INDEPENDENT REVIEW ORGANIZATION (IRO)
ONLINE REQUEST FORM
SYSTEM PROCEDURES

The IRO Online System has been developed to efficiently assist Utilization Review
Agents (URA) and Payors/Carriers in requesting a review by an Independent Review
Organization.
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Required Information and Definitions

The following information will be required for data entry:
What type of insurance or health care plan?
Type 1 — Health Care Plan (Non-Workers” Compensation)

Type 2 — Certified Workers” Compensation Health Care Network Plan
Type 3 — Workers’ Compensation Non-Network Plan

Signed authorization for the release of medical information to the assigned IRO for
health only.
Section | - Name of Party Requesting IRO.

e Self, (patient or injured employee) Party acting on behalf of patient or injured
employee, Provider that received adverse determination or other physician or
health care provider.)

Section 11 — Provider That Received the Adverse Determination

e Physician/Doctor or other health care provider/practitioner who
requested/provided the services that are being denied and who received the initial
denial review and/or reconsideration or appeal denial as applicable.

Section 111 — Additional Physicians or Health Care Providers

e Additional physicians or other health care providers who provided care to the
patient and may have medical records relevant to the review.
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Required Information and Definitions

Section IV — Patient Information

e Patient/Injured Employee for whom health care services are being requested or
provided.

Section V — Payor Information

e An insurer writing health insurance policies

e Any preferred provider organization, health maintenance organization, self-
insurance plan or

e Any other person or entity which provides, offers to provide, or administers
hospital, outpatient, medical or other health benefits to persons treated by a health
care provider in this state pursuant to any policy, plan, or contract.

Section VI - Utilization Review Agent (URA) Type 1 Health Care Plan

e An entity is certified by the TDI as a utilization review agent and conducts the
review of services that are being denied.

Section VI - Workers’ Compensation Health Care Network Type 2

e An entity certified by TDI as a Workers’ Compensation Health Care Network as
defined by Chapter 1305.04 (16)

Section VII — Additional URA Reviewers

e Additional physicians or other health care providers who participated in the
review/determination of the Utilization Review.
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Required Information and Definitions

Section VII1- Denial Information

The fields located in Section VIII — Denial Information are mandatory fields and should

A determination by a utilization review agent that the health care services
furnished or proposed to be furnished to an enrollee/injured employee are
medically necessary.

Current Procedural Terminology (CPT codes)

International Classification of Diseases (ICD-9 codes)

be completed to the extent of the information you have related to the request.

M = Mandatory
O = Optional

not

Retrospective is Not

well as Units, Amount,
Date of Injury and Claim

Retrospective Concurrent Prospective
Begin Date M M O
End Date O ©) ©)
ICD-9 M O @)
HCPCS/CPT M O )
Modifiers O O O
Units ©) ©) ©)
Applicable to Health as Amount M O O
> Date of Injury M M M
— | Claim Number ®) O ©)

Number.

EXAMPLE OF REQUIRED FIELDS

2} Texas Department of Insurance - IRO Reguest Form - Microsoft Internet Explorer ===
File Edit  Wiew Favori tes  Tools  Help | o=
eﬂa(kv'ﬁ;v @ @ ‘::j|pSear(h ‘}i\:(F sssss tes @|B-;- Fo 8
Address @ http: /fsaturn.z1 . kdi.state. b, us: 77 7/ IRORequestFormihealthCareCtrl jsp =1 Go | Links | & -
Frype of Provieer [ EEEEELITR =l -
~ State of
- — N =
M_I—smemoﬂe— =
Acld More URA Fieviewers |
SECTION VIII - DENIAL INFORMATION
Primary
Diagnosis Service Being
Service Service Denied Amount
ype of Begin Date End Date a9/ (HCPCS, CPT. Billing Modifiers Units of Billed
Rewview MM/DD. MM/DD. DSRA NDC Code’ if applicable Service [REAR A
[Concurent =] I (=) I | I I Il I I
5 = I =) I = | I 1 C 11 I [
[Selectone - =] [ [m=| [ = | | | | | |
[F=electone- =] [ (=] I || [ [ [ [ [ [
[FSelectone =1 [ (| I o] [ [ [ [ [ [
[Select one - =] [ - I o] [ [ [ [ [ [
Add More Denial Information |
Ploase ensure that all of the entered information is cumple(e and correct prior to submission.
nce the IRO R has been be made on-line.
Submit IR0 Request |
] [ Sdlecalntanst
diorare| | @ (5 B & | omo.. | #Ero.. | @zn.. |[ElTena.. (@& PO D@ @@ +05pm
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Overview of Independent Review Organization (IRO) Plan Types

The following instructions have been provided to assist all users in navigating through
the online system. You must have access to the internet to use this system.

All required fields throughout the IRO Online Request Form will have an asterisk

(*) to indicate the field is required. This information must be entered in it’s
entirety for the system to allow you to submit your request.

There are 3 different types of IRO Request that may be submitted via the internet online
form.

Type 1 - Health Care Plan (Non-Workers” Compensation)

Type 2 - Certified Workers” Compensation Health Care Network Plan

Type 3 - Workers’ Compensation Non-Network Plan

a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer - ||:||5|
File Edt ‘iew Favorites Tools  Help | l';'

Co eaack - J - d @ _h | /:j Search ‘-3”:(‘ Favorites ﬁ‘;‘ [_\" :\F © _J ﬁ

Address I@ http:,l’,l’saturn‘zl.td\.state.tx‘us:?F?QIIRORequEstForm,ilag\n.1sp?p1=633285870246115954299136&pz=63325951874465809965788{j Go | Links |@ -

TEXAS DEPARTMENT OF INSURANCE
IRO REQUEST FORM

Logout

-

WELCOME TO THE ONLINE APPLICATION FOR REQUESTING A REVIEW
BY AN INDEFENDENT REVIEW ORGANIZATION (IRO)

Please heyin by selecting the appropriate type of insurance or heath care plan:

3TYPES
1. Health care plan (non Workers' Comp.)

ealth care plan (non Workers' Compensation)

Certified Workers' Compensation health care network plan

orkers' Compensation non-network plan

2. Certified Worker's Comp. health care
network plan.

Is patient/injured employee’s lition life-threatening? Yes ¢ No

Is IRO review request court-ordered? Yes ¢ No .
L 3. Workers' Compensation non-network plan

By checking this box, | certify that there are no pending compensability, extent or liahility dispute issues relatd

for which this request for IR0 is being submitted (not applicable to Health care plans).

cannot be partially entered and sa\red for cnmpletlnn at a later time. Once submitted, the data entered will not be accessible

By checking this box, | ach ledy | ling that the IRO Request Form must be completed in its entirety. Information
for editing.

Caontinue | |
€] pene O I = ™=

distart| | @& & 5 HE ® | B RO onine Form Inst. ., || &1 Texas Department... |W8 @ QU@ 23444
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Type 1 Health Care Plan Non-Workers’ Compensation

Welcome to the Online Application For Requesting A Review By An Independent
Review Organization (IRO) System.

Instructions for Type 1- Health Care Plan (Non-Workers’ Compensation)

*You can click in the text, boxes, circles and fields through out the
system. The system has been designed to accommodate the American
Disability Act.

Begin by selecting the appropriate type of insurance or health care plan. Click in the
circle or the words next to the plan you are choosing as shown in Box 1 on the screen
below.

You will also be required to answer the questions found in Box 2 by clicking in the
Yes or No circles as shown below.

Box 3 will automatically gray as this box is used in conjunction with the Type 2

Certified Workers’ Compensation Health Care Network Plan and Type 3 Workers’

Compensation Non-Network Plan.

Click on the box found in Box 4 to check that you acknowledge and understand the IRO

Request Form must be completed in its entirety. The information can not be partially
completed or saved for completion at a later time.

Click Continue to continue entering your information.

2} Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer — =] =]
iz Eel Wew  (Fered tes Tools Help | o
% - 3 S I 3
@ Back - () - =] | o Search ) Favar tes  Jf<) | - e = o- | &

Address |e_‘| http:ffsaturn.z1.tdi.state.bx.us: 7779/ IR ORequestFormflogin. jsp

~| B3 se |L|nks|@ -

TEXAS DEPARTNMENT OF INSURANCE
IR0 REQUEST FORM

WELCOME TO THE ONLINE APPLICATION FOR REQUESTING A REVIEW
BY AN TINDEPENDENT REVIEW DRGANIZATION (TRO)

Lagout

I |

—’Please begin by selecting the appropriate type of insurance or heath care plan:
Box 1
Health care plan {(non Workers' Compensation) =
Certified Workers® C ion | Ith care k plan Lo
Workers” Compensation non-network plan L]
Is i injured loyee's lition life_threatening? Yes & No
BOX 2 Is IRO review request court-ordered? Yes = No
By checking this box, | certify that there are no pending compensability, extent or liability dispute i rel 1 to the services for which this request
Box 3 for IRO is being submitted (not applicable to Health care plans).
By checking this box. | acknowledge understanding that the IRO Request Form must be completed in its entirety. Information cannot be partially
BOX 4 entered and saved for completion at a later time. Once submitted, the data entered will not be accessible for editing.
[&1 [%J Local intranet
aisrare| | 5 (G o BB ® | [ s movel < |[E] Tanas Daw. | @] pocumer:. | [€5 58 @ [AD@ @ s:2s am
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Type 1 Health Care Plan Non-Workers’ Compensation

Indicate the type of health care coverage.

Select one type of Health Care Coverage as shown in Box 5 below, by using the drop
down box located in Box 5.

a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer ;Iilﬂ
File Edit Wiew Favorites Tools  Help | :,'
@Back - \‘) - u @ \-_;]|;)Search *Favorltes @| [‘j'\:v :\? E - _J ﬁ
Address I@ http: fisaturn,z 1 bdi, skate.bx us: 7779/ IRORequestFormwelcomeCtrl jsp j GO | Links |@ -
TEXAS DEPARTMENT OF INSURANCE
IRO REQUEST FORM
Logout
HEALTH CARE PLATY

RN

Please indicpte the type of health care coverage:

I—Se\ectOne— 'I
One-
By checking this box, | certify that the patient, patient's legal guardial Indlemnity

independent review organization request form and that the URA and |-,
accordance with statutory requirements,

Box 5

epresentative signed the medical release section of the
5 acting on the URA's behalf will maintain the signature in

|
|&] bone ’_’_’_’_’_ g Local intranet:
dsion| | & @ 0 M ® | @en | 0. [ Bro... [Eren. HBOATES ssar
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Type 1 Health Care Plan Non-Workers’ Compensation

You must click on the box located in Box 6 to check that you certify the patient, patient’s
legal guardian or authorized representative signed the medical release section of the
independent review organization request form and that the URA and any other persons
acting on the URA’s behalf will maintain the signature in accordance with statutory

requirements.

