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Introduction

This manual is adopted by the Administrative Director of the Division of Workers’ Compensation pursuant to the authority
of Labor Code sections 88§ 4603.3, 4603.4, 4603.5 and 5307.3. It specifies the billing, payment and coding rules for paper
and electronic medical treatment bill submissions in the California workers’ compensation system. Such bills may be
submitted either on paper or through electronic means. Entities that need to adhere to these rules include, but are not
limited to, Health Care Providers, Health Care Facilities, Claims Administrators, Billing Agents/Assignees and
Clearinghouses.

Labor Code §4603.4 (a)(2) requires claims administrators to accept electronic submission of medical bills. The effective
date is 10-18-2012. The entity submitting the bill has the option of submitting bills on paper or electronically.

If an entity chooses to submit bills electronically it must be able to receive an electronic response from the claims
administrator. This includes electronic acknowledgements, notices and electronic Explanations of Review.

Nothing in this document prevents the parties from utilizing Electronic Funds Transfer to facilitate payment of
electronically submitted bills. Use of Electronic Funds transfer is optional, but encouraged by the Division. EFT is not a
pre-condition for electronic billing.

For electronic billing, parties must also consult the Division of Workers’ Compensation Medical Billing and Payment
Companion Guide which sets forth rules on the technical aspects of electronic billing.

Health Care Providers, Health Care Facilities, Claims Administrators, Billing Agents/Assignees and Clearinghouses that
submit bills on paper must adhere to the rules relating to use of the standardized billing forms for bills submitted on or after
10-15-2011.

Medical Billing and Payment Guide Versions and Effective Dates

Versions may be accessed on the DWC website: http://www.dir.ca.gov/dwc/EBilling/StandardizePaperBilling.html

Medical Billing and Payment Guide Version Effective for Bills Submitted on or After
Version 2011 October 15, 2011

Version 1.1 January 1, 2013

Version 1.2 February 12, 2014

Version 1.2.1 February 12, 2014

The Division would like to thank all those who participated in the development of this guide. Many members of the
workers’ compensation, medical, and EDI communities attended meetings and assisted in putting this together. Without
them, this process would have been much more difficult.

Proposed July 2014 (8 CCR § 9792.5.1(a))
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Section One — Business Rules

1.0 Standardized Billing / Electronic Billing Definitions

(@)

(b)

(©)

(d)

(€)

®

(9)

(h)

0)

“Assignee” means a person or entity that has purchased the right to payments for medical goods or services from the
health care provider or health care facility and is authorized by law to collect payment from the responsible payer.

“Authorized medical treatment” means medical treatment in accordance with Labor Code section 4600 that was
authorized pursuant to Labor Code section 4610 and which has been provided or prescribed by the treating physician.

“Balance forward bill” is a bill that includes a balance carried over from a previous bill along with additional services or
a summary of accumulated unpaid balances.

“Bill” means:

(1) the uniform billing form found in Appendix A setting forth the itemization of services provided along with the
required reports and/or supporting documentation as described in Section One — 3.0 Complete Bills; or

(2) the electronic billing transmission utilizing the standard formats found in Section Two — Transmission Standards 2.0
Electronic Standard Formats, 2.1 Billing, along with the required reports and/or supporting documentation as described
in Section One — 3.0 Complete Bills.

“Billing Agent” means a person or entity that has contracted with a health care provider or health care facility to
process bills for services provided by the health care provider or health care facility.

“California Electronic Medical Billing and Payment Companion Guide” is a separate document which gives
detailed information for electronic billing and payment. The guide outlines the workers’ compensation industry
national standards and California jurisdictional procedures necessary for engaging in Electronic Data Interchange
(EDI) and specifies clarifications where applicable. It will be referred to throughout this document as the
“Companion Guide”.

"Claims Administrator" means a self-administered insurer providing security for the payment of compensation required
by Divisions 4 and 4.5 of the Labor Code, a self-administered self-insured employer, or a third-party administrator for a
self-insured employer, insurer, legally uninsured employer, or joint powers authority.

“Clearinghouse” means a public or private entity, including a billing service, repricing company, community
health management information system or community health information system, and "value-added" networks
and switches that provides either of the following functions:

(1) Processes or facilitates the processing of health information received from another entity in a nonstandard
format or containing nonstandard data content into standard data elements or a standard transaction.

(2) Receives a standard transaction from another entity and processes or facilitates the processing of health
information into nonstandard format or nonstandard data content for the receiving entity.

“Complete Bill” means a bill submitted on the correct uniform billing form/format, with the correct uniform billing code
sets, filled out in compliance with the form/format requirements of Appendix A and/or the Companion Guide with the
required reports and/or supporting documentation as set forth in Section One — 3 0.

