Utilization Review and Independent Medical Review Regulations

Title 8, California Code of Regulations
Chapter 4.5 Division of Workers’ Compensation
Subchapter 1 Administrative Director — Administrative Rules

Article 5 Predesignation of Personal Physician; Request for Change of Physician; Reporting
Duties of the Primary Treating Physician; Petition for Change of Primary Treating Physician

89785. Reporting Duties of the Primary Treating Physician.
(a) For the purposes of this section, the following definitions apply:

(1) The “primary treating physician” is the physician who is primarily responsible for managing
the care of an employee, and who has examined the employee at least once for the purpose of
rendering or prescribing treatment and has monitored the effect of the treatment thereafter. The
primary treating physician is the physician selected by the employer, the employee pursuant to
Avrticle 2 (commencing with section 4600) of Chapter 2 of Part 2 of Division 4 of the Labor
Code, or under the contract or procedures applicable to a Health Care Organization certified
under section 4600.5 of the Labor Code, or in accordance with the physician selection
procedures contained in the medical provider network pursuant to Labor Code section 4616.

(2) A “secondary physician” is any physician other than the primary treating physician who
examines or provides treatment to the employee, but is not primarily responsible for continuing
management of the care of the employee.

(3) “Claims administrator” is 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.

(4) “Medical determination” means, for the purpose of this section, a decision made by the
primary treating physician regarding any and all medical issues necessary to determine the
employee’s eligibility for compensation. Such issues include but are not limited to the scope and
extent of an employee's continuing medical treatment, the decision whether to release the
employee from care, the point in time at which the employee has reached permanent and
stationary status, and the necessity for future medical treatment.

(5) “Released from care” means a determination by the primary treating physician that the
employee's condition has reached a permanent and stationary status with no need for continuing
or future medical treatment.

(6) “Continuing medical treatment” is occurring or presently planned treatment that is reasonably
required to cure or relieve the employee from the effects of the injury.
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(7) “Future medical treatment” is treatment which is anticipated at some time in the future and is
reasonably required to cure or relieve the employee from the effects of the injury.

(8) “Permanent and stationary status” is the point when the employee has reached maximal
medical improvement, meaning his or her condition is well stabilized, and unlikely to change
substantially in the next year with or without medical treatment.

(b)(1) An employee shall have no more than one primary treating physician at a time.

(2) An employee may designate a new primary treating physician of his or her choice pursuant to
Labor Code 884600 or 4600.3 provided the primary treating physician has determined that there
is a need for:

(A) continuing medical treatment; or

(B) future medical treatment. The employee may designate a new primary treating physician to
render future medical treatment either prior to or at the time such treatment becomes necessary.

(3) If the employee disputes a medical determination made by the primary treating physician,
including a determination that the employee should be released from care, the dispute shall be
resolved under the applicable procedures set forth at Labor Code sections 4060, 4061, ard 4062,
4600.5, 4616.3, or 4616.4. erif If the employee objects to a decision made pursuant to Labor
Code section 4610 to modify, delay, or deny a treatment recommendation, the dispute shall be
resolved by independent medical review underthe-apphicable-procedures-setforth-at-Labeor
Code-sections-4061-and-4062 pursuant to Labor Code section 4610 5, if appllcable or otherW|se
pursuant to Labor Code section 4062. Ne

(4) If the claims administrator disputes a medical determination made by the primary treating
physician, the dispute shall be resolved under the applicable procedures set forth at Labor Code
sections 4060, 4640- 4061, ard 4062, and 4610.

(c) The primary treating physician, or a physician designated by the primary treating physician,
shall make reports to the claims administrator as required in this section. A primary treating
physician has fulfilled his or her reporting duties under this section by sending one copy of a
required report to the claims administrator. A claims administrator may designate any person or
entity to be the recipient of its copy of the required report.

(d) The primary treating physician shall render opinions on all medical issues necessary to
determine the employee's eligibility for compensation in the manner prescribed in subdivisions
(e), (f) and (g) of this section. The primary treating physician may transmit reports to the claims
administrator by mail or FAX or by any other means satisfactory to the claims administrator,
including electronic transmission.