Click Continue to continue entering your information.

a Texas Department of Insurance - IRO Request Form - Microsoft Internet Explorer

Fle Edt View Favorkes Toos Help

=181

o
.

Bk + () - " ) search \.JnL Favorkes 404) \:, l : p

address |@| hittp:jsaturn.z1 ki stake b, us 7779 IRORequestForm/welcomeCtrl jsp

| B ‘Links‘@-

HEALTH CARE FLAN

* Please select a type of health care coverage.

4

TEXAS DEPARTMENT OF INSURANCE
IRO REQUEST FORM

Logout

Please indicate the type of health care coverage:

accordance with statutory requirements.

|@Done
tsat| |8 G MEEBE® | Ban-

By checking this box, | certify that the patient, patient’s legal guardian or authorized representative signed the medical release section of the

independent review organization request form and that the URA and any other persons acting on the URA's behalf will maintain the signature in V\

Box 6

I/
ST Mo

R0 | EIR0 .. [[£) Texan, (HWO QU@ 10012
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Type 1 Health Care Plan Non-Workers’ Compensation
Section |

All required fields throughout the IRO Online Request Form will have an asterisk
(*) to indicate the field is required. This information must be entered in its entirety
for the system to allow you to submit your request.

Use your tab key to navigate through the document form beginning in Section I.
If you fail to complete the required fields you will receive this message at point of
submittal.

If you use a mouse errors may not be indicated until all data is entered and the
submit button is selected.
You can use your mouse to click in fields you may have inadvertently placed incorrect

information in, or to complete information that has been inadvertently left out.

SECTION | - NAME OF PARTY REQUESTING IRO

Information that is not required should be submitted allowing for a more complete
request.

Please choose from the drop down box (self, party acting on behalf of patient or provider

that received adverse determination or other physician or health care provider). What is
the relationship of the Party Requesting IRO to the patient/injured employee?

3 Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer - |5‘|5|
File Edit View Favorites Tools Help | a.
é ) ] ﬂ ( . . g i
@ Back - - <>} ::j | p Search w Favorites @ | B =1 - ﬁ
Address @ http:fisaturn. 21.tdi.state. bx. us: 7779 IRORequestForm/healthcareCrrl. jspatnull Ea| Go | Links |@ -

SECTION I- NAME OF PARTY REQUESTING TRO

What is the relationship of the Party Requesting IRO to the patient/injured employee?
* Please specify relationship of Party Requesting IRO to patient.
|f Select One - ;I

Reguesting IR0 is a provider, complete |.B. In all other cases, complete |-A.

VT A

_>
estor
F-irst Hame Middle Name I I

StootAddross |
I

poy | TS o = Fzip Code | -1
| S Frtension | Fax numor I Y
I-B

 Provider Name |
Provider Contact
First Hame I Last Hame I

" Street Address I

_I
- phone numbor | IR INRIRY
| i Number |

e uf Provider I Select One - LI
I Select One - =l |
& [T [ Ndlocalintranet
&istart| | & & oy M ] | @an.. | Dmro.. | ko, |[E]Texa.. (DO U W& 10554

Fsae IO 7o code | |
xtonsion | - Fox numbor [INEEY RS
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Type 1 Health Care Plan Non-Workers’ Compensation

Section |

If Party Requesting IRO is a provider, complete I-B. In all other cases, complete |-A.

Please enter the following information in Section I, I-A:

Requestor is self or party acting on behalf of patient.

The fields that must be completed are listed below:

*Requestor First Name
*Last Name

*Street Address

*City

*State and Zip Code

If you inadvertently tab or click in a disabled section in error you may loose your cursor.
Click your mouse in a field outside of the disabled area to view position of cursor.

If you are completing section I-A you do not have to complete section I-B.
This section will be disabled and you will not be allowed to enter data into the section I-B

%3 Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer 1= x|
File Edit Wiew Favorites Tooks  Help | o

@Back - & - D @ :h|pSearch *Favnrites @| 8- ,{_; - JE

Address [&] http:ffsaturn.z1.kdi.skate. bx.us:7 779/ IR ORequestFormiheakhCareCtrl, jsp#nul

B = = |L\nks|@v

SECTIONI-

NAME OF PARTY REQUESTING ITRO

TEXAS DEPARTMENT OF INSURANCE
IRO REQUEST FORM

Logout

What is the relati

hip of the Party Req

2
If Party Requesting IRO is a provider, complete |-B. In all other cases, complete |-A.

=

g IRO to the patientinjured employee?

LA,

= First Hame is required.
" Requestor
First Name I

* Street Address is required.

Middle Name I

* Street Address

* City is jequired.

——
hone number IERRYINRY
I-B

s
exiension |

 Providor Name |
Provider Contact
First Hame

* Last Name is required.

“ Last Name

*Zip Code is required.

[ ][]

* Zip Code

—

Fax numnoIERRY IR

Lasioe

© Street Address I

_
Phone number IS RIRY I

- a
S -

[&
wstartljﬁ@ﬁgg

fields.

| @an. | Omwo..

| MRS ...

I O O I = T T
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Type 1 Health Care Plan Non-Workers’ Compensation
Section |

If Party Requesting IRO is a provider, complete I-B.

Choose from the drop down box (provider that received adverse determination or other

physician or health care provider) in Section I — Name of Party Requesting IRO.
Enter the following information in Section I, 1-B:
The fields that must be completed are listed below:

*Provider Name

*Street Address

*City

*State and Zip Code

*Phone Number

*Fax Number

*Type of Provider
*Professional License Number
*State of Licensure

*Specialty

HEALTH AND WC NETWORK CERTIFICATION & QA DIVISION 11/08/06
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Type 1 Health Care Plan Non-Workers’ Compensation
Section |

Information that is not required should be submitted, allowing for a more complete
application.

3 Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer - |E |ﬂ
Fle Edit View Favorites Tools  Help

Q- 0 11 @) (] Lo sierons @[3 5 5 U

Address |@ http:ffsaturn.z1 kdi.state.be,us: 7779/ TRORequestFormfhealthCareCtrl jsp j Go |Links |@ -

[
SECTIONI- NAME OF PARTY REQUESTING IRO

What is the relationship of the Party Requesting IRO to the patient/injured employee?

Pravider That Received The Adverse Detarmination j

If Party Reque- Sﬁ“?':t One- complete |8, ™
Se

LA
o
First Name

F SootAdiress |

e

oy | DO -- ] Fzp Cose |

prone tumber IS WSS I Extension Fox tumber IR N
B

* Provider Name I

Provider Contact

S oo,
Stootdiess |
|
_I sue O core NN
phons Numser IR IS I Extension_| Fas tumber IS I

e e —
e v TS 3

* Professional * State of
Specialy RO 5]

||
[&] Dane [T [ [ [ Ntocalinranet
Startl @@ o MEEERNE® | ®zn... v”@m;a,.. 0. | ®jra.. | Br2oDU@S w7em

B oo, E—

Other Ph sician Or Health Care Provlder
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Type 1 Health Care Plan Non-Workers’ Compensation
Section Il

SECTION Il - PROVIDER THAT RECEIVED THE ADVERSE
DETERMINATION

Once you have entered the Fax Number located in Section I, I-A press your tab key to
continue to SECTION II.

Pressing the tab key will take you to the 1¥ question in Section II.

Is the provider that received the adverse determination the same as the party
requesting the IRO? Yes or No

If Yes go to Section 111 — Additional Physicians or Health Care Providers.

If you have chosen Self or Party acting on behalf of the patient or injured employee
located in Section I, you must click on No when answering the question above.

If you choose No the following fields must be completed:

*Provider Name
*Street Address

*City

*State and Zip Code
*Phone Number

*Fax Number

*Type of Provider
*Professional License
*State of Licensure
*Specialty

HEALTH AND WC NETWORK CERTIFICATION & QA DIVISION 11/08/06
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Type 1 Health Care Plan Non-Workers’ Compensation
Section Il

Information that is not required should be submitted, allowing for a more complete

application.
a Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer: - |8 |ﬂ

Fle Edt Yiew Favortes Tools Help

Q- FEESIERN

AddressI@http:Hsaturn.zl‘tdi.state.tx.us:?‘??9J'IRORequestForm;’heaIthCareCtrI.jsp j Go | Lirks @ -

SECTION IT - PROVIDER THAT RECEIVED THE ADVERSE DETERMINATION

Is the provider that received the adverse determination the same as the party requesting the IR0?

Yes " No ©
If No, provide the following information {otherwise skip to Additional Physicians/Health Care Providers section:

FProidertane
Provider Contact
First Name I L ast Name

Stosthides |
I

oy | SO
v [
hitnber | hpituner |

e I
e

T e of Provider I Select One- vl

Prufessmnal * State of

e e B
I SeledOne j

SECTION I - ADDITIONAL FHYSICIANS or HEALTH CARE FROVIDERS

Are there additional physicians or other health care providers who provided care to the patient and may have medical records relevant to the review?

Yes " No O

If Yes, provide the following information for each one (otherwise skip to Patient/Injured Employee Information secion):

Prodertane
Provider Contact -
First Name I Last Name I
1 ﬂ

2] Done rrrrr g Local intranet
M legom ® | R0 onne..| B RO o . [ ) remasDe.. (8O Q@S s
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Type 1 Health Care Plan Non-Workers’ Compensation
Section lll

SECTION 111 — ADDITIONAL PHYSICIANS or HEALTH CARE PROVIDERS

Click on Yes or No to the question below.

Are there additional physicians or other health care providers who provided care to
the patient and who may have medical records relevant to the review?

If Yes the following fields must be completed in Section III:

*Provider Name
*Street Address
*City

*State and Zip Code
*Phone Number
*Fax Number

If No go to Section IV Patient Information.

If you have more than 1 physician or provider click on the Add More
Physicians/Provider button located at the end of Section III.

