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Introduction

Treatment of injured workers is most effective when healthcare providers, insurance carriers and employers work together.  Whenever possible communication and cooperation should be facilitated among these groups.  When communication and cooperation breaks down, an adversarial, frustrating atmosphere develops.  

It should be remembered that the treatment of an injured worker brings with it a prodrome of concerns when compared with the treatment of other patients in our offices.  The worker is concerned about the injury, finances and the possibility of losing his or her job.  The employer is concerned about loss of production, impact to the company, insurance premium increase and possible OSHA involvement.  The carrier is concerned about containing the costs of the claim.  The doctor is concerned about the patient’s injury, the level of cooperation of the employer and the possible resistance they may experience with the carrier.  
It is the purpose of this manual to provide information that will manage the concerns of all parties and help remove administrative problems that may impact the treatment of the injured worker.

Although the efficacy and cost effectiveness of chiropractic treatment for injured workers is well established in the literature, chiropractors continue to experience resistance from Workers’ Compensation Carriers in North Carolina.  This occurs when an insurance carrier attempts to contain costs by directing injured workers to providers with whom they have a familiarity or relationship.  They are acting on behalf of an employer, justifiably concerned about the possibility of insurance premium increases and lost work days.  A review of North Carolina closed claims indicates that chiropractic care is actually less expensive to the carrier and results in return to work earlier.  
Improving access to chiropractic treatment for injured workers remains a high priority for the NCCA and it should be for the carriers as well.  Working with the North Carolina Industrial Commission, employer groups and insurance carrier representatives is a necessary part of this process.

In the meantime, we must keep our house in order.  If you decide to accept an injured worker for treatment, you should have a clear understanding of the points listed below.

· You are treating an injury that was caused by an accident, arose out of employment or was sustained in the course of employment.  For example, if the worker injured his low back, you are treating the low back.  The carrier is not responsible for the tension headaches or neck pain the patient may have had before the injury.  If you choose to treat these ancillary complaints, do not bill for them.  Establish a second file and bill health insurance or ask the patient to pay out of pocket.  A 98941 code may be looked upon as inappropriate if the diagnosis concerns the lumbar spine only.

· Once you are designated the authorized treating physician, you may provide up to 20 visits without further authorization.  However, workers compensation carriers have a finite amount of money with which to provide care for injured workers.  Cost effective, efficacious care contributes to lower premiums for employers and will result in higher utilization for providers capable of providing it.  Release the patient as soon as it is safe to do so.  

· Take the time to familiarize yourself and your staff with the contents of this manual before the injured worker arrives.  If you misplace this manual and your staff cannot use it, you may not be successful in your administrative management of an injured worker.

· The function of the North Carolina Industrial Commission (NCIC), is to ensure the needs of the injured worker are met according to the Workers’ Compensation Act.  It is not their place to advocate for the physician or insurance carrier.

· If you experience a problem treating an injured worker, always attempt to establish a line of communication with the adjuster managing the case.  If this fails to resolve the problem, you should contact the NCCA Workers’ Compensation Chair before contacting the NCIC.  If you choose to contact the NCIC, please do so in a respectful, professional manner.

Notes:

General Overview

	1.   Any employer who has 3 or more employees or any employer who has one employee and uses x-ray equipment in the office must carry Workers’ Compensation coverage. NCGS 97-2(2)

2.   The employer has 5 days to file a Form 19 with the Industrial Commission once the employee has missed more than 1 day of work or the total bill for the employee’s medical treatment reaches $2,000. NCIC Rule 104.

3.   If the employer/carrier does not provide treatment for the injured employee when the employee has reported the injury or in an emergency, the employee may choose a doctor. (NCGS 97-25)

4.  The employee should file a Form 18 with the Industrial Commission in order to report an injury and establish a claim with the Commission.  There is a statute of limitations requiring all claims to be filed no more than two years after the accident.

