the $250 towards the new order to ensure that the attorney only receives what he/she is entitled to?

9/2/97

Yes.  An attorney is only entitled to what the order provided for.  If there is an overpayment, the carrier can take credit for this overpayment if there is a subsequent order to the same attorney. However, the carrier must also immediately pay the difference owed to the injured worker since the carrier was paying more than 25% of the benefits to the attorney in this case.  The insurance carrier may also request that the Commission issue an order to the attorney to reimburse the overpayment.  Rule 152.3(g).

9/5/97

97-97

Section 408.143, Relief of Liability / Dispute Notification

Section 408.143(c) states that the failure of the injured employee to timely file the TWCC-52 relieves the insurance carrier of the liability to pay Supplemental Income Benefits (SIBs) for the period during which the statement is not filed.

1)
The injured employee filed the statement four weeks late.  The insurance carrier is not disputing entitlement, but wants to only pay for the remaining nine weeks that are due because they are relieved of liability to pay for the first four weeks.  Is the insurance carrier required to file any sort of dispute on the extent of liability issue (i.e. a TWCC-45 if it is continuing entitlement, or a TWCC-21 if it is delayed entitlement)?

2)
What if the injured employee does not file the form until after the end of the entire quarter?  Is the insurance carrier required to dispute entitlement?

9/11/97

In cases of continuing entitlement, the insurance carrier must notify the employee and the Commission of its determination of entitlement and the reduced amount of entitlement and request the Commission to set a Benefit Review Conference.

In cases of delayed or reinstated entitlement, the insurance carrier must notify the employee and the Commission of its determination of entitlement.  The insurance carrier is not required to request a Benefit Review Conference.  

See Rules 130.104 and 130.105.

9/10/97

97-98

Commission Record of No Lost Time Injuries

TWCC-1's that the Commission receives with no lost time are not kept by the Commission since no record is required.  If we have no information to show lost time and no record on our system, should we create a file if we receive a TWCC-69 with a zero percent impairment rating?

9/16/97

No.  If there is no record found or indication of lost time, a Commission file should not be created in the system based on a TWCC-69 with a zero percent impairment rating.

3/3/97

97-99

"MP" Modifier / Physical Medicine

Should a manipulation performed by a doctor as part of an office visit (as indicated by using the "-MP" modifier) be included as part of the physical medicine session occurring on the same day as the office visit?

9/16/97

No.  It is NOT considered a component of the physical medicine session.  The (1st) manipulation performed as part of an office visit (as indicated by using the "-MP" modifier) is not reimbursed separately, but is considered part of the office visit.  All subsequent manipulations at the time of the office visit are part of the physical medicine session and are reimbursed separately.

10/27/96

97-100

Neurologist / Reimbursement

When intraoperative neurologic monitoring is performed by a neurologist during surgery being performed by a separate surgeon, is the neurologist reimbursed for services?

9/16/97

Yes.  Intraoperative neurologic monitoring may be billed and reimbursed by a neurologist (code 95920).  The services are only reimbursed if performed by the neurologist or his/her employee and interpreted by the neurologist.  

However, while performing a surgical procedure, it is not appropriate for a surgeon to bill for intraoperative neurologic monitoring; it is included in the surgeon's services.

5/6/97

97-101

Individual Therapy / Reimbursement

Are nutritional counseling, vocational counseling or services other than individual therapy be reimbursed separately from work hardening?

9/16/97

No.  These services are usually components of work hardening.  Per the Medical Fee Guideline Ground Rule II.E. (p.37) "Work hardening programs are interdisciplinary in nature with a capability of addressing the functional, physical, behavioral, and vocational needs of the injured worker."

5/21/97

97-102

Designated Doctor / Impairment Rating

Would a designated doctor be held in non-compliance if the doctor mailed a copy of his/her assessment of impairment rating report (TWCC-69) to the treating doctor?

9/16/97

No.  Although Rule 130.1(h) does not require the designated doctor to send the report to the treating doctor, it does not preclude his doing so.

5/21/97

97-103

TWCC-1 vs. TWCC-61

An employer files a TWCC-1 reporting an injury to a particular part of the body (e.g. shoulder injury).  Later, the treating doctor includes another area (the neck) as part of the injury on the TWCC-61.  Reimbursement is often denied because the body part was not listed on the TWCC-1. Which form takes precedence in establishing the extent of the injury?