“CMS” means the Centers for Medicare and Medicaid Services of the U.S. Department of Health and Human Services.
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(k)

(0

(m)

(n)

(0)

(p)

(a)
Q)

(©)

“Duplicate bill” means a bill that is exactly the same as a bill that has been previously submitted with no new services
added, except that the duplicate bill may have a different “billing date.”

"Electronic Standard Formats" means the ASC X12N standard formats developed by the Accredited Standards
Committee X12N Insurance Subcommittee of the American National Standards Institute and the retail pharmacy
specifications developed by the National Council for Prescription Drug Programs (“NCPDP”) identified in Section Two
- Transmission Standards, which have been and adopted by the Secretary of Health and Human Services under HIPAA..
See the Companion Guide for specific format information.

“Explanation of Review” (EOR) means the explanation of payment or the denial of the payment as defined_in Appendix
B. Paper EORs conform to Appendix B - 3.0. Electronic EORs are issued using the ASC X12N/005010X221A1 Health
Care Claim Payment/Advice (835). EORs use the following standard codes:

(1) DWC Bill Adjustment Reason Codes provide California specific workers’ compensation explanations of a payment,
reduction or denial for paper bills. They are found in Appendix B — 1.0 DWC Bill Adjustment Reason Code / CARC
/ RARC Matrix Crosswalk.

(2) Claims Adjustment Group Codes represent the general category of payment, reduction, or denial for electronic bills.
The most current, valid codes should be used as appropriate for workers’ compensation. These codes are obtained
from the Washington Publishing Company http://www.wpc-edi.com.

(3) Claims Adjustment Reason Codes (CARC) represent the national standard explanation of payment, reduction or
denial information. These codes are obtained from the Washington Publishing Company http://www.wpc-edi.com.
A subset of the CARC:s is adopted for use in responding to electronic bills in workers” compensation in Appendix B
— 1.0 DWC Bill Adjustment Reason Code / CARC / RARC Matrix Crosswalk.

(4) Remittance Advice Remark Codes (RARC) represent supplemental explanation for a payment, reduction or denial.
These are always used in conjunction with a Claims Adjustment Reason Code. These codes are obtained from the
Washington Publishing Company http://www.wpc-edi.com._A subset of the RARCs is adopted for use in responding
to electronic bills in workers’ compensation in Appendix B — 1.0 DWC Bill Adjustment Reason Code / CARC /
RARC Matrix Crosswalk.

"Health Care Provider" means a provider of medical treatment, goods and services, including but not limited to a
physician, a non-physician or any other person or entity who furnishes medical treatment, goods or services in the
normal course of business.

“Health Care Facility” means any facility as defined in Section 1250 of the Health and Safety Code, any surgical facility
which is licensed under subdivision (b) of Section 1204 of the Health and Safety Code, any outpatient setting as defined
in Section 1248 of the Health and Safety Code, any surgical facility accredited by an accrediting agency approved by the
Licensing Division of the Medical Board of California pursuant to Health and Safety Code Sections 1248.15 and 1248.4,
or any ambulatory surgical center or hospital outpatient department that is certified to participate in the Medicare
program under Title XVI1I1 (42 U.S.C. Sec. 1395 et seq.) of the federal Social Security Act.

“Itemization of services” means the list of medical treatment, goods or services provided using the codes required by
Section One — 3.0 to be included on the uniform billing form or electronic claim format.

“Medical Treatment” means the treatment, goods and services as defined by Labor Code Section 4600.

“National Provider Identification Number” or “NPI” means the unique identifier assigned to a health care provider or
health care facility by the Secretary of the United States Department of Health and Human Services.

“NCPDP” means the National Council for Prescription Drug Programs.
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(t)

(u)

v)

(W)

)
V)

@

Official Medical Fee Schedule (OMFS) means all of the fee schedules found in Article 5.3 of Subchapter 1 of Chapter
4.5 of Title 8, California Code of Regulations (Sections 9789.10 - 9789.111), adopted pursuant to Section 5307.1 of the
Labor Code for all medical services, goods, and treatment provided pursuant to Labor Code Section 4600. These include
the following schedules: Physician’s services; Inpatient Facility; Outpatient Facility; Clinical Laboratory; Durable
Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPQOS); Ambulance; and Pharmaceutical.

“Physician” has the same meaning specified in Labor Code Section 3209.3: physicians and surgeons holding an M.D.
or D.O. degree, psychologists, acupuncturists, optometrists, dentists, podiatrists, and chiropractic practitioners licensed
by California state law and within the scope of their practice as defined by California state law.

(D) "Psychologist” means a licensed psychologist with a doctoral degree in psychology, or a doctoral degree
deemed equivalent for licensure by the Board of Psychology pursuant to Section 2914 of the Business and
Professions Code, and who either has at least two years of clinical experience in a recognized health setting
or has met the standards of the National Register of the Health Service Providers in Psychology.