Information that is not required should be submitted, allowing for a more complete
application.

a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer — |5' |5|

File Edit View Favoribes Tools  Help
@Back - Q - D @ :_:j|psaarch *Favorites @ D}E' ; = I_J ﬂ

address IE http:/fsaturn.z1 . bdi state. bx.us: 7779/ IRORequestFormfhealthCareCtrl, jsp =l Go | Links |@ M

-

SECTION I - ADDITIONAL PHYSICTATNS or HEALTH CARE PROVIDERS

Are there additional physicians or other health care providers who provided care to the patient and may have medical records relevant to the review?
Yes ¢ No
If Yes, provide the following information for each one (otherwise skip to Patient/Injured Employ Infor

F ProviderName |
Provider Contact

First Hame I Last Name I

" Street Address I

_I Fsae (NN io cove | -
Phone number IR WY extension | - Fax number IR IR
T [- Setect One - =
meessmnal State of
I Select One - LI

Add More Physicians/Providers |

SECTION IV - PATIENT INFORMATION

Is the pati injured ploy the same as the party requesting the IRO?
Yes ¢ No

If Yes, provide Social Security Number, Date of Birth and Sex, and then skip to Payor/Carrier Information section.
If Mo, provide all of the following information:

@ rone : T T [ Ndlocambanse
lb'startl &= m 4] | 3 roonine ... | ERo oniine ... |[&1 Tewas pe.. [ O AE @@ 1:35rm

Type 1 Health Care Plan Non-Workers’ Compensation
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Section IV

SECTION IV — PATIENT INFORMATION

Click on Yes or No to the question below.

Is the patient the same as the party requesting the IRO?

If Yes the following fields must be completed in Section III:

*Social Security
*Date of Birth
*Sex

If No the following fields must be completed in Section III:

*Social Security
*Date of Birth

*Sex

*Patient’s First Name
*Patient’s Last Name
*Street Address
*City

*State

*Zip Code

HEALTH AND WC NETWORK CERTIFICATION & QA DIVISION 11/08/06
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Type 1 Health Care Plan Non-Workers’ Compensation
Section IV

Information that is not required should be submitted, allowing for a more complete
application.

a Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer - 5|ﬂ

Fie Edi Yiew Favortes Tads Hep

eBack - @ . @ @ @‘pSearch *Favnrites .@‘@& D ﬁ

Address @http:,l',lsaturn.zl.tdi.state.tx.us:T??9IIRORequestForm,l’healthCareCtr\.jsp j Go  |Links @ v

SECTION IV - PATIENT INFORMATION 4

Is the patient/injured employee the same as the party requesting the IR0?

Yes  No €
If Yes, provide Social Security Number, Date of Birth and Sex, and then skip to Payor/Carrier Information section.

If o, provide all of the following information:
* Social Security * Date Of Birth
" Street Address l

e tame | Lositane |

I
Gy
pionetunker [N N

Sl oo [
Erersin o onter I

SECTION V- PAYOR INFORMATION

Paurtane |
*Payor Contact

el
" Street Address I

oI

I
oy |
pinne tunter NSNS

TR 0O [

SECTION VI- UTILIZATION REVIEW AGENT

[
&] e CT T T N Loclintrane:
w5tart| EIERE].-. ® | G mroonive...| @) Rooire...[[ €] Texaspe.. O Q@S 1amm
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Type 1 Health Care Plan Non-Workers’ Compensation
Section V

SECTION V - PAYOR INFORMATION

The following fields must be completed in Section V:

*FEI Number

*Payor Name

*Payor Contact First Name
*Payor Contact Last Name
*Street Address

*City

*State

*Zip Code

*Phone Number

*Fax Number

Information that is not required should be submitted, allowing for a more complete

application.
3 Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer - Iﬁl |5|
File Edit View Favorites Tools  Help | ﬁ'
7 I T
Q- © - 1) &) (] O Jgrons @] 212 5L D
Address @http:,f,fsaturn.zl.tdi.state.tx.us:???9,!’IRORequestForm,l’heaIthCareCtrI‘jsp j e Go |Links |@ -
=

SECTION VY - PAYOR INFORMATION

* FEl Numher I
PayorName |
* Payor Contact

First Hame I * Last Name I

" Street Address I

_I swe DI o R
- phone umber IR IR Ertension | - Fax humber RS I N

SECTION VI- UTILIZATION REVIEW AGENT

[ Select URA Name (FEI NumberTD! Certiicate Number) - ]

* URA Contact
First Hame I " Last Name I
" Street Address I

_I pswe |7 coic | IR
" phone tumber IS IS N Extonsion | T

* Date URA Received
IRO Request

MM/DD/ [ il

1. Is the URA or any of its affiliated companies licensed as independent review organization?
Yes © No ©
If ¥oe ideantifi whirh IRN inthanwies ckin tn enheartinn 21 j
@ Done ’_ ’_ ’_ ’_ ’_ @ Local intranet
Ejstart| la@E o . ® | ©y®oorlne ... | @] Ro onine ... |[&] Texas De.. WO U @@ :4zpm
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Type 1 Health Care Plan Non-Workers’ Compensation
Section VI

SECTION VI -UTILIZATION REVIEW AGENT

The following fields must be completed in Section VI:

*URA Name

*URA Contact First Name

*URA Contact Last Name

*Street Address

*City

*State

*Zip Code

*Phone Number

*Fax Number

*Date URA Received IRO Request

Information that is not required should be submitted, allowing for a more complete
application.

Please answer the question below by clicking Yes or No.

Is the URA or any of its affiliated companies licensed as independent review
organizations? Yes or No?

If Yes identify which IRO by choosing the appropriate IRO company name from the
drop down box located below the question.

Provide the following information for the physician or health care provider who
performed the initial adverse determination review:

*Provider Name

*Type of Provider
*Professional License Number
*State of Licensure

*Specialty

HEALTH AND WC NETWORK CERTIFICATION & QA DIVISION 11/08/06
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Type 1 Health Care Plan Non-Workers’ Compensation
Section VI

Please answer the question below by clicking Yes or No.
Was a reconsideration or appeal of the adverse determination conducted? Yes or No
If Yes provide the following information:

*Provider Name

*Type of Provider

*Professional License Number

*State of Licensure

*Specialty

If No go to Section VII — Additional URA Reviewers.

Information that is not required should be submitted, allowing for a more complete
application.

If you chose No you do not have to provide the information listed above. Tab to Section
VII.

) Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer - & x|
File Edit “iew Favorites Tools Help | ?
i ; jnt
Om -0 1 & O] D= iem= Bl 25 UK
Address I@ http:fisaturn.z1.kdi.state. b us: 7779/ IRORequestFarmfhealthCareCtrl. jsp j GO | Links |@ -
SECTION VI - UTILIZATION REVIEW AGENT B

* URA Name - Select URA MName (FEI Number/TDI Certificate Number) - y
* URA Contact
First Name I * Last Name I

StroetAddress |
A

Fsae | d
phone tumbor ISR Evtonsion | o vumner I N I

* Date URA Received

IRO R t
o et}ues l— EI

1. Is the URA or any of its affiliated companies licensed as independent review organization?
Yes © Mo ©
If Yes, identify which IRO (otherwise skip to subsection 2):
- Selact IRO Name (FEI Nurmber/TDI Certificate Number) - j

2. Provide the following information for the physician or health care provider
who performed the initial adverse determination review:

" Provider Name |
FE| Number WP Numbor |

[ Type ofProvider | NECEERIES |

meeﬁlonal * State of

I Select One -

=l
| Dong l_l_f_l_’_ g Local intranet
sttart| oo HE ® | Eyrocrine .| R0 onine .. |[E] TewasDe.. [ AU @S 1:44pu
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Type 1 Health Care Plan Non-Workers’ Compensation
Section VI

a Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer Jﬂﬂ

Fle Edt View Favorkes Tools Hep

eBack @ O 5 @ @ \/h‘psﬁrch LZ/J"\?Favorites @‘ ﬁ & . D ﬁ

Address I@http:,f,fsaturn.zl‘td\.state‘tx.us:?7?9,fIRORequestFortheaIthCareCtrI‘]sp j Go  Links @ .

2, Provide the following information for the physician or health care provider
who performed the initial adverse determination review:

*Provider Name I

“Type of Provider |'59|ed0ne-

* Professional * State of
T N
speciay IS ]

3.

Was a reconsideration or appeal of the adverse determination conducted?

Yes " No

If, Yes provide the following information for the physician or health care provider
who performed the recansideration or appeal review of the adverse determination
(otherwise skip to Additional URA Reviewers section):

*Provider Name I

* FEI Number I NPI Number
“Type of Provider I'SE|E!I:T One- j

* Professional " State of
b I e B
speciay [T ]

SECTION VII- ADDITIONAL URA REVIEWERS

Are there additional physicians or other health care providers who participated in the review/determination of the Utilization Review Agent?

Yes © No €
If Yes, provide the following information for each one {otherwise skip to Denial Information section):

[
|&] pons DT T T S ool inanet
M legom ® | Roonie..| B0 onie.. [ ¢ Texos De.. MO QUBE 15
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Type 1 Health Care Plan Non-Workers’ Compensation
Section VI

SECTION VII - ADDITIONAL URA REVIEWERS

Click on Yes or No to the question below.

Are there additional physicians or other health care providers who participated in the
review/determination of the utilization review agent? Yes or NO

If Yes the following fields must be completed in Section VII:

*Provider Name

*Type of Provider

*Professional Licensure Number
*State of Licensure

*Specialty

If No go to Section VI11- Denial Information.

Information that is not required should be submitted, allowing for a more complete
application.

If you have more than 1 URA Reviewer click on the Add More URA Reviewers button
located at the end of Section VII.

180
File  Edit View Favorites Toaols Help | #
Qo - © - 1] B (| oo Jcrowns @] 3 2 - | @
Address IE hittp: ffsaturn. 21 kdi.state. b us: 7779/ IROR equestFormfhealthCare el jsp =l Go | Links |'@ -
=
SECTION VII - ADDITIONAL URA REVIEWERS
Are there additional physicians or other health care providers who participated in the review/determination of the Utilization Review Agent?
Yes ¢ No
If Yes, provide the following information for each one (otherwise skip to Denial Information section):

ProviderName |

Pt Numper |

fType of Provider  |REETELIER =l

Professmnal * State of
I SelectOne -
Add More URA Reviewers |
SECTION VIII - DENIAL INFORMATION
Senm:e Being
Service i Amount
ype of Begin Date E 9/ 0 0 Blllmg Modifiers

Review /DD i if applicahle

|fSeIectOnef;| | EI I I I I I

I—SeledOne—LI I EI I EI I I I I I I

|fSeIectOnef;| | EI I EI I I I I I I

I—SeledOne—LI I EI I EI I I I I I I

|—Se|ectOne—L| | EI I EI I I I I I I =

[&] Done [T [ [ [SdLocalintranet

wstartl | & @ - ® | S3woonine .| @ R0 cniine ... |[[£] Texas pe. [H D AT@S 1:48pm
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Type 1 Health Care Plan Non-Workers’ Compensation
Section VIII

SECTION VIII- DENIAL INFORMATION

The fields located in Section VIII — Denial Information must be completed to the extent
of the information you have related to the request.