9/22/97

If the carrier disputes any element of the injury or illness, including the extent of the injury, as indicated on the TWCC-61, they may file a TWCC-21 (Payment of Compensation or Notice of Refused of Disputed Claim) disputing the additional body parts not originally listed by the employer on the TWCC-1. Neither the TWCC-1 or TWCC-61 has precedence over the other.

9/22/97

97-104

Insurance Carrier / Subrogation

An injured employee had an injury to his right hand.  As a result of the medical treatment, he had to have three fingers amputated.  He sued the doctor for malpractice and received a settlement.  Will the carrier be able to recover the benefits already paid and take a credit for future benefits as in a third party settlement?

9/22/97

Yes.

9/24/97

97-105

Occupational Disease / Last Injurious Exposure/Coverage

An employee develops an occupational disease (e.g. silicosis) and has only worked for one employer.  There has been a change in carriers.  Which carrier is liable for benefits?  Is it the carrier at the time of the last injurious exposure or the carrier on the date of injury?

9/30/97

Section 408.007 defines the date of injury for an occupational disease as the date on which the employee knew or should have known that the disease may be related to the employment.  The carrier on that date is liable for the payment of benefits.

9/29/97

97-106

Update of TWCC-69s

The field office has received a TWCC-69 with an impairment rating of five percent.  The field office shows no insurance information on the employer, either the employer's name is not listed on our system or it does not show current coverage (e.g. the last coverage information shows a policy that ended in 1994).  Do we create an income/indemnity file or do we handle it as non-subscriber mail?

9/30/97

The Key Entry Operator should be certain to conduct a thorough search on the employer's name (in NSEA) and contact the employer to verify if coverage exists.  This search will ensure that the employer is not listed under another name. The document should be handled as non-subscriber mail.  If our system does not show that the employer has a current workers' compensation

 insurance

11/3/97

97-112

Concurrent Disability / Temporary Income Benefits (TIBs)

An injured employee suffered an injury to the back and was released from work until further notice.  While off work for the compensable injury, the employee was diagnosed with carpal tunnel.  The employee was also released from work due to the carpal tunnel.  The employee reached maximum medical improvement (MMI) on the first injury but was still released from work on the carpel tunnel.  The insurance carrier owes TIBs on the second injury (carpal tunnel).  Does the insurance carrier owe benefits at 75% for 26 weeks, or does it get credit for the 26 weeks as concurrent disability?

11/4/97

Assuming compliance with relevant statutes and rules, the insurance carrier owes 75% for the first 26 weeks of TIBs for the second injury.  The accrual date would begin the 8th day of disability, but the employee would not be entitled to TIBs until disability from the first injury ceased.

11/14/97

97-113

Supplemental Income Benefits (SIBs) / Early Filing of TWCC-52 / Attorney Fees

An injured employee filed a Statement of Employment Status, Form TWCC-52, early for the fourth quarter of SIBs.  The insurance carrier felt the TWCC-52 was not filed timely and disputed the fourth quarter entitlement.  A benefit review conference (BRC) was set.  The injured worker was represented by an attorney.  The benefit review officer resolved the dispute that the employee did not file timely since the filing for the fourth quarter occurred one month into the third quarter.  The insurance carrier prevailed.  Who is responsible for the paying the injured employee's attorney fees?

11/18/97

Consistent with Joint Procedure 5-6, when the injured employee does not "prevail", the injured employee's attorney fees should be denied.  See QRL 97-79.

11/18/97

97-114

Benefit Contested Case Hearing (BCCH) / Hearing Officer

A hearing officer determines in a BCCH that the injured worker must be sent to another appointment with a designated doctor or some other finding that requires action on the part of the field office staff.  Whose responsibility is it to notify the field office staff of the action that is ordered per the hearing officer's decision and order?

11/18/97

It is the responsibility of the chief of proceedings to notify the field office manager of the finding and specify the action that is needed by the field office staff.  See Attachment:  Hearing Form.

11/14/97

97-115

Contested Case Hearing / Payment of Benefits / Decision and Order


The insurance carrier timely disputed an injury and did not initiate payment of benefits.  After the contested case hearing (CCH), the decision and order found compensability and ordered payment of benefits.  The insurance carrier initiated benefits and appealed the decision.  The appeals panel reversed and remanded the case back to the hearing officer for further development.  Does the insurance carrier still have to pay benefits in accordance with the decision and order from the original CCH?