2 "Acupuncturist” means a person who holds an acupuncturist's certificate issued pursuant to Chapter 12
(commencing with Section 4925) of Division 2 of the Business and Professions Code.

"Required report" means a report which must be submitted pursuant to title 8, California Code of Regulations sections
9785 - 9785.4 or pursuant to the OMFS. These reports include the Doctor’s First Report of Injury, PR-2, PR-3, PR-4 and
their narrative equivalents, as well as any report accompanying a “By Report” code billing.

“Supporting Documentation” means those documents, other than a required report, necessary to support a bill. These
include, but are not limited to an invoice required for payment of the DME item being billed. Supporting documentation
includes any written authorization for services that may have been received.

“Treating Physician” means the primary treating physician or secondary physician as defined by section 9785(a)(1), (2).

“Uniform Billing Forms” are the CMS 1500, UB-04, NCPDP Universal Claim Form and the ADA 2006 set forth in
Appendix A.

“Uniform Billing Codes” are defined as:

(8] “California Codes” means those codes adopted by the Administrative Director for use in the Physician’s
Services section of the Official Medical Fee Schedule (Title 8, California Code of Regulations §§ 9789.10-11).

(2) “CDT Codes” means the current dental codes, nomenclature, and descriptors prescribed by the American
Dental Association in “CDT Dental Procedure Codes.”

3) "CPT-4 Codes" means the procedural terminology and codes contained in the “Current Procedural
Terminology, Fourth Edition,” as published by the American Medical Association and as adopted in the
appropriate fee schedule contained in sections 9789.10-9789.100.

4) “Diagnosis Related Group (DRG)” or “Medicare Severity-Diagnosis Related Codes” (MS-DRG) means the
inpatient classification schemes used by CMS for hospital inpatient reimbursement. The DRG/MS-DRG
systems classify patients based on principal diagnosis, surgical procedure, age, presence of co-morbidities and
complications and other pertinent data.

5) "HCPCS" means CMS’ Healthcare Common Procedure Coding System, a coding system which describes
products, supplies, procedures and health professional services and includes, the American Medical
Association’s (AMA's) Physician “Current Procedural Terminology, Fourth Edition,” (CPT-4) codes,
alphanumeric codes, and related modifiers.

(6) "ICD-9-CM Codes" means the diagnosis and procedure codes in the International Classification of Diseases,
Ninth Revision, Clinical Modification published by the U.S. Department of Health and Human Services.
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@) "ICD-10 Codes" means:

(A) ICD-10-CM - International Classification of Diseases, 10" Revision, Clinical Modification as maintained
and distributed by the U.S. Department of Health and Human Services.

(B) ICD-10-PCS - International Classification of Diseases, 10" Revision, Procedure Coding System as
maintained and distributed by the U.S. Department of Health and Human Services.

(8) "NDC" means the National Drug Codes of the Food and Drug Administration.

9) “Revenue Codes” means the 4-digit coding system developed and maintained by the National Uniform Billing
Committee for billing inpatient and outpatient hospital services, home health services and hospice services.

(10) "UB-04 Codes" means the code structure and instructions established for use by the National Uniform Billing
Committee (NUBC).

(aa) “Working days” means Mondays through Fridays but shall not include Saturdays, Sundays or the following State
Holidays.

(D) January 1st (“New Year’s Day”.)

2) The third Monday in January ("Dr. Martin Luther King, Jr. Day.")
3) The third Monday in February (“Washington Day” or “President’s Day.”)
4 March 31st ("Cesar Chavez Day.")

(5) The last Monday in May (“Memorial Day.”)

(6) July 4th (“Independence Day.”)

(7 The first Monday in September (“Labor Day.”)

(8) November 11" (“Veterans Day.")

9) The third Thursday in November (“Thanksgiving Day.”)

(10) The Friday After Thanksgiving Day

(11) December 25" (“Christmas Day.”)

(12) If January 1st, March 31st, July 4th, November 11th, or December 25th falls upon a Sunday, the Monday
following is a holiday. If November 11th falls upon a Saturday, the preceding Friday is a holiday.

2.0 Standardized Medical Treatment Billing Format

@ On and after October 15, 2011, all health care providers, health care facilities and billing agents/assignees shall submit
medical bills for payment on the uniform billing forms or utilizing the format prescribed in this section, completed as set
forth in Appendix A. All information on the paper version of the uniform billing forms shall be typewritten when
submitted. However, for bills submitted as a Request for Second Review, the NUBC Condition Code Qualifier 'BG'
followed by the NUBC Condition Code ‘W3’ and related information indicating a first level appeal, may be handwritten
on the CMS 1500 form or the UB-04 form. The words “Request for Second Review” may be handwritten on the ADA
2006 claim form or the NCPDP WC/PC Claim Form version 1.1. Format means a document containing all the same
information using the same data elements in the same order as the equivalent uniform billing form.