Click on the type of review drop down box and choose Prospective or Concurrent and
enter the following information in fields provided:

Type of Review

Service Begin Date (MM/DD/YYYY)

Service End Date (MM/DD/YYYY)

Primary Diagnosis Code (ICD-9/DSMV)

Service Being Denied (HCPCS, CPT, NDC Code)
Billing Modifiers if applicable

If you have additional denial information that needs to be entered for the request click on
the Add More Denial Information button at the bottom of the screen shown below.

Ensure that all of the entered information is complete and correct prior to
submission. Once the IRO Request has been submitted, changes cannot be made
on-line.

If you have not entered all of the required information and click on the Submit IRO
Request button you will receive the following error message:

* There are problems with the information that you entered (see
above). Please correct these problems and resubmit your request.
The problems will be displayed in red.

2 Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer — =] x|
File Edit Miew Favorites Tools  Help | a

O - O M B )| w2 5 I
Address IE] http:jfsaturn.z1 . bdi state bx.us: 7779/ IRORequestForm/healthCareCkr . jsp B3| Ga | Links ‘@ -~
 Typo of Provider | BEEEXeTER = o
P T 1 ~ State of
e tmer S A N o =1 hese fields d
T - select One - =1 These tields ao
Acld More URA Reviewers | not apply to health
SECTION VIO - DENIAL INFORMATION

Primary
Diagnosis Service Being
Service i [
ype of Begin Date 9/ . . Billing Modifiers
Review /DD if applicable

C 1]
I I |
I | —
I I |
I | —
I I |

[concurrent =]

[-=electone - =]
[-selectOne - =]
[-=electone - =]
[-selectOne - =]

Add More Denial Informstion |

Please ensure that all of the entered information is complete and correct prior (o submission.
Once the IRO Request has been be made .
Submit IR0 Request |
& J Local inkranet
@#istar| | & = oy B [ |iamo... |Hre... | ®@zn. -|[E]Tera.. |2 22 QU@ & <ospm
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Type 1 Health Care Plan Non-Workers’ Compensation Section VIII

CONFIRMAITON OF RECEIPT OF A REQUEST FOR A REVIEW BY AN IRO

Once you have completed the IRO Request Form and your submission was successful
you must print the Confirmation of Receipt of a Request for a Review by an Independent
Review Organization (IRO) by selecting the Print Confirmation and Company Request
for IRO button below. Select Yes if the form printed successfully and select the logout
button.

FAX the signed Confirmation of Receipt to:

Texas Department of Insurance
Health and WC Network Certification &
QA
Fax Number 512-490-1011
Example:

Texas Department of Insurance

Health and WC Network Certification & QA, Mail Code 103-6A
333 Guadalupe * P. O. Box 149104, Austin, Texas 78714-9104
512-322-4266 telephone « 512-490-1011 fax « www.tdi.state.tx.us

CONFIRMAITON OF RECEIPT OF A REQUEST FOR A REVIEW
BY AN INDEPENDENT REVIEW ORGANIZATION (IRO)

Your submission was successful.

Print and sign this page for inclusion with the documents to be submitted to TDI.

IPrint Confirmation and Company Request for IRO|

Did the confirmation page and attached Company Request for IRO form print
successfully?

YesO O No O
If Yes, logout of application. If No, try reprinting.

The IRO case number is #

My signature confirms online submission of a request for a review by an independent review
organization. I understand the submission was successful and the case will be assigned for review by an
independent review organization upon the Department’s receipt of the following documents:

Adverse determination letter

Appeal/reconsideration resolution letter as applicable

Patient/Injured Employee IRO request form

Company Request for IRO form (report attached to this confirmation page)

W=
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http://www.tdi.state.tx.us/

Type 2 Certified Workers’ Compensation Health Care Network Plan

Begin by selecting the appropriate type of insurance or health care plan. Click in the
circle next to the plan you are choosing as shown in Box 1 on the screen below.

You will also be required to answer the questions found in Box 2 by clicking in the
Yes or No circles as shown below.

Click on the box found in Box 4 to check that you acknowledge and understand the IRO
Request Form must be completed in its entirety. The information can not be partially
completed or saved for completion at a later time.

Click Continue to continue entering your information.

a Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer - |E| |l|
File Edit View Favorites Tools  Help | ;'
@ Back - e - \i'.l @ ._lj /_) Search \;'\'( Favarites {_‘} ‘ = l\.f - _J ﬁ
Address |g"| http: iz aturn,z1 bdi,skate, b, us: 7779/ IR.ORequestForm/login, jsp7pl =6:33285570246 1 159542 991 364p7 =6332595 1 574465609965 78050p3=1 1641 496 26939791 775 j G0 |Links | 1 -
= |
TEXAS DEPARTMENT OF INSURANCE
IRO REQUEST FORM
Logout
WELCOME TO THE ONLINE APPLICATION FOR REQUESTING A REVIEW
BY AN INDEFENDENT REVIEW ORGANIZATION (TIRO)
Box 1 Please hegin by selecting the appropriate type of insurance or heath care plan:
Health care plan (non Workers' Compensation]) ()
Certified Workers' Compensation health care network plan [
Workers' Compensation non-network plan ()
Box 2 Is patient/injured employee’s condition life-threatening? Yes & No
0X
Is IRO review request court-ordered? Yes + No
Box 3 By checking this box, | certify that there are no pending compensability, extent or liahility dispute issues related to the services for which this request ||
for IR0 is being submitted (not applicable to Health care plans).
By checking this box, | acknowledge understanding that the IRO Request Form must be completed in its entirety. Information cannot be partially v
Box 4 entered and saved for completion at a later time. Once submitted, the data entered will not be accessible for editing.
_
|
|&] Dane l_l_’_’_’_h-g Local intranet
Fistart| | @& (& 5 M ® | Oro... |@ro.. | ®zn.. -|[E]Tens. [OROOBU @ vo7em
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section |

SECTION I - NAME OF PARTY REQUESTING IRO

What is the relationship of the Party Requesting IRO to the patient/injured employee?

Please choose from the drop down box (self, party acting on behalf of patient or injured
employee provider that received adverse determination or other physician or health care
provider).

If Party Requesting IRO is a provider, complete I-B. In all other cases, complete I-A.

a Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer - |E |1|
File Edit ‘View Favorites Tools  Help | .ﬁ
@Back - e s @ @ (:j pSearch *Favorites @ Bv & - D ﬁ
Address I@ http:ffsaturn.z1 kdi.state. b us: 7779/ IR ORequestForm/healthCareCtrl jspanull j Go | Links | @ -
SECTION I- NAME OF PARTY REQUESTING IRO B

What is the relationship of the Party Requesting IRO to the patient/injured employee?
* Please specify relationship of Party Requesting IR0 to patient.

|—Se|e|:t One - j

Requesting IR0 is a provider, complete |-B. In all other cases, complete |-A. s

LA,

* Requestor

First Name I Middle Hame I * Last Hame I

* Street Address I
O e EDE
Phone Number I g I g I Ml

I.B

* Provider Name I

Provider Contact
First Name I Last Hame I
" Street Address I

by | T o-E P
phone humver RS IR N Extorsion___| Ea umber | NS N

TP o
oo TR -

Prufessmnal * State of
I Select One - j

=
|@ l_ l_ l_ l_ l_ |.d Local intranet
Ejstartljﬁ@ﬁj! ® | @an... |@IRO |@IRO ||@Texa |®Qﬁ,ﬂ'!@ 1055 AM

7 Cote Y
Fax vumver R IR N

If you are completing section I-A you do not have to complete section I-B.

This section will be disabled and you will not be allowed to enter data into the section I-B
fields.
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section |

Please enter the following information in Section I:

I-A
Requestor is self or party acting on behalf of patient or injured employee.

The fields that must be completed are listed below:

*Requestor First Name
*Last Name

*Street Address

*City

*State and Zip Code

Information that is not required should be submitted, allowing for a more complete
application.

a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer = |7 ﬂ
File Edit Wiew Favorites Tools Help | #
e ; jnt
Q- © - 1) [ ] Pow S B0 2 = R
Address IE http: ffsaturn.z1 . kdi. skate. b us: 7779/ IR ORequestFormhealthCareCtrl. jspatnull j Go | Links |@ -
-

TEXAS DEPARTMENT OF INSURANCE W
IRD REQUEST FORM

Logout

SECTIONI- NAME OF PARTY REQUESTING IRO

What is the relationship of the Party Req ing IRO to the patientinjured employee?

[ Setf =

If Party Requesting IRO is a provider, complete |-B. In all other cases, complete |-A.

T-A.
* First Name is required. * Last Name is required.

* Requestor
First Hame I Middle Name I * Last Name I

* Street Address is required.

* City is required. *Zip Code is required.

Py | Fsae RN ripcose |
phone numor IR IR xonsion | Fas numbor IS IR
IB

* Provider Name I

Provider Contact
First Hame Last Name
" Street Address I

Psae | |
phone tumner RIS o tumber IR R

* Street Address

[~
& ,7’7’7,7’7 g Local intranet:
!Bstartl @@ oM & | @an. | Swro.. | Fro .. [[E]Tera. ©FEO QD@ 115840

If you are completing section I-A you do not have to complete section I-B.

This section will be disabled and you will not be allowed to enter data into the section [-B
fields.
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section |

If Party Requesting IRO is a provider, complete I-B.

Please choose from the drop down box (provider that received adverse determination or
other physician or health care provider) in Section I — Name of Party Requesting IRO.

If Party Requesting IRO is a provider, complete I-B. In all other cases, complete I-A.
Please enter the following information in Section I:

I-B
Requestor is provider that received adverse determination or other physician or health
care provider.