5. The employer and/or carrier directs and provides the treatment of the patient. NCGS 97-25.

6.   North Carolina law prohibits an employer from firing, suspending or demoting an employee for filing a Workers’ Compensation claim.  (NCGS 95-241)

() Pay
	
	7.   A compensable injury:

· Was caused by an accident

· Arose out of the employment

· Was sustained in the course of employment

(“Injury and personal injury shall mean only injury by accident arising out of and in the course of employment, and shall not include a disease in any form, except where it results naturally and unavoidably from an accident.  With respect to back injuries, however, where injury to the back arises out of and in the course of the employment and is the direct result of a specific traumatic incident of the work assigned, “injury by accident” shall be construed to include any disabling physical injury to the back arising out of and causally related to such incident. NCGS 97-2(6))

8.   Workers’ Compensation covers

   the following:

· Medical (NCGS 97-2(19))

· Hospital

· Rehabilitation

· Chiropractic (NCGS 97-2(20) & 97-88.2)

· Nursing

· Medical/surgical supplies

· Surgical

· Sick Travel

· Drugs

9.    Employees SHOULD notify the employer immediately when an injury occurs.  However, employees must notify the employer within 30 days.  NCGS 97-22.

10.  An injured employee whose condition changes following release from medical care by an authorized treating physician, must notify the Industrial Commission within 2 years from the date of the last payment of medical or indemnity compensation. (NCGS 97-47)  To apply for additional compensation, employee and physician should submit a completed form 18M to the Industrial Commission for approval (available on the Industrial Commission website: www. comp.state.nc.us).


PART 1
Identifying the Workers’ Compensation Patient

When a patient phones your office to make an appointment, the following questions should be asked:

1.  Was this an on-the-job injury?

2.  What is your main complaint, and how did it happen?

3.  When did it happen?

4.  Have you reported the injury to your employer or your supervisor?

5.  When did you report the injury to your employer or supervisor?

6.  What is the name of the person to whom you reported your injury?

7.  At the time that you reported your injury to your supervisor, were you referred to any specific doctor or clinic?  (NOTE: If the patient was referred to another health care provider first, they must see that provider first.)  If they were not referred to another provider first, either ask the patient to bring a note from the employer authorizing you to treat the patient or use the form in the back of the manual once the patient arrives in your office.  

8.  IF THE PATIENT WAS NOT REFERRED TO A SPECIFIC DOCTOR OR CLINIC    FIRST, AN AUTHORIZATION TO TREAT IS NOT REQUIRED. (N.C.G.S. 97-25)

If the patient does not present with a completed Form 18 (Employee Report of Injury), have them fill it out with their intake forms and file it with the North Carolina Industrial Commission (NCIC) and send a copy to the patient’s employer.  Contact should then be made to the employer to inform them of your treatment, status of the patient’s disability and return to work plan.  Request at that time carrier contact information.  It should be noted that the actual injury claim may be either accepted or denied by the carrier based upon investigation of the injury itself.  You should always have the patient complete the Workers’ Compensation Form on page 20 in the event that the injury is deemed non-compensable.

Should a carrier deny authorized treating physician status, have the patient fill out a Change of Physician Request and file it with the NCIC.  (See PART 2, section 8, page 8).  Note: it is always better to attempt to get authorization from the insurance carrier before treating the patient.

PART 2
Proper Protocol for Processing the Workers’ Compensation Patient

1.  When the patient enters your office, a Workers’ Compensation questionnaire should be filled out.  You should have an adequate amount of space for the patient to document the accident in their own words.

2.  Always have the patient fill out your office’s agreement to pay form in the event that coverage is denied.  The patient is ultimately responsible for the care provided.

3.  While the patient is filling out the forms, it is highly recommended that the employer or supervisor be contacted by telephone for verification of injury and employer notification.  A sample conversation would be:  “Good morning, Mr. Smith, my name is Lisa and I am calling from Dr. Jones’ office.  John Brown is here this morning for evaluation of lower back pain, which occurred while he was lifting a heavy box at work, on September 1, 1999.  Mr. Brown states that he has reported this injury to you, and we wanted to verify this information with you...”  If the employer denies knowledge of the injury, you should have the patient come to the telephone and report the injury at that time.  Then ask the employer:  Where to send the claim(s), and to whose attention.  Some employers will give you the name and address of their insurance company, and others will ask that you send the claims directly to their office.  It is preferable for the CA to obtain the name and the address of the insurance company when possible, so those claims can be forwarded directly to the company.  This eliminates paper-shuffling and claim delay.  Remember that an employer does not have to file a claim with the Industrial Commission unless that patient has missed more than one day of work or the total medical expenses are more than $2,000.  In such cases the employer may elect to pay for the patient’s treatment without using Workers’ Compensation insurance.