1) (A) “Form CMS-1500 (08/05)” means the health insurance claim form maintained by CMS, revised August
2005, for use by health care providers.
(B) “Form CMS-1500 (02/12)” means the health insurance claim form maintained by CMS, revised February
2012, for use by health care providers.
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()

3)

(4)

“CMS Form 1450 or “UB-04" means the health insurance claim form maintained by NUBC, adopted February
2005, for use by health facilties and institutional care providers as well as home health providers.

(A) “American Dental Association Dental Claim Form, Version 2006” means the uniform dental claim form
approved by the American Dental Association for use by dentists.
(B) “American Dental Association Dental Claim Form, Version 2012” means the uniform dental claim form
approved by the American Dental Association for use by dentists.

“NCPDP Workers’ Compensation/Property & Causualty Claim Form, version 1.1 — 05/2009”, means the claim
form adopted by the National Council for Prescriptions Drug Programs, Inc. for pharmacy bills for workers’
compensation.

(b) On and after October 18, 2012, all health care providers, health care facilities and billing agents/assignees providing
medical treatment may electronically submit medical bills to the claims administrator for payment. All claims
administrators must accept bills submitted in this manner. The bills shall conform to the electronic billing standards and
rules set forth in this Medical Billing and Payment Guide and the Companion Guide. Parties may engage in electronic
billing and remittance prior to the effective date of the regulation upon mutual agreement and are encouraged to do so.

3.0 Complete Bills

€) To be complete a submission must consist of the following:

1) The correct uniform billing form/format for the type of health care provider.

2 The correct uniform billing codes for the applicable portion of the OMFS under which the services are being
billed, including the correct ICD code as specified in Section 3.1.0 — 3.2.1.

(3) The uniform billing form/format must be filled out according to the requirements specified for each format in
Appendix A and/or the Companion Guide. Nothing in this paragraph precludes the claims administrator from
populating missing information fields if the claims administrator has previously received the missing
information.

()] A complete bill includes required reports and supporting documentation specified in subdivision (b).

(b) All required reports and supporting documentation sufficient to support the level of service or code that has been billed

must be submitted as follows:

(1)

)

3)

(4)

Q)
(6)

A Doctor’s First Report of Occupational Injury (DLSR 5021), must be submitted when the bill includes
Evaluation and Management services and a Doctor’s First Report of Occupational Injury is required under Title
8, California Code of Regulations § 9785.

A PR-2 report or its narrative equivalent must be submitted when the bill is for Evaluation and Management
services and a PR-2 report is required under Title 8, California Code of Regulations § 9785.

A PR-3, PR-4 or their narrative equivalent must be submitted when the bill is for Evaluation and Management
services and the injured worker’s condition has been declared permanent and stationary with permanent
disability or a need for future medical care. (Use of Modifier — 17.)

A narrative report must be submitted when the bill is for Evaluation and Management services for a
consultation.

A report must be submitted when the provider uses the following Modifiers — 22, — 23 and — 25.

A descriptive report of the procedure, drug, DME or other item must be submitted when the provider uses any
code that is payable “By Report”.
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(")

(8)
©)

(10)

(11)

(12)

A descriptive report must be submitted when the Official Medical Fee Schedule indicates that a report is
required.

An operative report is required when the bill is for either professional or facility Surgery Services fees.

An invoice or other proof of documented paid costs must be provided when required by statute or by the OMFS
for reimbursement.

Appropriate additional information reasonably requested by the claims administrator or its agent to support a
billed code when the request was made prior to submission of the billing. (This does not prohibit the claims
administrator from requesting additional appropriate information during further bill processing.)

Any evidence of authorization for the services that may have been received.

The prescription or referral from the primary treating physician if the services were performed by a person other
than the primary treating physician, except as set forth in (A) and (B).

(A) A copy of the prescription is not required with a request for payment for pharmacy services, unless the
provider of services has entered into a written agreement that requires a copy of a prescription for a pharmacy
service.

(B) An employer, insurer, pharmacy benefits manager, or third-party claims administrator may request a copy
of the prescription during a review of any records of prescription drugs that were dispensed by a pharmacy.

(C) Any entity that has submitted a pharmacy bill for payment on or after January 1, 2013, and denied payment
for not including a copy of the prescription from the treating physician, may resubmit those bills for payment
until March 31, 2014.