The fields that must be completed are listed below:

*Provider Name

*Street Address

*City

*State and Zip Code

*Phone Number

*Fax Number

*Type of Provider
*Professional License Number
*State of Licensure

*Specialty
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section |

Information that is not required should be submitted, allowing for a more complete
request.

a Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer - |E |ﬂ

Fle Edt Vew Favortes Tooks Help

Q-0 - 1 18 )] Powor sgromis @ (3-S5 )]

fiddress @http:ﬂsaturn.zl‘tdi.state‘tx.us:???91]RORequestFurthealthCareCtrl‘jsp j Go  Links @ .

SECTIONI- NAME OF PARTY REQUESTING IR0

What s the relationship of the Party Requesting IR0 to the patient/injured employee?

Pravider That Received The Adverse Defermination j
If Party Requel- Selzct One- complete |-A. =

IA Self

e Farty Acing On Behalf Cfthe Injurad Employee
" Requestor —

e[

" Street Address |

(ther Physician Or Heallh Care Provider I Last Name

I
T
B

o [
e [

binin

o S

prviertane
Provider Contact

First Name I

" Street Address I

I
_I

crone eI
bt |

-] M [
N 2

NPI Number I
“Type of Provider |'59|Ed0ne-

* Professional State of
ineenss [ mev
oy B :

@ Dang |_|_|_|_|_ g Local intranek
dsar| | 85 5 H 9 | §2n [ Eren. Dwo.. | Ero.. (OO QUME 4
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section Il

SECTION Il - PROVIDER THAT RECEIVED THE ADVERSE
DETERMINATION

Once you have entered the Fax Number located in Section I, I-A press your tab key to
continue to SECTION II.

Pressing the tab key will take you to the 1¥ question in Section II.
Click on Yes or No when answering the question below.

If you have chosen Self or Party acting on behalf of the patient or injured employee
located in Section I, you must click on No when answering the question below.

Is the provider that received the adverse determination the same as the party requesting the
IRO? Yes or No

The following fields must be completed in Section II:

*Provider Name
*Street Address

*City

*State and Zip Code
*Phone Number

*Fax Number

*Type of Provider
*Professional License
*State of Licensure
*Specialty
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section Il

Information that is not required should be submitted, allowing for a more complete

request.
a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer -7 |ﬂ
File Edit ‘iew Favorites Tools  Help | ;?
O] et grome @] B 5 5
eBack - e v @ @ é ‘ /OSearch "L\(Favontes @‘ B =] ﬁ
Address I@http:,l',l'saturn.zl‘tdi.state.tx.us:???Q,I'IRORequestForm;’heaIthCareCtrI.jsp j Go ‘Links‘@ v

Al
SECTION II - FROVIDER THAT RECEIVED THE ADVERSE DETERMINATION

Is the provider that received the adverse determination the same as the party requesting the IR0?

Yes C Mo
If No, provide the following information {otherwise skip to Additional Physicians/Health Care Providers section):

* Provider Name I

Provider Contact
First Name I Last Name
* Street Address I

oy | roae [ coie R
Fohone umber N N o umor SIS N
itintr | Pt tumbor |

e uf Provider I Select One- j
Prufessmnal * State of

I Select One - j

SECTION IIT - ADDITIONAL PHYSICTANS or HEALTH CARE PROVIDERS

Are there additional physicians or other health care providers who provided care to the patient and may have medical records relevant to the review?

Yes C Mo
If Yes, provide the following information for each one {otherwise skip to Patient/Injured Employee Information section):

* Provider Name I
Provider Contact

First Name I L ast Name I
|,

=
|a Done |—|—|—|—|— q Local intranet
&/ start | | BEOMEEEE® | yroorlne .| B RO Onlne .. |[ €] TewasDe.. | WO QUEBS 13w
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section lll

SECTION 111 — ADDITIONAL PHYSICIANS or HEALTH CARE PROVIDERS

Click on Yes or No to the question below.

Are there additional physicians or other health care providers who provided care to
the patient and may have medical records relevant to the review?

If Yes the following fields must be completed in Section III:

*Provider Name
*Street Address
*City

*State and Zip Code
*Phone Number
*Fax Number

If No go to Section IV — Injured Employee Information

If you have more than 1 medical physician click on the Add More Physicians/Provider
button located at the end of Section III.

Information that is not required should be submitted, allowing for a more complete

request.

18] x]
File Edit View Favorites Tools Help | #
Q- © - 4] (B (| Do Jrroene @3- L5 E
Address IE htkp:ffsaturn. z1 . bdi.stake, bx.us: 7779 IRORequestFormfhealthCareCtrl. jsp j '—> GO |Links |@ -

=l
SECTION IIT - ADDITIONAL PHYSICIANS or HEALTH CARE PROVIDERS
Are there additional physicians or other health care providers who provided care to the patient and may have medical records relevant to the review?
Yes © No O
If Yes, provide the following information for each one {otherwise skip to Patient/Injured Employ Informati ti
F Providor Name |
P er Contact
First Name I L ast Name I
* Street Address I
Fay | Fsae  NEESI sip cose | d
- Phone Number - extonsion | - Fax numbor | IR IR
Type of Provider | SECECIITR |
Professional State of
Spociary |REICIoTR =]
Add hMore FPhysicians/FProviders |
SECTION IV - PATIENT INFORMATION
Is the pati injured ployee the same as the party requesting the IRO?
Yes © No
If Yes, provide Social Security Number, Date of Birth and Sex, and then skip to Payor/Carrier Information section.
If No, provide all of the following information:
* Social Securi * Date Of Birth
S — o N -
@ Dorne ’_ ,_ ,_ ,_ ,_ g J Local intranet

Qstartl | & @5, ® | S moonine ... | B moonine ... |[£] Tenasbe.. WD QU @@ 1:3spm

HEALTH AND WC NETWORK CERTIFICATION & QA DIVISION 11/08/06 33



Type 2 Certified Workers’ Compensation Health Care Network Plan
Section IV

SECTION IV - INJURED EMPLOYEE INFORMATION

Click on Yes or No to the question below.
Is the patient the same as the party requesting the IRO?
If Yes the following fields must be completed in Section III:

*Social Security
*Date of Birth
*Sex

If No the following fields must be completed in Section III:

*Social Security

*Date of Birth

*Sex

*Injured Employee First Name
*Last Name

*Street Address

*City

*State

*Zip Code
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section IV

Information that is not required should be submitted, allowing for a more complete
request.

a Texas Department of Insurance - [RD Request Form - Microsoft Internet Explorer - |E |ﬂ

File Edt ‘Wiew Favorkes Took Help

Qe O~ ] B ()| Pt yroms @] (2 L [F- |,

fiddress @httpzﬁsaturn.zl.tdi.state.tx.us:???QJ'IRORequestFormIwelcomectrl.jsp j GD Links @ v

SECTIONTV - INJURED EMPLOYEE INFORMATION

Is the patient/injured employee the same as the party requesting the IR0?

Yes O No ©

If Yes, provide Social Security Number, Date of Birth and Sex, and then skip to Payor/Carrier Information section.
If No, provide all of the following information:

s el el T
hishane i tane__| CLsttone |

i s
.
oy e [0
prowe e NN Ersin |

SECTION V- CARRIER INFORMATION

e [
o i [ R

et |
Corartane |
* Carrier Contact

e s ne
oot Aess |
N
oy | -] P [
o tunber NS LI Erersin rastunber IS RS

SECTION VI- WORKERS' COMPENSATION HEALTH CARE NETWORK INFORMATION

||
|@ Dong r |_ |_ |_ |_ q Local intranet
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section V

SECTION V — CARRIER INFORMATION

The following fields must be completed in Section V:

*FEI Number

*Carrier Name

*Carrier Contact First Name
*Carrier Contact Last Name
*Street Address

*City

*State

*Zip Code

*Phone Number

*Fax Number

Information that is not required should be submitted, allowing for a more complete

request.
181
Fil= Edit Wiew Favorites Tools  Help | #’
i ” Dy
@Back - @ - Ia @ ©|,OSearch *Favontes a| @v =1 - D ﬁ
Address @ httpsffsaturn.z1 bdi.state, b, us: 7779/ IRORequestForm)welcomeCtrl jsp j Qo | Links | @ -
SECTION V- CARRIER INFORMATION 4
- FE Number |
 Corrior Name___|
* Carrier Contact
First Name I * Last Name I
* Street Address I
_I Fsae (I coc. |
- Phone umber NN IR Extension | - Fax umber IS I
SECTION VI- WOREERS' COMPENSATION HEATTH CARE NETWORE INFORMATION
I SelectWC Network Narme (FEI NumberTDI Certificate Mumber) -
*WC Network Contact
First Name I * Last Name I
* Street Address I
_I Do T |
- phone umber [N Extension | - Fas tumbor I N
SECTION VII - UTILIZATION REVIEW AGENT
- select UPA Name (FEI NumberfTDI Certficate Number) - =
* URA Contact
First Name I * Last Name I
- Stieet Address ____| =l
|a Done ’_ l_l_ ’_ ’_ g Local intranet
wstartl @@ oM & | Gmro... | W 1R0 ... ”@Teua... @Nove...l oo QUAS zozem
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section V

SECTION VI - WOREKERS’ COMPENSATION HEALTH CARE NETWORK
INFORMATION

The following fields must be completed in Section VI:

*WC Network Name

*WC Network Contact First Name
*WC Network Contact Last Name
*Street Address

*City

*State

*Zip Code

*Phone Number

*Fax Number

Information that is not required should be submitted, allowing for a more complete

request.
a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer - | = |1|
File Edit ‘“iew Favorites Tools  Help | ;”'
@ Back - e Ia @ /h | p Search N Favarites @ | 8 - D ﬁ
Address @ http: fisaturn.z 1. bdi.state, bx, us: 7779/ IRORequestForm/welcomeChrl, jsp j Go | Links |@ -
=

SECTION VI- WOREERS' COMPENSATION HEALTH CARE NETWORK INFORMATION

“WC Network Name I Select'W'C Metwaork Name (FEI MumberTDI Certificate Murmber) -

*WC Network Contact
First Name I * Last Name I
* Street Address I

_I Psate IRy coe NI
- Phone number IRV IR Extension | o numbor | WY

SECTION VII - UTILIZATION REVIEW AGENT

URA Name I Select URA Name (FEI NumberTDI Cerificate Number) - j

* URA Contact
First Name I * Last Name I
* Street Address I

rsae [ iy coc. IR
xtension | o numbor IERRIN

T |

* Date URA Received

1. Is the URA or any of its affiliated companies licensed as independent review organization?
Yes © No
If Yes, identify which IRO (otherwise skip to subsection 2):
|- Zelact IR Mame (FELRumher TN Cerificate Murheri - -l =l
|@ Daone ’_ ’_ ’_ ’_ ’_ |‘d Local intranet
Ejstartl | & @ 5 M ] | BOro... |Hro.. [£)Texa. @ove..| [BROQUBSE 205mm
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section VIl

SECTION VII - UTILIZATION REVIEW AGENT

The following fields must be completed in Section VII:

*URA Name

*URA Contact First Name

*URA Contact Last Name

*Street Address

*City

*State

*Zip Code

*Phone Number

*Fax Number

*Date URA Received IRO Request

Information that is not required should be submitted, allowing for a more complete
application.