4. North Carolina law prohibits an employer from firing, suspending or demoting an employee for filing a workers’ compensation claim.  (NCGS 95-241)

5. An employer that refuses to abide by a treating physician’s work restriction or statement of total temporary disability (TTD) is in violation of the “Retaliatory Employers Discrimination Act.”  This act is administered by the Department of Labor (DOL).  A complaint may be filed by either the patient or the treating physician by calling the DOL at (919) 807-2825.

6. If the employer does not file a form 19 (employer’s report of injury) with the Industrial Commission, or it is suspected that the employer will not file a form 19, the patient may file a form 18 (patient’s report of injury) with the Industrial Commission themselves.  This is important because if there is no report of injury to the Industrial Commission they will not have jurisdiction and will not be able to assist in the administration of the claim.

The form 18 should be faxed to:








North Carolina Industrial Commission







Statistics Section







4333 Mail Service Center







Raleigh, NC  27699-4333







fax: (919) 715-9687





7. ALWAYS FILE THE FIRST VISIT’S CHARGES IMMEDIATELY.  All charges must be filed within 75 days of service pursuant to Rule 407.  Do not wait until the patient is released before filing Workers’ Compensation claims.

8. Should a carrier deny treating physician status, have the patient fill out a Change of Physician Request and file it with the NCIC. 

How to Submit a Change of Physician Request:

When should a change of physician request be filed?  

When an injured worker is denied care in your office, even after fulfilling their obligations to the employer and carrier (as defined under the Workers’ Compensation Act), it is time to file a change of physician request. 

* Before filing, get the Industrial Commission File Number (IC File #).  Filing or requesting anything from the Industrial Commission without an IC File # is like mailing a letter without a zip code.  Your letter may get there, but no time soon.  You may request this number from the employer or the carrier.  If these attempts do not yield the number, the patient may contact the Industrial Commission at (919) 807-2500.  They should then ask to be connected to the Statistics Department where the IC File # is available to them.

With a recently reported claim, an IC File # may not have been assigned.  However, about three days after the report to the Industrial Commission they will establish the number.  If you have filed the change of physician request before the number has been established and then later obtained an IC File #, re-fax the change of physician form with the number included.

How should the change of physician request be filed?

Have the patient fill out the entire Change of Physician Request form and  “Form 18” and fax them to the Office of the Executive Secretary as noted on the form.  The doctor or staff may not, under any circumstances, fill out these documents for the patients.

Form 18 is the patient’s report of injury.  They should have filled this out for the employer, but the employer may not file it with the Industrial Commission.  Under this circumstance the NCIC does not have jurisdiction and you will meet your first prolonged, but avoidable delay.

After faxing the Change of Physician form and Form 18 to the Office of the Executive Secretary, do not stop there!  Fax them to the carrier also.  If you do not, you will meet your second prolonged, but avoidable delay. 

* Any and all documents filed with the Executive Secretary and/or the Industrial Commission must also be copied to the carrier.  To obtain carrier information, you may contact the Statistics Department at the Industrial Commission.  Only the patient can obtain an IC file #, but you or your staff may obtain carrier information through this office without the patient’s participation.  The number is in the above paragraph.

How are the requests processed?

Once the Executive Secretary receives the patient’s request, the carrier is given 10 days to respond.  If after 10 days the carrier has not responded, they will be contacted.  If you have not faxed your request to the carrier, the NCIC will do so at that time and the carrier is given another 10 days to respond.  Please understand that the lag times become increasingly longer with each additional step they must take to gather the information on your request.  Days can become weeks, weeks can become months.  Take the time to do this properly.
If you do not receive a response from the Industrial Commission within 2 weeks after filing your request contact the NCCA Workers’ Compensation Chair. 

What happens next?

The patient’s request is considered and a ruling is made. If the patient’s request is deemed valid and is supported by the applicable laws and rules, an Administrative Order will be issued granting treating physician status to the doctor. This order allows the patient to access chiropractic care and orders that the doctor be paid for services rendered.  The doctor, employer and carrier will receive copies.  