(c) For paper bills, if the required reports and supporting documentation are not submitted in the same mailing envelope as
the bill, then a header or attachment cover sheet must be submitted that shall contain:

(1)
(2)
3
(4)
(5)
(6)
(7

Patient Name (Injured Employee);
Claims Administrator Name;

Date of Service;

Date of Injury;

Social Security Number (if available);
Claim Number (if known);

Unique Attachment Indicator Number

3.1.0 Use of ICD-9, ICD-10 Codes — Applicable Dates

Where a billing rule, form, guide, or document incorporated by reference requires an ICD diagnosis code or ICD procedure code,
the provider must use the proper diagnosis or procedure code (for inpatient procedures) based on the date of service or date of

discharge:

PROFESSIONAL, OUTPATIENT FACILITY, AND OTHER SERVICES (EXCLUDING INPATIENT)

For Services Rendered before Oct. 1, 20342015 | For Services Rendered on or after Oct. 1, 20142015

Diagnosis Codes

ICD-9-CM volume 1 and 2 ICD-10-CM

INPATIENT SERVICES

For Inpatient Discharges before Oct. 1, 20442015 For Inpatient Discharges on or after Oct. 1, 20342015

Diagnosis Codes

ICD-9-CM volume 1 and 2 ICD-10-CM

Procedure Codes

ICD-9-CM volume 3 ICD-10-PCS
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3.1.1 Use of ICD-9, ICD-10 Codes — Separate Bills Required

Each paper bill or electronic claim must use only ICD-9 or ICD-10 codes, as required by 3.1.0 for the date of service or date of
discharge (for inpatient services). The paper bill or electronic claim may not contain a mixture of ICD-9 and ICD-10 codes.

3.2.1 Incorporation by Reference of +SB-9; ICD-10 Codes and Related Documents

Diagnosis codes for services rendered and procedure codes for inpatient hospital discharges on or after October 1, 20442015,
shall be in accordance with the following documents which are incorporated by reference:

(a) 2015 International Classification of Diseases 10th Revision Clinical Modification (ICD-10-CM), including the following
PDF and ZIP files posted on the CMS website (http://www.cms.gov/Medicare/Coding/ICD10/2015-1CD-10-CM-and-

GEMSs.html):

(1) 2015 Code Descriptions in Tabular Order [ZIP, 1IMB]

(2) 2015 Code Tables and Index, Updated 5/22/14 [ZIP, 16 MB]

(3) 2015 ICD-10-CM Duplicate Code Numbers [ZIP, 68KB]

(4) 2015 Addendum [PDF, 29KB]

(5) 2015 General Equivalence Mappings (GEMs) — Diagnosis Codes and Guide [ZIP, 653KB]

(b) 2015 International Classification of Diseases 10th Revision Procedure Coding System (ICD-10-PCS), including the

following PDF and ZIP files posted on the CMS website (http://www.cms.gov/Medicare/Coding/ICD10/2015-1CD-10-
PCS-and-GEMs.html):

(1) 2015 Official ICD-10-PCS Coding Guidelines [PDF, 76KB]
(2) 2015 Version — What’s New [PDF, 41KB]

(3) 2015 Code Tables and Index [ZIP, 5MB]

(4) 2015 PCS Long and Abbreviated Titles [ZIP, 1MB]
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http://www.cms.gov/Medicare/Coding/ICD10/Downloads/pcs-whats-new-2014.pdf
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(5) 2015 Development of the ICD-10 Procedure Coding System (ICD-10-PCS) [PDF, 226KB]
(6) 2015 ICD-10-PCS Reference Manual [ZIP, 724KB]

(7) 2015 Addendum [ZIP, 64KB]

(8) PCS Slides for 2015 [ZIP, 584KB]

(9) 2015 General Equivalence Mappings (GEMs) — Procedure Codes and Guide [ZIP, 752KB]

4.0 Billing Agents/Assignees

€)] Billing agents and assignees shall submit bills in the same manner as the original rendering provider would be
required to do had the bills been submitted by the provider directly.

(b) The original rendering provider information will be provided in the fields where that information is required along
with identifying information about the billing agent/assignee submitting the bill.

(© The billing agent/assignee has no greater right to reimbursement than the principal or assignor. The billing guides
and rules do not themselves confer a right to bill; they provide direction for billing agents and assignees that are
legally entitled to submit bills under other provisions of law.

5.0 Duplicate Bills, Bill Revisions and Balance Forward Billing

€)] A duplicate bill is one that is exactly the same as a bill that has been previously submitted with no new services
added, except that the duplicate bill may have a different billing date. A duplicate bill shall not be submitted after
an explanation of review has been provided. A duplicate bill shall not be submitted prior to expiration of the time
allowed for payment unless requested by the claims administrator or its agent. For the time frame for payment of
paper submissions see 6.1 and 6.2, and for time frame for payment of electronic submission see 7.1(b).
Resubmission of a duplicate bill shall be clearly marked as a duplicate in accordance with the following:

(1) CMS 1500: See 1.1 Field Table CMS 1500, Field 10d.
(2) UB-04: See 2.1 Field Table UB-04, UB-04 Form Locator 18-28.