(e)(1) Within 5 working days following initial examination, a primary treating physician shall
submit a written report to the claims administrator on the form entitled “Doctor's First Report of
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Occupational Injury or Iliness,” Form DLSR 5021. Emergency and urgent care physicians shall
also submit a Form DLSR 5021 to the claims administrator following the initial visit to the
treatment facility. On line 24 of the Doctor's First Report, or on the reverse side of the form, the
physician shall (A) list methods, frequency, and duration of planned treatment(s), (B) specify
planned consultations or referrals, surgery or hospitalization and (C) specify the type, frequency
and duration of planned physical medicine services (e.g., physical therapy, manipulation,
acupuncture).

(2) Each new primary treating physician shall submit a Form DLSR 5021 following the initial
examination in accordance with subdivision (e)(1).

(3) Secondary physicians, physical therapists, and other health care providers to whom the
employee is referred shall report to the primary treating physician in the manner required by the
primary treating physician.

(4) The primary treating physician shall be responsible for obtaining all of the reports of
secondary physicians and shall, unless good cause is shown, within 20 days of receipt of each
report incorporate, or comment upon, the findings and opinions of the other physicians in the
primary treating physician's report and submit all of the reports to the claims administrator.

(F) A primary treating physician shall, unless good cause is shown, within 20 days report to the
claims administrator when any one or more of the following occurs:

(1) The employee's condition undergoes a previously unexpected significant change;

(2) There is any significant change in the treatment plan reported, including, but not limited to,
(A) an extension of duration or frequency of treatment, (B) a new need for hospitalization or
surgery, (C) a new need for referral to or consultation by another physician, (D) a change in
methods of treatment or in required physical medicine services, or (E) a need for rental or
purchase of durable medical equipment or orthotic devices;

(3) The employee's condition permits return to modified or regular work;

(4) The employee's condition requires him or her to leave work, or requires changes in work
restrictions or modifications;

(5) The employee is released from care;

(6) The primary treating physician concludes that the employee's permanent disability precludes,
or is likely to preclude, the employee from engaging in the employee's usual occupation or the
occupation in which the employee was engaged at the time of the injury;-as+eguired-purstant-te
Labor Code Section 4636(b);

(7) The claims administrator reasonably requests appropriate additional information that is
necessary to administer the claim. “Necessary” information is that which directly affects the
provision of compensation benefits as defined in Labor Code Section 3207.
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(8) When continuing medical treatment is provided, a progress report shall be made no later than
forty-five days from the last report of any type under this section even if no event described in
paragraphs (1) to (7) has occurred. If an examination has occurred, the report shall be signed and
transmitted within 20 days of the examination.

Except for a response to a request for information made pursuant to subdivision (f)(7), reports
required under this subdivision shall be submitted on the “Primary Treating Physician's Progress
Report” form (Form PR-2) contained in Section 9785.2, or in the form of a narrative report. If a
narrative report is used, it must be entitled “Primary Treating Physician's Progress Report” in
bold-faced type, must indicate clearly the reason the report is being submitted, and must contain
the same information using the same subject headings in the same order as Form PR-2. A
response to a request for information made pursuant to subdivision (f)(7) may be made in letter
format. A narrative report and a letter format response to a request for information must contain
the same declaration under penalty of perjury that is set forth in the Form PR-2: “I declare under
penalty of perjury that this report is true and correct to the best of my knowledge and that | have
not violated Labor Code §139.3.”

By mutual agreement between the physician and the claims administrator, the physician may
make reports in any manner and form.

(a) _As applicable in section 9792.9.1, a written request for authorization of medical treatment
for a specific course of proposed medical treatment, or a written confirmation of an oral request
for a specific course of proposed medical treatment, must be set forth on the “Request for
Authorization of Medical Treatment,” DWC Form RFA, contained in section 9785.5. A-written

ation-substantiating-the nee d-for the requested-treatment A written
confirmation of an_oral request shall be clearly marked at the top that it is written
confirmation of an_oral request. The DWC Form RFA must include as an
attachment documentation substantiating the need for the requested treatment.