Is the URA or any of its affiliated companies licensed as independent review
organizations? Yes or No?

Please answer the question below by clicking Yes or No.

If Yes identify which IRO by choosing the appropriate IRO company name from the
drop down box located below the question.

Provide the following information for the physician or health care provider who
preformed the initial adverse determination review:

*Provider Name

*Type of Provider
*Professional License Number
*State of Licensure

*Specialty

*Peer Review Doctor Yes or No
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section VI

Example: Section — VI Utilization Review Agent

a Texas Department of Insurance - IR0 Request Form - Micrasoft Internet Explorer Jﬂﬂ
Fie Edt View Favortes Took Help :?
eBatk v @ v @ @ @‘pSearth *Favorites @‘ @ & v D ﬁ

AddressI@http:ﬁsatum.zl.tdi.state.tx.us:7?79fIRORequestFurmeelcomeCtr\.jsp j | liks @ v

URA Name ’ Selzct LURA Narme (FE! NumberTOI Certficate Murber) - j

URA Cnntacl
e [ i [
" Street Address ’

I
- M [

e [

Date URA Received

IRO Reguest
MDD/ ﬂ

1, Is the URA or any of its affiliated companies licensed as independent review organization?

Yes " No €
If Yes, identify which RO (atherwise skip to subsection 2):

-Belect IR Name (FEINurbey TOI Cariicate Number) - j

croso [N . HSEIN

2, Pravide the following information for the physician or health care provider
wha performed the iniial adverse determination review:

" Provider Name ’

“FE Nummber M
“Type of Provider "58|BETOHE-

* Professional " State of
el -
ey ]
.
Doctar? Yes (" No

1

€]0me ’_’_r’_’_gmtal itranet
fso 40 MEDEES o [Fenr B | B, | DIO DTS om
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section VII

Example: Section VII - Utilization Review Agent

Was a reconsideration or appeal of the adverse determination conducted? Yes or No

If No go to Section V111 — Additional URA Reviewers.

a Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer Jilﬂ

File Edt View Favorites Took Help

Q-0 A3 () e oo @] 5 3

fiddress I@http:;';'satum.zl.tdi.state.tx.us:7?79;’[RORequestFDrm,l'welcomeCtr\.jsp j 1] ‘Unks ‘@ -

3 [

Was a reconsideration or appeal of the adverse determination conducted?

Yes O No O

If, Yes provide the following information for the physician or health care provider
who performed the reconsideration or appeal review of the adverse determination
{otherwise skip to Additional URA Reviewers section):

Providertame |
“FEl Humber NPI Numher

*Tyne of Provider |-Se|e:t0ne- j

* Professional " State of
B E -
Ly = 3

“Peer Review

Doctor? Yes © No ©

SECTION VIII - ADDITIONAL URA REVIEWERS

Are there additional physicians or other health care providers who participated in the review/determination of the Utilization Review Agent?

Yes O Mo O
If Yes, provide the following information for each one (otherwise skip to Denial Information section):

Proidertane |
*Tyne of Provider |'5'3|E’Et One- j

* Professional " State of

License Humber Licensure MNane 'I
oy = 3

=
T T T M
| Omo.. ||§z[n,,,v ®2n..-| Hro.. | oRopU@e e
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section VII

If Yes provide the following information:

*Provider Name

*Type of Provider

*Professional License Number
*State of Licensure

*Specialty

*Peer Review Doctor? Yes or No

Information that is not required should be submitted, allowing for a more complete

application.
a Texas Department of Insurance - IRO Request Form - Microsoft Internet Explorer - |ﬁ' |5|
Filz Edit View Favorites Tools  Help | #
- . ? T -3 .
Qo - O 11 @) (] Pwva forons @3- L3
Address @http:ﬁsaturn.zl.tdi.state.tx.us:???Q,I’IRORequestForm,l’weIcomeCtrI.jsp j = = |Links |@ -
=

SECTION VIII - ADDITIONAL URA REVIEWERS

Are there additional physicians or other health care providers who participated in the review/determination of the Utilization Review Agent?

Yes © No
If Yes, provide the following information for each one {otherwise skip to Denial Information section):

* Provider Name I

“FE| Number | weinamber I
* Type of Provider |'58|BCT One- j

* Professional " State of
ooy e

*Peer Review

Doctor? Yes © No

Add More URA Reviewers |

SECTION IX - DENIAL INFORMATION
* Date of Injury
ooy — b i e I

Service Being
Service Service Denied

ype of Begin Date End Date (HCPCS, CPT, Billing Modifiers
Review MDC Code] if applicable

I-SeledOne—j I g l—gl l_ l_l_l_ l—
|-Select One- | | ﬂ I—EI l_ l_l_l_ I— l—

@ Done ’_ ’_ ’_ ’_ ’_ g Local intranet
QJStart' jeas). | 24} | Dro... | | Ro... ”@Teua @ Nove.. | |®’Qﬂ@!@ 2:10PM

W
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section VIII

SECTION VIII - ADDITIONAL URA REVIEWERS

Click on Yes or No to the question below.

Are there additional physicians or other health care providers who participated in the
review/determination of the utilization review agent? Yes or No

If Yes the following fields must be completed in Section VIII:

*Provider Name

*Type of Provider

*Professional Licensure Number
*State of Licensure

*Specialty

If No go to Section IX- Denial Information:

Information that is not required should be submitted, allowing for a more complete
application.

If you have more than 1 URA Reviewer click on the Add More URA Reviewers button
located at the end of Section VIII.

; Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer

==l x|
File  Edit ‘iew Favorites Tools  Help | ;”
eBack - e e Ia @ \{h|p53arch *Favontes ®| 8v & - D ﬁ
Address IE http:ffsaturn,z1.kdi.skate, bx,us: 7779 IRORequestFormfwelcomeChrl, jsp d Go | Links |@ -

SECTION VIII - ADDITIONAT URA REVIEWERS

Are there additional physicians or other health care providers who participated in the review/determination of the Utilization Review Agent?
Yes © No O
If Yes, provide the following information for each one (otherwise skip to Denial Information section):

 ProvidorNamo |

 FE| Number [ Pt Number |

“ Type of Provider |'5'9|'9'3t One - =

* Professional * State of

FSpesiay m=rreTR =

“Peer Review
Doctor? Yes © No

Add hMore URA Beviewers |

SECTION IX - DENIAL INFORMATION

* Date of Injury
MM/DD/ I EI

DWC Claim Number I

Service Being

Service Denied

ype of Begin Date a7 (HCPCS, CPT, Billing Modifiers Units of
Review MM/DD/ NDC Code] if applicable Service .
|—Se|ect0ne— j | EI I EI I I I I I I I
I—SeledOne— j I gl I gl I I I I I I I e
=il i — | —_— —_— — — — —— il
@ Done l_l_l_l_’_ g Local inkranet
wsmrt“g@m! ® =} |IRO... ||@Texa... QNove...H@Qﬁ,u!@ 2:11 PM
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section IX

SECTION IX- DENIAL INFORMATION

The fields located in Section IX — Denial Information must be completed to the extent of
the information you have related to the request.

Click on the type of review drop down box and choose Prospective, Concurrent or
Retrospective and enter the following information in fields provided:

Date of Injury (MM/DD/YYY)

DWC Claim Number

Type of Review

Service Begin Date (MM/DD/YYYY)

Service End Date (MM/DD/YYYY)

Primary Diagnosis Code (ICD-9/DSMV)

Service Being Denied (HCPCS, CPT, NDC Code)
Billing Modifiers if applicable

Units of Service

Amount Billed (do not put numeric amount in field with out decimal 10000)
*add decimal information Example: 100.00

If you have additional Denial Information click on the Add More Denial Information
button at the bottom of the screen shown below.
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Type 2 Certified Workers’ Compensation Health Care Network Plan
Section IX

Ensure that all of the entered information is complete and correct prior to submission.
Once the IRO Request has been submitted, changes cannot be made on-line.

If you have not entered all of the required information and click on the Submit IRO
Request button you will receive the following error message:

* There are problems with the information that you entered (see
above). Please correct these problems and resubmit your request.

a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer ;[illl
File Edit ‘“iew Favorites Tools  Help #

eBack . e -~ @ @ (:j pSearch ﬁ)Favorites @ ﬁv & -~ D ﬁ

Address Ia http:ffsaturn.z1.tdi state,bx, us: 7779/ IRORequestForm/welcometrl, jsp j Go | Links |@ -

d
Doctor? Yes ' No

Add More URA Reviewers |

SECTION IX - DENIAL INFORMATION

* Date of Injury
MM/DD/ I ﬂ DWC Claim Number I

Service Being

Service i ' Denied
ype of Begin Date E 9/ (HCPCS, CPT, Billing Modifiers

Review D NDC Code if applicable i

I-SeledOne-j | ﬂ I ﬂ l_ I l_l_l_ I I

I-SeledOne-j | ﬂ I ﬂ l_ I l_l_l_ I I

I-SeledOne-j | g I g l_ I l_l_l_ I I

|-Se|ed0ne-j | g I g I_ I l_l_l_ I I

|-Seled0ne-j | g I g I_ I l_l_l_ I I

|-Se|ect0ne-j | ﬂ I g I_ I l_l_l_ I I

Add More Denial Infarmation |
Please ensure that all of the entered information is complete and correct prior to submission.
Once the IRO Request has been submitted, changes cannot he made on-line.
SubmitIRO Reguest

|@ Dane ’_’_|_|_|_|g Local intranet
wstartl e oM ® | Gro... | @ro.. [£)Texs.. Brioe.. || HRO QP@S 2z0mm
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Type 2 Certified Workers’ Compensation Health Care Network Plan

CONFIRMATION OF RECEIPT OF A REQUEST FOR A REVIEW BY AN IRO

Once you have completed the IRO Request Form and your submission was successful
you must print the Confirmation of Receipt of a Request for a Review by an Independent
Review Organization (IRO) by selecting the Print Confirmation and Company Request
for IRO button below. Select Yes if the form printed successfully and select the logout
button.