(3) NCPDP WC/PC Claim Form: There is no applicable field for duplicate reports. Trading Partners may work
out a mutually acceptable way of indicating a duplicate bill.

(4) ADA Dental Claim Form: the word “Duplicate” should be written in Field 1.

(5) ASC X12N/005010X222A1 Health Care Claim: Professional (837): Loop 2300, Segment HI, Condition
Information.

(6) ASC X12N/005010X223A2 Health Care Claim: Institutional (837): Loop 2300, Segment HI, Condition
Information.

(7) ASC X12N/005010X224A2 Health Care Claim: Dental (837): Loop 2300, Segment K301, Fixed Format
Information.

(8) National Council for Prescription Drug Programs (NCPDP) Telecommunication Standard Version D.0: there
is no applicable section of the format for duplicate bills. Trading partners may work out a mutually acceptable
way of indicating a duplicate bill.

(b) When there is an error or a need to make a coding correction, a revised bill may be submitted to replace a
previously submitted bill. Revised bills shall be marked as revised using the appropriate NUBC Condition Code in
the field designated for that information. Revised bills shall include the original dates of service and the same
itemized services rendered as the original bill. No new dates of service may be included.
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http://www.cms.gov/Medicare/Coding/ICD10/Downloads/2014-pcs-procedure-coding-system.pdf
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/2014-Reference-Manual.zip
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/2014-addendum.zip
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/pcs-slides-2014.zip
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/ProcedureGEMs-2014.zip

(© Balance forward billing is not permissible. “Balance forward bills” are bills that include a balance carried over
from a previous bill along with additional services. Also included as a “balance forward bill” is a summary of
accumulated unpaid balances.

The entire balance forward bill may be rejected until a bill is submitted that does not carry over any previously
billed charges.

Use DWC Bill Adjustment Reason Code G56 (crosswalks to CARC 18) to reject this type of bill.

(d) A bill which has been previously submitted in one manner (paper or electronic) may not subsequently be
submitted in the other manner.

6.0 Processing and Payment Requirements for Non-Electronically
Submitted Medical Treatment Bills.

Upon receipt of a medical bill submitted by a health care provider, health care facility or billing agent/assignee, the claims
administrator shall promptly evaluate and take appropriate action on the bill. The claims administrator is not required to respond
or issue any notice in relation to a duplicate bill if the claims administrator has issued an explanation of review on the original
bill.

6.1 Timeframes: Original Treatment Bills That Are Uncontested.

Any complete bill submitted in other than electronic form or format for uncontested medical treatment provided or prescribed by

the treating physician selected by the employee or designated by the employer shall be paid by the claims administrator within 45
days of receipt, or within 60 days if the employer is a governmental entity. The claims administrator shall issue an explanation of
review concurrently with the payment.

6.2 Timeframes: Original Treatment Bills That Are Contested, Denied, Or
Considered Incomplete.

€) If the non-electronic bill or a portion of the bill is contested, denied, or considered incomplete, the claims administrator
shall so notify the health care provider, health care facility or billing agent/assignee in the explanation of review. The
explanation of review must be issued within 30 days of receipt of the bill and must provide notification of the items
being contested, the reason for contesting those items and the remedies open to the health care provider, health care
facility or billing agent/assignee. The explanation of review will be deemed timely if sent by first class mail and
postmarked on or before the thirtieth day after receipt, or if personally delivered or sent by electronic facsimile on or
before the thirtieth day after receipt.

(b) If a portion of the non-electronic bill is uncontested, payment of the uncontested amount shall be issued within 45 days
of receipt of the bill, or within 60 days of receipt of the bill if the employer is a governmental entity. The claims
administrator shall issue an EOR concurrently with the payment.

6.3 Explanation of Review on Original Treatment Bills That Are Contested,
Denied, Or Considered Incomplete.

@ The explanation of review shall address all of the required data items and all of the relevant situational data items listed
in Appendix B, Table 3.0 and communicate the reason(s) the bill is contested, denied, or considered incomplete,
including:
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Q) A clear and concise explanation of the basis for the objection to each contested procedure and charge using the
DWC Bill Adjustment Reason codes and DWC Explanatory Messages contained in Appendix B, 1.0 California
DWC Bill Adjustment Reason Code / CARC / RARC Matrix Crosswalk.

(@) If additional information is necessary as a prerequisite to payment of the contested bill or portions thereof, a
clear description of the information required.

3) The name, address, and telephone number of the person or office to contact for additional information
concerning the objection.