{g)} (h) When the primary treating physician determines that the employee's condition is
permanent and stationary, the physician shall, unless good cause is shown, report within 20 days
from the date of examination any findings concerning the existence and extent of permanent
impairment and limitations and any need for continuing and/or future medical care resulting
from the injury. The information may be submitted on the “Primary Treating Physician's
Permanent and Stationary Report” form (DWC Form PR-3 or DWC Form PR-4) contained in
section 9785.3 or section 9785.4, or in such other manner which provides all the information
required by Title 8, California Code of Regulations, section 10606. For permanent disability
evaluation performed pursuant to the permanent disability evaluation schedule adopted on or
after January 1, 2005, the primary treating physician's reports concerning the existence and
extent of permanent impairment shall describe the impairment in accordance with the AMA
Guides to the Evaluation on Permanent Impairment, 5th Edition (DWC Form PR-4). Qualified
Medical Evaluators and Agreed Medical Evaluators may not use DWC Form PR-3 or DWC
Form PR-4 to report medical-legal evaluations.
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(i) _The primary treating physician, upon finding that the employee is permanent and stationary
as to all conditions and that the injury has resulted in permanent partial disability, shall complete
the “Physician’s Return-to-Work & Voucher Report” (DWC-AD 10133.36) and attach the form
to the report required under subdivision (h).

) (1) Any controversies concerning this section shall be resolved pursuant to Labor Code
Section 4603 or 4604, whichever is appropriate.

& (k) Claims administrators shall reimburse primary treating physicians for their reports
submitted pursuant to this section as required by the Official Medical Fee Schedule.

Authority cited: Sections 133, 4603.5 and 5307.3, Labor Code.
Reference: Sections 4061, 4061.5, 4062, 4600, 4600.3, 4603.2, 4604.5, 4610.5, 4636, 4658.7,
4660, 4662, 4663 and 4664, Labor Code.

89785.5. Request for Authorization Form, DWC Form REA.

Request for Authorization, DWC Form RFA

Authority cited: Sections 133, 4603.5 and 5307.3, Labor Code.
Reference: Sections 4061, 4061.5, 4062, 4600, 4604.5, 4610, 4610.5, and 4610.6, Labor Code.
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Article 5.5.1 Utilization Review Standards; Independent Medical Review

§9792.6. Utilization Review Standards—Definitions — For Utilization Review Decisions
Issued Prior to July 1, 2013 for Injuries Occurring Prior to January 1, 2013.

As-used-n-this-Article: The following definitions apply to any request for authorization of
medical treatment, made under Article 5.5.1 of this Subchapter for an occupatlonal injury or
illness occurrlnq prlor to Januarv 1, 2013 |f the

on ther uest is.communi ate t the reque t|n ician prlortoJuIvl 2013.

(@) “ACOEM Practice Guidelines” means the American College of Occupational and
Environmental Medicine's Occupational Medicine Practice Guidelines, Second Edition.

(b) *“Authorization” means assurance that appropriate reimbursement will be made for an
approved specific course of proposed medical treatment to cure or relieve the effects of the
industrial injury pursuant to section 4600 of the Labor Code, subject to the provisions of section
5402 of the Labor Code, based on the Doctor's First Report of Occupational Injury or Illness,”
Form DLSR 5021, or on the “Primary Treating Physician's Progress Report,” DWC Form PR-2,
as contained in section 9785.2, or in narrative form containing the same information required in
the DWC Form PR-2.

(c) “Claims Administrator” is a self-administered workers' compensation insurer, an insured
employer, a self-administered self-insured employer, a self-administered legally uninsured
employer, a self-administered joint powers authority, a third-party claims administrator or other
entity subject to Labor Code section 4610. The claims administrator may utilize an entity
contracted to conduct its utilization review responsibilities.

(d) “Concurrent review” means utilization review conducted during an inpatient stay.