12/2/97

The language used in an appeal panel decision must be examined on a case by case basis.  However, generally, when a hearing officer's decision is reversed and remanded by the appeals panel, the decision is no longer binding because the issue in dispute is no longer pending an appeal to the appeals panel.  Section 410.169.

In this instance, when the Appeals Panel reversed and remanded the decision, the insurance carrier would not have to continue making payments in accordance with the CCH decision and order.

11/20/97

97-116

Commutation of Impairment Income Benefits

An injured employee returned to work for two months earning 100% of pre-injury wages.  The employer then shut-down business for one week and all employees came back to work.  Two months after the shut-down, the employee applied to commute impairment income benefits (IIBs).  When would the consecutive three months start?  Prior to the shut-down or after the shut-down?

12/2/97

An employee may elect to commute IIBs if the employee has returned to work for at least three months, earning at least 80 percent of the employee's average wage.  Section 408.128.  Entitlement to commute IIBs is determined on a case by case basis.

In this instance, the three months will start when the injured employee first returned to work.  The employer's shut-down does not restart the three-month clock.

12/9/97

97-117

Rule 134.600 /  Procedure for Requesting Pre-Authorization of Specific Treatments and Services.

Rule 134.600 (e) states that when the insurance carrier denies or approves pre-authorization, the insurance carrier shall send written approval, or, if denying pre-authorization, documentation identifying the reasons for denial.  Notification shall be sent to the injured employee, injured employee's representative if known, and the treating doctor, or the treating doctor's designated representative, within twenty-four hours after notification of denial or approval.

If the pre-authorization request approval/denial is issued on a Friday, is the written notification due on the following Monday (assuming that the Monday is not a legal holiday).

12/16/97

Rule 102.3(a)(3) states that if the last day of any period (other than for periods of entitlement to benefits) falls on a Saturday, Sunday or legal holiday, the period is extended to include the next day that is not a Saturday, Sunday, or legal holiday.  Per Rule 134.600 since the last day of the 24 hour period following the Friday notification falls on a Saturday, the period would be extended to the following Monday (assuming it was not a holiday).

12/11/97

97-118

Benefit Review Conference (BRC) / Medical Dispute Resolution

An injured employee can barely walk and has other injuries related to the claim.  A treating doctor has prescribed a cleaning person for the injured employee.  Before the treating doctor had given this prescription, the injured worker had been paying for cleaning services.  The insurance carrier does not want to reimburse the cost of the cleaning services already provided.

Would this dispute be handled through a Benefit Review Conference or Medical Dispute Resolution?

12/16/97

If the service has been performed and the injured employee submits the bill for reimbursement and requests is denied, the issue would be handled through Medical Dispute Resolution.

If the bill has not been submitted for the services, this is a prospective dispute and a proceeding should not be scheduled.

12/5/97

97-1

Supplemental Income Benefits (SIBs) / Form TWCC-52

The injured employee's attorney prepared a job search log to be used during the qualifying period of SIBs. The job search log includes information requested in Step 3 of form TWCC-52 (Rev. 10/97).

May the injured employee write "see attached" under Step 3, and attach the required information in a different format?

1/6/98

An injured employee may attach the required information in a different format as long as the information is complete and easy to understand.

12/17/97

97-2

Ombudsman Working Folders

While assisting an unrepresented injured worker for a Benefit Review Conference (BRC) and preparing them for a Benefit Contested Case Hearing (BCCH), the Ombudsman has developed a working folder containing copies of claim file documents and handwritten notes of conversations with different people about the disputed issue.  The injured worker has just signed up with an attorney and the attorney has requested that the Ombudsman give the attorney the working folder.  Can the Ombudsman give the working folder to the attorney?

1/6/98

No.  In order to secure a copy of the information contained in the Ombudsman's working folder, the attorney would need to submit Form-153, Request for Copies of Confidential Claim / Hearing Files.

12/17/97

97-3

Designated Doctor Report / Request Timeframe

Can the insurance carrier / Ombudsman / Claimant / Attorney call the designated doctor's office for a copy of the report If the timeframe for completing the report is past due?

1/6/98

No.  If the report is untimely for any amount of time, the appropriate TWCC staff has the responsibility to contact the doctor's office and request the report.