(b) An objection to charges from a hospital, outpatient surgery center, or independent diagnostic facility shall be deemed
sufficient if the provider is advised, within the thirty day period specified in subdivision (b), that a request has been made
for an audit of the billing, when the results of the audit are expected, and contains the name, address, and telephone
number of the person or office to contact for additional information concerning the audit.

(©) This section does not prohibit a claims administrator from conducting a retrospective utilization review as allowed by
Labor Code section 4610 and Title 8, California Code of Regulations §89792.6 — 9792.10.

(d) This section does not prohibit the claims administrator or health care provider, health care facility or billing
agent/assignee from using alternative forms or procedures provided such forms or procedures are specified in a written
agreement between the claims administrator and the health care provider, health care facility or billing agent/assignee, as
long as the alternative billing format provides all the required information set forth in this Medical Billing and Payment
Guide.

(e) All individually identifiable health information contained on a uniform billing form shall not be disclosed by either the
claims administrator or submitting health provider or health care facility except where disclosure is permitted by law or
necessary to confer compensation benefits as defined in Labor Code Section 3207.

6.4 Penalty

@ Any non-electronically submitted bill determined to be complete, not paid within 45 days (60 days for a governmental
entity) or objected to within 30 days, shall be subject to audit penalties per Title 8, California Code of Regulations
section 10111.2 (b) (10), (11).

(b) Any non-electronically submitted complete bill for uncontested medical treatment provided or prescribed by the treating
physician selected by the employee or designated by the employer not paid by the claims administrator within 45 days of
receipt, or within 60 days if the employer is a governmental entity, shall be increased 15%, and shall carry interest at the
same rate as judgments in civil actions retroactive to the date of receipt of the bill unless the health care provider, health
care facility or billing agent/assignee is notified within 30 days of receipt that the bill is contested, denied or considered
incomplete. The increase and interest are self-executing and shall apply to the portion of the bill that is neither timely
paid nor objected to.

6.5 Timeframes: Treatment Bills that are Submitted as a Request for Second
Review

Where a bill is submitted as a Request for Second Review, the claims administrator shall promptly evaluate and take appropriate
action on the bill. The claims administrator must respond to the Request for Second Review within 14 days of receiving the
request by issuing a final written determination on the bill utilizing the explanation of review specified in Appendix B. Payment
of any balance not in dispute shall be made within 21 days of receipt of the request for second review. The 14-day time limit for
responding to a request for second review and/or the 21-day time limit for payment may be extended by mutual written agreement
between the provider and the claims administrator. See title 8, California Code of Regulations sections 9792.5.4 — 9792.5.6 for
further rules relating to second review of medical bills.
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7.0 Bill Processing and Payment Requirements for Electronically
Submitted Medical Treatment Bills

7.1 Timeframes

When a medical treatment bill has been submitted electronically, the claims administrator must transmit the Acknowledgments
and Payment/Advice as set forth below using the specified transaction sets. These transactions are used to notify the provider
regarding the entire bill or portions of the bill including: acknowledgment, payment, adjustments to the bill, requests for
additional information, rejection of the bill, objection to the bill, or denial of the bill.

(a)
(1)

)

©)

Acknowledgements.

Interchange Acknowledgment (ASC X12 TA1) — within one working day of the receipt of an electronically
submitted bill, the claims administrator shall send an Interchange Acknowledgment using the TA 1 transaction
set, as defined in Companion Guide Chapter 9.

ASC X12C/005010X231A1 - Implementation Acknowledgment for Health Care Insurance (999) —
within one working day of the receipt of an electronically submitted bill, the claims administrator shall
send an electronic acknowledgment using the 005010X231A1 transaction set as defined in Companion
Guide Chapter 9.

ASC X12C/005010X214 Health Care Claim Acknowledgment (277) — within two working days of
receipt of an electronically submitted bill, the claims administrator shall send a Health Care Claim
Acknowledgement 005010X214 electronic notice of whether or not the bill submission is complete.
The 005010X214 details what errors are present, and if necessary, what action the submitter should take.
A bill may be rejected if it is not submitted in the required electronic standard format or if it is not
complete as set forth in Section One — 3.0, except as provided in 7.1(a)(3)(A)(i) which requires the
pending of bills that have a missing attachment or claim number. Such notice must use the 005010X214
transaction set as defined in Companion Guide Chapter 9 and must include specific information setting
out the reason for rejection.

(A) 005010X214 Claim Pending Status Information

M A bill submitted, but missing an attachment, or the injured worker’s claim number, shall be
held as pending for up to five working days while the attachment and/or claim number is
provided, prior to being rejected as incomplete. If the issue is a missing claim number, during
the five working day timeframe the claims administrator shall, if possible, promptly locate
and affix the claim number to the bill for processing and payment. All other timeframes are
suspended during the time period the bill is pending. The payment timeframe resumes when
the claim number is determined, or when the missing attachment is received. The “pending”
period suspends the 15 working-day timeframe during the period that the bill is pending, but
upon matching the claim number, or receiving the attachment, the timeframe resumes. The
15 working day time period to pay the bill does not begin anew. An extension of the five
working day pending period may be mutually agreed upon.