(e) “Course of treatment” means the course of medical treatment set forth in the treatment plan
contained on the “Doctor's First Report of Occupational Injury or IlIness,” Form DLSR 5021, or
on the “Primary Treating Physician's Progress Report,” DWC Form PR-2, as contained in section
9785.2 or in narrative form containing the same information required in the DWC Form PR-2.

(f) “Dispute liability” means an assertion by the claims administrator that a factual medical, _or
legal basis exists that precludes compensability on the part of the claims administrator for an

occupational injury, a claimed injury to any part or parts of the body, or a requested medical
treatment.

£ (g) “Emergency health care services” means health care services for a medical condition
manifesting itself by acute symptoms of sufficient severity such that the absence of immediate
medical attention could reasonably be expected to place the patient's health in serious jeopardy.
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£} (h) “Expedited review” means utilization review conducted when the injured worker's
condition is such that the injured worker faces an imminent and serious threat to his or her
health, including, but not limited to, the potential loss of life, limb, or other major bodily
function, or the normal timeframe for the decision-making process would be detrimental to the
injured worker's life or health or could jeopardize the injured worker's permanent ability to
regain maximum function.

£ (i) “Expert reviewer” means a medical doctor, doctor of osteopathy, psychologist,
acupuncturist, optometrist, dentist, podiatrist, or chiropractic practitioner licensed by any state or
the District of Columbia, competent to evaluate the specific clinical issues involved in the
medical treatment services and where these services are within the individual's scope of practice,
who has been consulted by the reviewer or the utilization review medical director to provide
specialized review of medical information.

&5 () “Health care provider” means a provider of medical services, as well as related services or
goods, including but not limited to an individual provider or facility, a health care service plan, a
health care organization, a member of a preferred provider organization or medical provider
network as provided in Labor Code section 4616.

& (k) “Immediately” means within 24 hours after learning the circumstances that would require
an extension of the timeframe for decisions specified in subdivisions (b)(1), (b)(2) or (c) and
(9)(1) of section 9792.9.

44 () “Material modification” is when the claims administrator changes utilization review
vendor or makes a change to the utilization review standards as specified in section 9792.7.

& (m) “Medical Director” is the physician and surgeon licensed by the Medical Board of
California or the Osteopathic Board of California who holds an unrestricted license to practice
medicine in the State of California. The Medical Director is responsible for all decisions made in
the utilization review process.

&) (n) “Medical services” means those goods and services provided pursuant to Article 2
(commencing with Labor Code section 4600) of Chapter 2 of Part 2 of Division 4 of the Labor
Code.

(0) “Medical Treatment Utilization Schedule” means the standards of care adopted by the
Administrative Director pursuant to Labor Code section 5307.27 and set forth in Article 5.5.2 of
this Subchapter, beginning with section 9792.20.

£ (p) “Prospective review” means any utilization review conducted, except for utilization
review conducted during an inpatient stay, prior to the delivery of the requested medical services.

£8) (g) “Request for authorization” means a written confirmation of an oral request for a specific
course of proposed medical treatment pursuant to Labor Code section 4610(h) or a written
request for a specific course of proposed medical treatment. An oral request for authorization
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must be followed by a written confirmation of the request within seventy-two (72) hours. Both
the written confirmation of an oral request and the written request must be set forth on the
“Doctor's First Report of Occupational Injury or Illness,” Form DLSR 5021, section 14006, or on
the Primary Treating Physician Progress Report, DWC Form PR-2, as contained in section
9785.2, or in narrative form containing the same information required in the PR-2 form. If a
narrative format is used, the document shall be clearly marked at the top that it is a request for
authorization.

&) (r) “Retrospective review” means utilization review conducted after medical services have
been provided and for which approval has not already been given.

£ (s) “Reviewer” means a medical doctor, doctor of osteopathy, psychologist, acupuncturist,
optometrist, dentist, podiatrist, or chiropractic practitioner licensed by any state or the District of
Columbia, competent to evaluate the specific clinical issues involved in medical treatment
services, where these services are within the scope of the reviewer's practice.