According to the fee schedule, once establishing treating physician status, you may treat an injured worker up to 20 visits.  Additional visits can be authorized by the carrier upon request via medical motion (see PART 3, section 15, page 12).  However, demonstrating efficacy and cost effectiveness to carriers and employers will encourage expanded access of chiropractic care to the work force.  Early, safe returns to work and reasonable utilization is an essential part of improving your profile in the workers’ compensation arena.

10.
Managed Care .  A patient may wish to be seen by a particular chiropractor and find that the workers’ compensation carrier has contracted with a managed care network of which the desired chiropractor does not belong.  In this circumstance it is the position of the Industrial Commission that the patient must accept the in-network referral.  However, the patient may still request a change of physician to the desired chiropractor.  For this to be successful, the patient will have to present adequate reasons for needing the out-of network chiropractor.  As always, it is up to the discretion of the Executive Secretary to determine if these reasons meet the criteria necessary for granting the request.

11. There are three ways to get fees cut in the workers’ compensation system.

You receive payment on a claim, along with an explanation of benefits (EOB).  You notice a “network” or “PPO” reduction, but do not remember signing an agreement with the carrier issuing the EOB.  What is going on? There seems to be three ways for this to occur.

A.   A mistake may have been made and a simple contact to the carrier is enough to clear it up.  For instance, a doctor contacted me with this problem.  He was certain he was not contracted because he had never signed a managed care agreement with anyone.

B.   The second way is a little more insidious.  You sign a managed care contract with a health insurance company containing a clause which allows them to contract with other carriers, including those providing workers’ compensation benefits.  Just like that, you have agreed to accept reductions and fee schedules you have never seen.  The solution here is to face the grueling task of reading all contracts and negotiating the points you do not like.

C.   Finally, your fees can be cut because of a contract you knowingly entered into.  This is done to make oneself accessible to a patient population contracted with an Independent Physicians Association (IPA).  As with any managed care arrangement, it requires a reduction in fees.  

As with any managed care contract, it is a good idea to review at least once per year the cost/benefit relationship before continuing participation.  Are you patients covered by carriers contracted with the IPA actually accessing you?  Or are you simply having your fees cut on patients you have generated yourself.  Cancel those contracts that cost more than they benefit you.  

12. Industrial Commission Jurisdiction.  Should you or a patient seeking your    care wish to seek the help of the Industrial Commission they will need to have jurisdiction over the case.  To have jurisdiction they must have a patient report of injury (form 18) or an employer report of injury (form 19).  Without at least one of these documents the Industrial Commission does not have jurisdiction and cannot rule or intervene.

Again, if a patient does not present you with a form 18 on their first visit, then have them fill it out in your office before you see them.  Then have them file it with the Industrial Commission and give a copy to their employer that day.  

PART 3

Preparation of the Workers’ Compensation Claim

1.  
Following the initial visit, fill out the proper claim form a HCFA 1500.

2.  
Be aware of what services are covered under Workers’ Compensation.  For example, vitamins are not covered, and you may not charge the patient for a supplement used as a part of the treatment program for an injury  (Nutritional supplements).

3.  
USE THE CORRECT CODES.  (In accordance with the attached Fee Schedule.)  Use the same CPT codes as used with other insurance patients in your office as long as the service is covered under the attached Fee Schedule.

4.  
Use one line for each date of service.

5.  
FEES.  Use your usual and customary fees or the North Carolina Industrial Commission Medical Fee Schedule, Chiropractic Section; whichever is less.

6.  
When listing x-rays, do not list size.  Use the proper CPT codes as listed in X-ray Fee Schedule, and do not expect to be paid for cervical films when the patient has a lower back injury.

9.     A plan of care form must be completed and sent along with the initial claim.

10. Manipulation and necessary therapies may be provided in the first visit along     with an examination and x-rays if necessary.

11. The re-examinations may be provided in order to evaluate patient status and at the time of release in order to determine the appropriateness of cessation of care. 

12. Send in additional claims on a regular basis.  All charges must be submitted within 75 days.  Do not wait for the patient to finish treatment before sending the claims.

