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To:
Indiana Worker’s Compensation Insurance Carriers                                                                                                        


Indiana Self-Insurers


Third Party Administrator’s handling worker’s compensation


Indiana Insurance Institute


American Insurance Association

From:
Indiana Worker's Compensation Board

Date:
08/24/99
Re:
June 17 Hospital Billing Adjustment Compliance with IC 22-3-3-5.2

The Board has recently learned that a fictional bulletin was issued under the guise that it was an official worker’s compensation declaration of new policy concerning balance billing pursuant to IC 22-3-3-5.2.  The June 17 bulletin entitled Hospital Billing Adjustment Compliance with IC 22-3-3-5.2 was drafted by an attorney as a wish list for changes to the billing statute.  It was  forwarded to the Worker’s Compensation Board with an accompanying cover letter, but the bulletin itself was not marked as a draft.  Additionally, the attorney sent the letter and proposed bulletin to his interested clients.  Unfortunatley, a client or clients reproduced and disseminated the proposed draft without the modifying language of the letter.

The Worker’s Compensation Board neither authored, nor approved, nor acquiesced to that bulletin.  The declarations of policy stated within the June 17 memo are totally and completely incorrect and have no bearing on the method by which the Worker’s Compensation Board intends to adjudicate issues concerning medical provider fees and in particular hospital fees.  To avoid the risk of further uncertainty, the bulletin memo will not be recited within this memo.  To be sure that you are not mislead, please note that since the passage of IC 22-3-3-5.2 in 1995, the Worker’s Compensation Board has not issued any bulletin in contravention of that statute, nor have any bulletins been issued by the Board giving or rendering opinions concerning that statute.  Please treat this memo as an official document from the Worker’s Compensation Board that you should continue to follow the statutory authority of IC 22-3-3-5.2.  That statue in its entirety is as follows.

IC 22-3-3-5.2

    Sec. 5.2. (a) A billing review service shall adhere to the following requirements to determine the pecuniary liability of an employer or an employer's insurance carrier for a specific service or product covered under worker's compensation:

        

(1) The formation of a billing review standard, and any subsequent analysis or revision of the standard, must use data that is based on the medical service provider billing charges as submitted to the employer and the employer's insurance carrier from the same community. This subdivision does not apply when a unique or specialized service or product does not have sufficient comparative data to allow for a reasonable comparison.

        (2) Data used to determine pecuniary liability must be compiled on or before June 30 and December 31 of each year.

        (3) Billing review standards must be revised for prospective future payments of medical service provider bills to provide for payment of the charges at a rate not more than the charges made by eighty percent (80%) of the medical service providers during the prior six (6) months within the same community. The data used to perform the analysis and revision of the billing review standards may not be more than two (2) years old and must be periodically updated by a representative inflationary or deflationary factor. Reimbursement for these charges may not exceed the actual charge invoiced by the medical service provider.

        (4) The billing review standard shall include the billing charges of all hospitals in the applicable community for the service or product. 

    (b) A medical service provider may request an explanation from a billing review service if the medical service provider's bill has been reduced as a result of application of the eightieth percentile or of a Current Procedural Terminology (CPT) coding change. The request must be made not later than sixty (60) days after receipt of the notice of the reduction. If a request is made, the billing review service must provide:

        (1) the name of the billing review service used to make the reduction;

        (2) the dollar amount of the reduction;

        (3) the dollar amount of the medical service at the eightieth percentile; and

          (4) in the case of a CPT coding change, the basis upon which the change was                                                               made; not later than thirty (30) days after the date of the request.

I would hope the above clarifies any misunderstanding within the worker’s compensation community and I regret any problems that this misguided June 17 document may have caused you.  You may visit our website at www.state.in.us/wkcomp for any further bulletins of this or any other nature from the Worker’s Compensation Board.
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