£ (t) “Utilization review plan” means the written plan filed with the Administrative Director
pursuant to Labor Code section 4610, setting forth the policies and procedures, and a description
of the utilization review process.

£ (u) “Utilization review process” means utilization management functions that prospectively,
retrospectively, or concurrently review and approve, modify, delay, or deny, based in whole or in
part on medical necessity to cure or relieve, treatment recommendations by physicians, as
defined in Labor Code section 3209.3, prior to, retrospectively, or concurrent with the provision
of medical treatment services pursuant to Labor Code section 4600. Utilization review does not
include determinations of the work-relatedness of injury or disease, or bill review for the purpose
of determining whether the medical services were accurately billed.

& (v) “Written” includes a facsimile as well as communications in paper form.

Authority cited: Sections 133, 4603.5, and 5307.3, Labor Code.
Reference: Sections 3209.3, 4062, 4600, 4600.4, 4604.5, and 4610, and 4610.5, Labor Code.
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8§ 9792.6.1. Utilization Review Standards—Definitions — On or After January 1, 2013.

The following definitions apply to any request for authorization of medical treatment, made
under Article 5.5.1 of this Subchapter, for either: (1) an occupational injury or illness occurring
on or after January 1, 2013; or (2) where the %re#eﬁ%%decrsron on the request for

authorrzatlon of medical treatment rs—made i

|n|ury.

£)-“Authorization” means assurance that appropriate reimbursement will be made for an

approved specific course of proposed medical treatment to cure or relieve the effects of the
industrial injury pursuant to section 4600 of the Labor Code, subject to the provisions of section
5402 of the Labor Code, based on either a completed “Request for Authorization for Medical
Treatment,” DWC Form RFA, as contained in California Code of Requlations, title 8, section
9785.5, or a request for authorization of medical treatment accepted as complete by the
claims administrator under section 9792.9.1(c)(2), that has been transmitted by the treating
physician to the claims administrator. Authorization shall be given pursuant to the timeframe,
procedure, and notice requirements of California Code of Requlations, title 8, section 9792.9.1,
and may be provided by utilizing the indicated response section of the “Request for
Authorization for Medical Treatment,” DWC Form RFA if that form was initially submitted
by the treating physician.

£} (b) & "Claims Administrator” is a self-administered workers' compensation insurer of an
insured employer, a self-administered self-insured employer, a self-administered legally
uninsured employer, a self-administered joint powers authority, a third-party claims
administrator or other entity subject to Labor Code section 4610, the California Insurance
Guarantee Association, and the director of the Department of Industrial Relations as
administrator for the Uninsured Employers Benefits Trust Fund (UEBTF). “Claims
Administrator” includes any utilization review organization under contract to provide or conduct
the claims admrnrstrator S utilization review responsibilities. Unless-otheraise-indicated by

£ (c) "Concurrent review" means utilization review conducted during an inpatient stay.

£e3 (d) "Course of treatment" means the course of medical treatment set forth in the treatment
plan contained on the "Doctor's First Report of Occupational Injury or Iliness," Form DLSR
5021, found at California Code of Requlations, title 8, section 14006, or on the "Primary
Treating Physician's Progress Report," DWC Form PR-2, as contained in section 9785.2 or in
narrative form containing the same information required in the DWC Form PR-2.

determlnatron based on the need for addltronal evrdence as set forth in sectron 9792 9.1(7),
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that the timeframe requirements for the utilization review process provided in section
9792.9.1(c) cannot be met.

£ (f) “Denial” means a decision by a physician reviewer that the requested treatment or service
is-hot-medically-necessary sappotbe- is not authorized.

£ (g) “Dispute liability” means an assertion by the claims administrator that a factual,
medical, or legal basis exists, other than medical necessity, that precludes compensability on
the part of the claims administrator for an occupational injury, a claimed injury to any part or
parts of the body, or a requested medical treatment.

h) “Disputed medical treatment” means medical treatment that has been modified or
denied by a utilization review decision.

(i) "Emergency health care services" means health care services for a medical condition
manifesting itself by acute symptoms of sufficient severity such that the absence of immediate
medical attention could reasonably be expected to place the patient's health in serious jeopardy.