(i) If a bill is placed in pending status due to a missing attachment or claim number, a
Health Care Claim Acknowledgement 005010X214 pending notice shall be sent to the
submitter/provider indicating that the bill has been put into pending status and
indicating the specific reason for doing so using the appropriate 005010X214 code
values.

(iii) If the required information is not received by the claims administrator within the five working
days, or the claims administrator is not able to locate and affix the claim number, the bill may
be rejected as being incomplete utilizing the ASC X12N/005010X214.
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(B) Bill rejection error messages include the following:

M Invalid form or format — indicate which form should be used.

(i) Missing Information- indicate specifically which information is missing by using the
appropriate 277 Claim Status Category Code with the appropriate Claim Status Code.

(iii) Invalid data — Indicate specifically which information is invalid by using the appropriate
Claim Status Category Code with the appropriate Claim Status Code

(iv) Missing attachments — indicate specifically which attachment(s) are missing.
(v) Missing required documentation — indicate specifically what documentation is missing.
(vi) Injured worker’s claim of injury is denied.

(vii) There is no coverage by the claims administrator.
© The submitted bill is complete and has moved into bill review.
(b) Payment and Remittance Advice / Denial / Objection.

Except for bills that have been rejected at the Acknowledgment stage, the ASC X12N/005010X221A1 Health Care Claim
Payment/Advice (835) must be transmitted to the provider within 15 working days of receipt of the electronic bill, extended by
the number of days the bill was placed in pending status under 7.1(a)(3)(A), if any. The 005010X221A1 should be issued to
notify the provider of the payment, denial of payment, or objection to the entire bill or portions of the bill as set forth below. The
005010X221A1 serves as the Explanation of Review, and notice of denial or objection. Uncontested portions of the bill must be
paid within 15 working days of receipt of the bill.

(1) Complete Bill - Payment for Uncontested Medical Treatment.

ASC X12N/005010X221A1 Health Care Claim Payment/Advice (835) — If the electronically submitted bill has been
determined to be complete, payment for uncontested medical treatment provided or prescribed by the treating physician
selected by the employee or designated by the employer shall be made by the claims administrator within 15 working days
after electronic receipt of an itemized electronic billing for services at or below the maximum fees provided in the official
medical fee schedule adopted pursuant to Labor Code §5307.1. Nothing prevents the parties from agreeing to submit bills
electronically that are being paid per contract rates under Labor Code § 5307.11. Remittance advice shall be sent using the
005010X221A1 payment transaction set as defined in Companion Guide Chapter 9. Explanations of Review are embedded
in the 005010X221A1 and shall use the Claims Adjustment Reason Codes and Remittance Advice Remarks listed in
Appendix B - 1.0.

(2) Objection to Bill / Denial of Payment.

The ASC X12N/005010X221A1 Health Care Claim Payment/Advice (835) is utilized to object to a bill, to deny a bill, and to
notify the provider of the adjustment of charges, if the bill has not been rejected at the Acknowledgment stage. A claims
administrator who objects to all or any part of an electronically submitted bill for medical treatment shall notify the health care
provider, health care facility or assignee of the objection within 15 working days after receipt of the complete bill and shall pay
any uncontested amount within 15 working days after receipt of the complete bill. If the claims administrator receives a bill and
believes that the report and/or supporting documentation is/are not sufficient to support the bill, the claims administrator shall so
inform the health care provider within 15 working days of receipt of the bill utilizing the 005010X221A1. If the bill was placed in
pending status during the Acknowledgment stage, the 15 working day time frame is extended by the number of days the bill was
held in pending status under 7.1(a)(3)(A). Any contested portion of the billing shall be paid in accordance with Labor Code
section 4603.2.
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7.2 Penalty

€)] Any electronically submitted bill determined to be complete, not paid or objected to within the 15 working day period,
shall be subject to audit penalties per Title 8, California Code of Regulations section 10111.2 (b) (10), (11).

(b) In addition, any electronically submitted complete bill that is not paid within 45 days of receipt, or within 60 days if the
employer is a governmental entity, shall be increased 15%, and shall carry interest at the same rate as judgments in civil
actions retroactive to the date of receipt of the bill unless the health care provider, health care facility or billing
agent/assignee is notified within 30 days of receipt that the bill is contested, denied or considered incomplete. The
increase and interest are self-executing and shall apply to the portion of the bill that is neither timely paid nor objected
to.

7.3 Electronic Bill Attachments

@ Required reports and/or supporting documentation to support a bill as defined in Complete Bill Section 3.0 shall