13.
Check on the claims in 4 weeks if they have not been paid.  Medical records may be requested by the payor and/or the employer.  NCGS 97-90 requires that reports be provided before payment is rendered.  Reports are defined as SOAP notes and/or any other documents specifically asked for by the carrier.  (A provider is not required to cooperate with onsite demand).  The first copy of these records should be supplied for free.  Subsequent requests for records are subject to a copying fee.  50 cents per page for the first 40 pages, 20 cents per page over 40 pages.  A $10.00 minimum may be imposed.

14.
Claims not paid within 60 days are subject to a 10% penalty.  To collect the penalty fee, notify the carrier in writing and request payment.  If the carrier does not respond or denies payment, file a medical motion with the NCIC (see how to file a medical motion).  Medical motions are ruled on within 60 days and the NCIC will respond with an Administrative Order. 

15.
How to File a Medical Motion

A medical motion is an opportunity for you to communicate in letter format with the Office of the Executive Secretary and request the Industrial Commission’s ruling in the form of an administrative order.  Some common reasons for medical motions are:

· Motions to compel payment

· Motions to enforce treating physician status

· Motions to apply a 10% penalty  

Multiple motions may be contained in the same document.

Follow the format below when submitting your medical motion.

Date

Tracy Weaver, Esq.

Executive Secretary

North Carolina Industrial Commission

4333 Mail Service Center

Raleigh, NC  27699-4333

IC File #:


Re:

Motion to …

Dear Ms. Weaver,

(Give the specifics of the case and time frames – tell your story and include the name of the adjuster and contact phone number if available.) … 

Therefore, I respectfully request that (Insurance Carrier) be compelled to pay for services rendered in our office.

Sincerely,

Joe Smith, DC 

* If you do not receive a ruling within 4 weeks, contact the NCCA WC Committee.

PART 4
Employee Information

1.  Disability

The patient is not entitled to receive disability payments for the first seven days unless they are disabled for more than twenty-one days.  These days do not have to be consecutive.

ANY WORKDAY IN WHICH THE INJURED EMPLOYEE DOES NOT EARN FULL WAGES BECAUSE OF INJURY IS CONSIDERED A DAY OF DISABILITY, EVEN THOUGH THE EMPLOYEE EARNS SOME WAGES.

2. Employers that refuse to cooperate with work restrictions or temporary total   disability prescribed by the treating physician are in violation of the “Retaliatory Employers Discrimination Act,” and may be reported to the Department of Labor (919) 807-2825.

3.  North Carolina law prohibits an employer from firing, suspending or demoting an employee for filing a workers’ compensation claim. (NCGS 95-241)

4.  Compensation Payments

During the patient’s period of total disability, the injured employee is entitled to be paid two-thirds of the average weekly wages.  This cannot be less than $30 or more than $674 per week for claims arising in 2003.  The benefit paid on the date of injury remains effective for the life of the claim.

When patients receive a statement from the physician saying that they are capable of performing light work, they are entitled to two-thirds of the wages lost, if there are any, because the patient is not working full-time.

The injured employee is eligible to collect disability compensation until the treating physician has determined that the patient can return to full time work with no restrictions.  

Medical expenses are not counted as disability compensation payments.

PART 5
Specific Problems and Answers Relating To Workers’ Compensation

	1. USE UNITS FOR MODALITIES 

An attended modality such as ultrasound has been provided.  How is it billed?  

The fee schedule differentiates between “Supervised” and “Constant Attendance” modalities, known in our profession as attended and unattended.  The “constant attendance” modalities must be billed in units of time (15 minutes) and entered in Box 24G on the HCFA-1500 form.

2.  NON - PAYMENT OF CLAIM (CHARGES)
Where has the claim been sent?

a)  Employer.  If you sent them to the employer, and you are told that they have not received them, send 3 more copies, certified return receipt.

b)  Insurance company.  Send 3 copies certified return receipt.

If you sent them to the employer and the employer tells you that the claims have been sent to the insurance company, ask the employer for the name and phone number of the insurance company so that you can call and check on the claims.

The employer or the insurance company states that they will not pay for chiropractic services because chiropractic care is not covered under Workers’ Compensation.
Find out the name of the individual who is giving  this misinformation and speak directly to that person.  Tell them that you will be sending them a copy of pages 1 & 2, Chapter 11 of the current Fee Schedule for reference.*  If this continues to be a problem, file an incident report with the North Carolina Chiropractic Association and contact the Workers’ Compensation Committee Chairperson.