1) "Expedited review" means utilization review or independent medical review conducted when
the injured worker's condition is such that the injured worker faces an imminent and serious
threat to his or her health, including, but not limited to, the potential loss of life, limb, or other
major bodily function, or the normal timeframe for the decision-making process would be
detrimental to the injured worker's life or health or could jeopardize the injured worker's
permanent ability to regain maximum function.

(K)"Expert reviewer" means a medical doctor, doctor of osteopathy, psychologist, acupuncturist,
optometrist, dentist, podiatrist, or chiropractic practitioner licensed by any state or the District of
Columbia, competent to evaluate the specific clinical issues involved in the medical treatment
services and where these services are within the individual's scope of practice, who has been
consulted by the reviewer or the utlllzatlon review medical director to provide specialized reV|ew
of medlcal information.

(1) "Health care provider" means a provider of medical services, as well as related services or

goods, including but not limited to an individual provider or facility, a health care service plan, a
health care organization, a member of a preferred provider organization or medical provider
network as provided in Labor Code section 4616.

(m) "Immedlatelv" means Wlthln 24—heu-Fs one busmess dav a#e&%ﬁﬁe%he

(n) "Material modification" is when the claims administrator changes utilization review vendor
or makes a change to the utilization review standards as specified in section 9792.7.
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(o) "Medical Director" is the physician and surgeon licensed by the Medical Board of California
or the Osteopathic Board of California who holds an unrestricted license to practice medicine in
the State of California. The Medical Director is responsible for all decisions made in the
utilization review process.

(p) "Medical services" means those goods and services provided pursuant to Article 2
(commencing with Labor Code section 4600) of Chapter 2 of Part 2 of Division 4 of the Labor
Code.

(q) “Medical Treatment Utilization Schedule” means the standards of care adopted by the
Administrative Director pursuant to Labor Code section 5307.27 and set forth in Article 5.5.2 of
this Subchapter, beginning with section 9792.20.

£ £s) (r) “Modification” means a decision by a physician reviewer that part of the requested

treatment or service is not medically necessary.

£ (1) (s) "Prospective review" means any utilization review conducted, except for utilization
review conducted during an inpatient stay, prior to the delivery of the requested medical services

£ () (1) "Request for authorization" means a written request for a specific course of proposed
medical treatment.

(1) Unless accepted by a claims administrator under section 9792.9.1(c)(2), A request for
authorization must be set forth on a “Request for Authorization for Medical Treatment (DWC
Form RFA),” completed by a treating physician, as contained in California Code of Reqgulations,
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title 8, section 9785.5. Prior to March 1, 2014, any version of the DWC Form RFA adopted
by the Administrative Director under section 9785.5 may be used by the treating physician
to request medical treatment.

(2) “Completed,” for the purpose of this sectlon and for purposes of |nvest|qat|ons and penaltles
means that j

must identi both the em Io ee and the rowder and identify with specificity a recommended
treatment or treatments and be accompanied by documentation substantiating the
need for the requested treatment.

(3) The ferm request for authorization must be signed by the treating physician and may be
mailed, faxed or e-mailed to, if designated, the address, fax number, or e-mail
address designated by the claims administrator for this purpose. By agreement of
the parties, the treatent treating physician may submit the request for authorization
with an electronic signature.

&5 &) (u)"Retrospective review" means utilization review conducted after medical services have
been provided and for which approval has not already been given.

) (v) "Reviewer" means a medical doctor, doctor of osteopathy, psychologist, acupuncturist,
optometrist, dentist, podiatrist, or chiropractic practitioner licensed by any state or the District of
Columbia, competent to evaluate the specific clinical issues involved in medical treatment
services, where these services are within the scope of the reviewer's practice.

£9 (w) “Ut|||zat|on review decision” means a deCISIOn pursuant to Labor Code sectlon 4610 to

rehieve; a treatment recommendatlon or recommendatlons by a physician prior to,
retrospectively, or concurrent with the provision of medical treatment services pursuant to Labor
Code sections 4600 or 5402(c).