Fax the signed Confirmation of Receipt to:

Texas Department of Insurance
Health and WC Network Certification &
QA
Fax Number 512-490-1011
Example:

Texas Department of Insurance

Health and WC Network Certification & QA, Mail Code 103-6A
333 Guadalupe * P. O. Box 149104, Austin, Texas 78714-9104
512-322-4266 telephone « 512-490-1011 fax « www.tdi.state.tx.us

CONFIRMAITON OF RECEIPT OF A REQUEST FOR A REVIEW
BY AN INDEPENDENT REVIEW ORGANIZATION (IRO)

Your submission was successful.

Print and sign this page for inclusion with the documents to be submitted to TDI.

IPrint Confirmation and Company Request for IRO|

Did the confirmation page and attached Company Request for IRO form print
successfully?
Yes o or No o
If Yes, logout of application. If No, try reprinting.

The IRO case number is #

My signature confirms online submission of a request for a review by an independent review
organization. I understand the submission was successful and the case will be assigned for review by an
independent review organization upon the Department’s receipt of the following documents:

Adverse determination letter

Appeal/reconsideration resolution letter as applicable

Patient/Injured Employee IRO request form

Company Request for IRO form (report attached to this confirmation page)

P NN
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http://www.tdi.state.tx.us/

Type 3 Workers’ Compensation Non-Network Plan

Begin by selecting the appropriate type of insurance or health care plan. Click in the
circle next to the plan you are choosing as shown in Box 1 on the screen below.

You will also be required to answer the questions found in Box 2 by clicking in the
Yes or No circles as shown below.

Click on the box found in Box 4 to check that you acknowledge and understand the IRO
Request Form must be completed in its entirety. The information can not be partially
completed or saved for completion at a later time.

Click Continue to continue entering your information.

a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer - | = |1|
File Edit View Favorites Tools  Help | :f'
e Back - e - \ﬂ @ _h /.__j Search \j"\'( Favorites {_‘} | <] = “_f - _J ﬁ
Address |:§] http:f{saturn.z1.bdi.state. b, us 7779/ IRORequestForm/login, jsp?p 1 =6332856702461 1 59542991 368 2=6332595 1 874465609965 75050p3=1 1641 49626939791 778 j Go | Links |@ -

=
TEXAS DEPARTMENT OF INSURANCE
IR0 REQUEST FORM
Logout
WELCOME TO THE ONLINE APPLICATION FOR REQUESTING A REVIEW
BY AN INDEPENDENT REVIEW ORGANIZATION (IRO)
Please begin by selecting the appropriate type of insurance or heath care plan:
Box 1
Health care plan (non Workers' Compensation) O
Certified Workers' Comy tion health care network plan O
Workers' Comg tion non-network plan o
Box 2 Is patientinjured employee’s condition life-threatening? Yes & Mo
Is IRO review request court-ordered? Yes & No
By checking this box, | certify that there are no pending compensability, extent or liahility dispute issues related to the services for which this request /|
Box 3 for IRO is being submitted {not applicable to Health care plans).
By checking this box, | acknowledge understanding that the IRO Request Form must be completed in its entirety. Information cannot be partially v |
Box 4 entered and saved for completion at a later time. Once submitted, the data entered will not be accessible for editing.
[
|@ Daone ’_ ’_ ’_ ’_ ’_ |\ﬁ Local intranet
cﬁ'start| & @5 Mm % | Oro... |Hro.. | ®zu.. -|[E]Tena. [BDREDOBY @ 210mm
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Type 3 Workers’ Compensation Health Non-Network Plan
Section |

SECTION I - NAME OF PARTY REQUESTING IRO

Choose from the drop down box (self, party acting on behalf of patient or injured
employee provider that received adverse determination or other physician or health care
provider). What is the relationship of the Party Requesting IRO to the
patient/injured employee?

If Party Requesting IRO is a provider, complete I-B. In all other cases, complete I-A.

a Texas Department of Insurance - IR0 Request Form - Microsoft Internet Explorer

File Edit ‘iew Favorites Tools  Help

Q- © - 11 B ()] e Somn @] 3 L5 LU

Address I@ http:ffsaturn, 21 bdi state. by, us: 7779/ IRORequestFormfhealthCareCtrl jspatnull

x B |Links|@ -

SECTION I- NAME OF PARTY REQUESTING TRO B

What is the relationship of the Party Requesting IRO to the patient/injured employee?
* Please specify relationship of Party Requesting IRO to patient.
I— Select One - j

Requesting IR0 is a provider, complete |-B. In all other cases, complete |-A.

Professmnal
License Number I

LA,

* Requestor

First Name I Middle Name I * Last Name I

* Street Address I

ey | S oo <] apcote|IRY
ponc e IR ERE Extonsion | o tumber IS R N

Providor Namo |
Provider Contact

First Name I

* Street Address I

_I
puone tumber [ IR
rettunber |

Lo,

T -r T [

Extonsion___| o numbor I I N
Pt umber |

[

* State of

e uf Provider I Select One-

I Select One- j -
@ T T Mt
Q,‘start| le@ oM ® | @an. | Oro.. | R0 . [[E)Texa. [BRO QU@ 10:58am

If you are completing section I-A you do not have to complete section I-B.

This section will be disabled and you will not be allowed to enter data into the section I-B
fields.
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Type 3 Workers’ Compensation Health Non-Network Plan
Section |

Enter the following information in Section I:

I-A
Requestor is self or party acting on behalf of patient or injured employee.

The fields that must be completed are listed below:

*Requestor First Name
*Last Name

*Street Address

*City

*State and Zip Code

Information that is not required should be submitted, allowing for a more complete
application.

a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer = |7 ﬂ
File Edit Wiew Favorites Tools Help | #
e ; jnt
Q- © - 1) [ ] Pow S B0 2 = R
Address IE http: ffsaturn.z1 . kdi. skate. b us: 7779/ IR ORequestFormhealthCareCtrl. jspatnull j Go | Links |@ -
-

TEXAS DEPARTMENT OF INSURANCE W
IRD REQUEST FORM

Logout

SECTIONI- NAME OF PARTY REQUESTING IRO

What is the relationship of the Party Req ing IRO to the patientinjured employee?

[ Setf =

If Party Requesting IRO is a provider, complete |-B. In all other cases, complete |-A.

T-A.
* First Name is required. * Last Name is required.

* Requestor
First Hame I Middle Name I * Last Name I

* Street Address is required.

* City is required. *Zip Code is required.

1 s o I
mAmA oo o e AN

ader Name I

Provider Contact
First Hame Last Name

* Street Address

FSueetAddress |

I

St | a

Phone tumber NI - Fax tumber I N o
|@ ,7’7’7,7’7 g Lacal intranet
!Bstartl @@ oM ] | @an. | Sro.. |®Ero... ||@Teua_.. DR QU@ 1584

If you are completing section I-A you do not have to complete section I-B.

This section will be disabled and you will not be allowed to enter data into the section [-B
fields.
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Type 3 Workers’ Compensation Health Non-Network Plan
Section |

If Party Requesting IRO is a provider, complete I-B.

Choose from the drop down box (provider that received adverse determination or other
physician or health care provider) in Section I — Name of Party Requesting IRO.

If Party Requesting IRO is a provider, complete I-B. In all other cases, complete I-A.
Please enter the following information in Section I:

1-B

Requestor is provider that received adverse determination other physician or health care
provider.

The fields that must be completed are listed below:

*Provider Name

*Street Address

*City

*State and Zip Code

*Phone Number

*Fax Number

*Type of Provider
*Professional License Number
*State of Licensure

*Specialty

Information that is not required should be submitted, allowing for a more complete
application.

h Tenas Depark ce - IRO Request Form - Microsoft Internet Explorer =1=1 x|
Fil=  Edit W | &=
P sack - G5 Favortes €23 | - 1L [ - Fel
Address [@] hetp:isaturn.z1 . tdi.staks. bx.us: 7770/ IROR saquestForm/heslthCareCtrl Jso =1 So [ Links @ -
SECTION I - INAME OF PARTY REQUESTING IRO
VWhat is the relationship of the Party Requesting IRO to the patientinjured employee?
Provider That Feceived The Adverse Determination |
If Party Raque’ssﬁm‘:‘tone’ | complete 1-A. s
=
1Ay Por g 1Ot the = tojured Employes
First Name S R T S R - Last Name
- Street Address [ — I
Mons =] -
T S ecionsion | - -1
T
r Cunlal:l
Fir I Last Name I
- Street Address |
_l Fsee IEEES|
 Phone Numbor - Exioncion | | N
* EEI Number [
| - Sclect One -
Eopecian,  ECPELTEE
=]
&) Dane wJ Local intranet
distart| | & & oy B =) | 2. ~|[E]Texa.. owmo... | ElwRo .. | (B2 QU@E® 97rm
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Type 3 Workers’ Compensation Health Non-Network Plan
Section Il

SECTION Il - PROVIDER THAT RECEIVED THE ADVERSE
DETERMINATION

Once you have entered the Fax Number located in Section I, I-A press your tab key to
continue to SECTION II.

Pressing the tab key will take you to the 1¥ question in Section II.
Click on Yes or No when answering the question below.

If you have chosen Self or Party acting on behalf of the patient or injured employee
located in Section I, you must click on No when answering the question below.

Is the provider that received the adverse determination the same as the party requesting the
IRO? Yes or No

The following fields must be completed in Section II:

*Provider Name
*Street Address

*City

*State and Zip Code
*Phone Number

*Fax Number

*Type of Provider
*Professional License
*State of Licensure
*Specialty
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Type 3 Workers’ Compensation Health Non-Network Plan
Section Il

Information that is not required should be submitted, allowing for a more complete
application.

a Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer |8 |ﬂ

File Edit View Favortes Toos Help

Q- Q- ¥ @) ()] oo rmems @) (-5l

F'uddressI@http:,l',l'saturn.zl‘tdi.state.tx.us:???9,I'IRORequestForm;’healthCareCtrl.jsp j Go | Links @ -

SECTION II - PROVIDER THAT RECEIVED THE ADVERSE DETERMINATION

Is the provider that received the adverse determination the same as the party requesting the IR0?