£4 68 (x) "Utilization review plan" means the written plan filed with the Administrative
Director pursuant to Labor Code section 4610, setting forth the policies and procedures, and a
description of the utilization review process.

A ) (y) "Utilization review process" means utilization management functions that
prospectively, retrospectively, or concurrently review and approve, modify, delay, or deny, based
in whole or in part on medical necessity to cure or relieve, treatment recommendations by
physicians, as defined in Labor Code section 3209.3, prior to, retrospectively, or concurrent with
the prOVIS|on of medlcal treatment serVIces pursuant to Labor Code sectlon 4600. H—t—l—'—l—Z—&t—l-GH

The utlllzatlon review process begins When the completed DWC Form RFA ora request or

authorization accepted as complete under section 9792.9.1(c)(2), is first received by
the claims administrator, or in the case of prior authorization, when the treating physician
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http://www.lexis.com/research/buttonTFLink?_m=e44796ac3683a72f278b7a606ad2cb4d&_xfercite=%3ccite%20cc%3d%22USA%22%3e%3c%21%5bCDATA%5b8%20CCR%209792.6%5d%5d%3e%3c%2fcite%3e&_butType=4&_butStat=0&_butNum=8&_butInline=1&_butinfo=CA%20LAB%203209.3&_fmtstr=FULL&docnum=1&_startdoc=1&wchp=dGLbVlz-zSkAl&_md5=7cf482190377aab33860870813102d17
http://www.lexis.com/research/buttonTFLink?_m=e44796ac3683a72f278b7a606ad2cb4d&_xfercite=%3ccite%20cc%3d%22USA%22%3e%3c%21%5bCDATA%5b8%20CCR%209792.6%5d%5d%3e%3c%2fcite%3e&_butType=4&_butStat=0&_butNum=9&_butInline=1&_butinfo=CA%20LAB%204600&_fmtstr=FULL&docnum=1&_startdoc=1&wchp=dGLbVlz-zSkAl&_md5=9b84b4ed4b4ef2e55d036dac01c6fe3a

satisfies the conditions described in the utilization review plan for prior authorization.

& (aa) (z) "Written" includes a communication transmitted by facsimile or in paper form.

Electronic mail may be used by agreement of the parties although an employee’s health records
shall not be transmitted via electronic mail.

Authority cited: Sections 133, 4603.5, and 5307.3, Labor Code.
Reference: Sections 3209.3, 4062, 4600, 4600.4, 4604.5, 4610, and 4610.5, Labor Code.
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89792.7. Utilization Review Standards--Applicability

(a) Effective January 1, 2004, every claims administrator shall establish and maintain a
utilization review process for treatment rendered on or after January 1, 2004, regardless of date
of injury, in compliance with Labor Code section 4610. Each utilization review process shall be
set forth in a utilization review plan which shall contain:

(1) The name, address, phone number, and medical license number of the employed or
designated medical director, who holds an unrestricted license to practice medicine in the state of
California issued pursuant to section 2050 or section 2450 of the Business and Professions Code.

(2) A description of the process whereby requests for authorization are reviewed, and decisions
on such requests are made, and a description of the process for handling expedited reviews.

(3) A description of the specific criteria utilized routinely in the review and throughout the
deCIS|0n -making process, including treatment protocols or standards used in the process A

_ The treatment Qrotocols or standard
governlng the ut|I|zat|on review QI’OCGSS shaII be consistent with the Medical Treatment

Utilization Schedule adopted by the Administrative Director pursuant to Labor Code section
5307.27.

(4) A description of the qualifications and functions of the personnel involved in decision-
making and implementation of the utilization review plan.

(5) A description of the claims administrator's practice, if applicable, of any prior authorization
process, including but not limited to, where authorization is provided without the submission of
the request for authorization.

(b)(1) The medical director shall ensure that the process by which the claims administrator
reviews and approves, modifies, delays, or denies requests by physicians prior to,
retrospectively, or concurrent with the pr