Yes O No ©
If No, provide the following information (otherwise skip to Additional Physicians/Health Care Providers section):

* Provider Name I

Provider Contact

e e, —
S|
.
o PN PR
PSRN [ 4 TR MWW [

He ke | P humber
ST o re-

* Professional * State of
A e
iy T 7

SECTION I - ADDITIONAL FHYSICIANS or HEALTH CARE PROVIDERS

Are there additional physicians or other health care providers who provided care to the patient and may have medical records relevant to the review?

Yes ' No
If Yes, provide the following information for each one (otherwise skip to Patient/njured Employee Information section):

PuoiderNane___|
Provider Contact -
First Name I Last Name I
I ﬂ

&] Done |_|_|_|_|_ q Localintranet
M EICEEL.. ® | moorine .| @ roonie . [[€ Texsspe.. (MO QU@ 1350
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Type 3 Workers’ Compensation Health Non-Network Plan
Section lll

SECTION 111 — ADDITIONAL PHYSICIANS or HEALTH CARE PROVIDERS

Click on Yes or No to the question below.

Are there additional physicians or other health care providers who provided care to
the patient and may have medical records relevant to the review?

If Yes the following fields must be completed in Section III:

*Provider Name
*Street Address
*City

*State and Zip Code
*Phone Number
*Fax Number

If you have more than 1 medical physician click on the Add More Physicians/Provider
button located at the end of Section III.

Information that is not required should be submitted, allowing for a more complete

application.
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SECTION IIT - ADDITIONAL PHYSICIANS or HEALTH CARE PROVIDERS
Are there additional physicians or other health care providers who provided care to the patient and may have medical records relevant to the review?
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SECTION IV - PATIENT INFORMATION
Is the pati injured ployee the same as the party requesting the IRO?
Yes © No
If Yes, provide Social Security Number, Date of Birth and Sex, and then skip to Payor/Carrier Information section.
If No, provide all of the following information:
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SECTION IV - INJURED EMPLOYEE INFORMATION

Click on Yes or No to the question below.
Is the patient the same as the party requesting the IRO?
If Yes the following fields must be completed in Section III:

*Social Security
*Date of Birth
*Sex

If No the following fields must be completed in Section I11:

*Social Security

*Date of Birth

*Sex

*Injured Employee First Name
*Last Name

*Street Address

*City

*State

*Zip Code

Information that is not required should be submitted, allowing for a more complete

application.
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SECTION IV - INJURED EMPLOYEE INFORMATION -
Is the pati injured ploy the same as the party requesting the IRO?
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If Yes, provide Social Security Number, Date of Birth and Sex, and then skip to Payor/Carrier Information section.
If No, provide all of the following information:
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Type 3 Workers’ Compensation Health Non-Network Plan
Section V

SECTION V — CARRIER INFORMATION

The following fields must be completed in Section V:

*FEI Number

*Carrier Name

*Carrier Contact First Name
*Carrier Contact Last Name
*Street Address

*City

*State

*Zip Code

*Phone Number

*Fax Number

Information that is not required should be submitted, allowing for a more complete

application.
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Type 3 Workers’ Compensation Health Non-Network Plan
Section VI

SECTION VI -UTILIZATION REVIEW AGENT

The following fields must be completed in Section VI:

*URA Name

*URA Contact First Name

*URA Contact Last Name

*Street Address

*City

*State

*Zip Code

*Phone Number

*Fax Number

*Date URA Received IRO Request

Information that is not required should be submitted, allowing for a more complete
application.

Is the URA or any of its affiliated companies licensed as independent review
organizations? Yes or No?

Answer the question below by clicking Yes or No.

If Yes identify which IRO by choosing the appropriate IRO company name from the
drop down box located below the question.

Provide the following information for the physician or health care provider who
preformed the initial adverse determination review:

*Provider Name

*Type of Provider
*Professional License Number
*State of Licensure

*Specialty

*Peer Review Doctor Yes or No
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Type 3 Workers’ Compensation Health Non-Network Plan
Section VI

Example: Section — VI Utilization Review Agent

a Texas Department of Insurance - IR0 Request Form - Micrasoft Internet Explorer Jﬂﬂ
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*Date URA Received
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1, Is the URA or any of its affliated companies licensed as independent review organization?

Yes " No ©
If Yes, identify which IRO {othenwise skip to subsection 2):

- Select RO Name (FEI NumberTOI Cerificate Number)- j

2 Provide the following information for the physician or health care provider
who performed the initial adverse determination review;

" Provider Name ’

" FE| Number M
“Type of Provider "58|BETOHB-
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’ SeledOne j

" Poer Review
Doctor? Yes O No © j
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Type 3 Workers’ Compensation Health Non-Network Plan
Section VI

Example: Section VI - Utilization Review Agent

Was a reconsideration or appeal of the adverse determination conducted? Yes or No
Answer the question below by clicking Yes or No.
If Yes provide the following information:

*Provider Name

*Type of Provider

*Professional License Number
*State of Licensure

*Specialty

*Peer Review Doctor? Yes or No

Information that is not required should be submitted, allowing for a more complete
application.

If No you do not have to provide the information listed above. Tab to Section VI .
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If, Yes provide the following information for the physician or health care provider
who performed the reconsideration or appeal review of the adverse determination
(otherwise skip to Additi | URA Revi section):

* Provider Name I
“ FEl Number [ Pt Numper |
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* Peer Review
Doctor? Yes  No ©

SECTION VII - ADDITIONAL URA REVIEWERS

Are there additional physicians or other health care providers who participated in the review/determination of the Utilization Review Agent?
Yes ¢ No
If Yes, provide the following information for each one {otherwise skip to Denial Information section):

" Provider Name I
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Type 3 Workers’ Compensation Health Non-Network Plan
Section VII

SECTION VII - ADDITIONAL URA REVIEWERS

Click on Yes or No to the question below.

Are there additional physicians or other health care providers who participated in the
review/determination of the utilization review agent? Yes or No

If Yes the following fields must be completed in Section VII:

*Provider Name

*Type of Provider

*Professional Licensure Number
*State of Licensure

*Specialty

Information that is not required should be submitted, allowing for a more complete
application.

If you have more than 1 URA Reviewer click on the Add More URA Reviewers button
located at the end of Section VII.
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SECTION VIIT - DENMIAL INFORMATION

* Date of Injury
MM/DD/ I EI DWC Claim HNumber I

Service Being

Service i i mount
ype of Eegln Date E o/ . 0 Billing Modifiers
Review /DD if applicable .
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Type 3 Workers’ Compensation Health Non-Network Plan
Section VIII

SECTION VIII - DENIAL INFORMATION

The fields located in Section VIII — Denial Information are not required fields and should

be completed to the extent of the information you have related to the request.

Click on the type of review drop down box and choose Prospective, Concurrent or

Retrospective and enter the following information in fields provided:

Date of Injury (MM/DD/YYY)

DWC Claim Number

Type of Review

Service Begin Date (MM/DD/YYYY)

Service End Date (MM/DD/YYYY)

Primary Diagnosis Code (ICD-9/DSMV)

Service Being Denied (HCPCS, CPT, NDC Code)
Billing Modifiers if applicable

Units of Service

Amount Billed (do not put numeric amount in field with out decimal 10000)

*add decimal information Example: 100.00

If you have additional denial information click on the Add More Denial Information

button at the bottom of the screen shown below.

Ensure that all of the entered information is complete and correct prior to
submission. Once the IRO Request has been submitted, changes cannot be made

on-line.

If you have not entered all of the required information and click on the Submit IRO

Request button you will receive the following error message:

* There are problems with the information that you entered (see

above). Please correct these problems and resubmit your request.
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Type 3 Workers’ Compensation Health Non-Network Plan
Section VIII

Example: Denial Information

7] Texas Department of Insurance - IRD Request Form - Microsoft Internet Explorer 8]
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* Peer Review A
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Add More URA Reviewers |

SECTION VIII - DENIAL INFORMATION

" Date of Injury
MM/DDY I ﬂ DWC Claim Number I

[ Service Being
Senvice i Denied

ype of Begin Date i (HCPCS, CPT, Billing Modifiers
Review MI/DD/ NDC Code if applicable
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Add More Denial Information |

Please ensure that all of the entered information is complete and correct prior to submission,
Once the IRO Request has been submitted, changes cannot be made on-line.

Submit IR0 Request
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Type 3 Workers’ Compensation Health Non-Network Plan

CONFIRMATION OF RECEIPT OF A REQUEST FOR A REVIEW BY AN IRO

Once you have completed the IRO Request Form and your submission was successful
you must print the Confirmation of Receipt of a Request for a Review by an Independent
Review Organization (IRO) by selecting the Print Confirmation and Company Request
for IRO button below. Select Yes if the form printed successfully and select the logout
button.

Fax the signed Confirmation of Receipt to:

Texas Department of Insurance

Health and WC Network Certification &
QA

Fax Number 512-490-1011

Example:

Texas Department of Insurance

Health and WC Network Certification & QA, Mail Code 103-6A
333 Guadalupe * P. O. Box 149104, Austin, Texas 78714-9104
512-322-4266 telephone ¢ 512-490-1011 fax « www.tdi.state.tx.us

CONFIRMAITON OF RECEIPT OF A REQUEST FOR A REVIEW
BY AN INDEPENDENT REVIEW ORGANIZATION (IRO)
Your submission was successful.

Print and sign this page for inclusion with the documents to be submitted to TDI.

|Print Confirmation and Company Request for IRO|

Did the confirmation page and attached Company Request for IRO form print
successfully?

YesO OI No O
If Yes, logout of application. If No, try reprinting.

The IRO case number is #

My signature confirms online submission of a request for a review by an independent review
organization. I understand the submission was successful and the case will be assigned for review by an
independent review organization upon the Department’s receipt of the following documents:

9.  Adverse determination letter

10. Appeal/reconsideration resolution letter as applicable

11. Patient/Injured Employee IRO request form

12. Company Request for IRO form (report attached to this confirmation page)
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