If the insurance company still refuses to pay a claim, even though all steps have been followed in terms of processing, the Workers’ Compensation patient, or the doctor should file a form 33 to request a hearing.

If there is a dispute between the employer and the employee regarding the injury, the patient will have to file a form 33 to request a hearing.

*See page 19


	
	3.  A hearing has been requested 

Filing a Form 33 for request of hearing will result in an order for mediation under NCGS 97-80.  Both parties have 55 days from the date that the hearing was requested to either agree upon a mediator or file a motion to be excused.  Mediation is excused on a case by case basis. Where “relatively small amounts of money” are in dispute, it would be reasonable to expect that mediation will be excused.  

Failure to file a motion to be excused or agree upon a mediator will result in a mediator appointment by the Commission.  Both parties involved in the dispute share the cost of the mediator. 

4.  PARTIAL PAYMENT OF A CLAIM
The insurance company states that they will only pay for X visits or that they will not pay for any further chiropractic care.

In both of these cases, a call should be made to the person handling the claim to notify them that page 1 & 2, Chapter 11 of the current Fee Schedule clearly states that a chiropractic physician has 20 visits allowed, and that treatment may not be interrupted during that time by someone other than the treating chiropractic physician.  A copy of page 1 & 2, Chapter 11 should be mailed to that individual, certified return receipt requested, with a cover letter explaining the present situation regarding the patient in question.  “Any employer/carrier/administrator denying a claim in which medical care has previously been authorized shall be responsible for all costs incurred prior to the date of notice of denial is provided to each health care provider to whom authorization has been previously given.”  Rule 407.
The insurance company wants the patient to be seen by a doctor of their choice.

The patient can be evaluated by a doctor chosen by the insurance company or employer, but this does not take the place of the continued chiropractic treatment.  If the insurance company wants to pay for the services of more than one physician at a time, that is their decision.




PART 5 (continued)
Specific Problems and Answers Relating To Workers’ Compensation

	5.  CHANGE OF PHYSICIANS
The patient has been to the company doctor and wants to see a chiropractor.  What are the proper steps that must be taken?

Patients have the right to request one physician change of their choice.  The patient should complete a Change of Physician Request, which is then faxed to the Industrial Commission.  The Industrial Commission will make the decision as to whether or not the patient will be allowed to change physicians.  If patients are not satisfied with the decision made, they may file a form 33 to request a hearing.

6.  WORKERS’ COMPENSATION CLAIMS AND THIRD PARTY INVOLVEMENT
If a patient is driving a company car, and it is struck by another vehicle, and subsequently files suit for damages, does the doctor accept the Workers’ Compensation payment as payment in full?

When there is third party involvement, the doctor is able to collect the full fees for services rendered.  The patient is responsible for the portion of the bill that Workers’ Compensation will not pay.  The liability company will have to reimburse the Workers’ Compensation insurance company for the amount of the patient’s bill paid by Workers’ Compensation insurance (NCGS 97-10.2). 

7.  WORKERS’ COMPENSATION DENIALS AND FILING OTHER INSURANCE
The doctor’s office has received a written denial from the Workers’ Compensation insurance carrier or the employer denying responsibility for the patient’s injuries.

The patient’s health insurance may be used as a means of payment.  It is always helpful to attach a copy of the denial to the insurance claim form so that the insurance company will not delay payment. 

IT IS ILLEGAL TO BILL AN INSURANCE COMPANY IN ADDITION TO THE WORKERS’ COMPENSATION INSURANCE (UNLESS THERE IS THIRD PARTY LIABILITY).


	
	8.  BILLING THE PATIENT
· You may not bill a Workers’ Compensation patient for the remainder of the balance (unless third party liability is involved) once Workers’ Compensation insurance has paid the patient’s bill.

· In the event that the employer or the insurance company fails to recognize the patient’s injury, the patient may then be billed for the services rendered.  This is why it is a good idea to have the patient fill out the proper admittance form, which clearly states that the burden of payment is with the patient.

9.  CORRECTING IMPROPERLY PAID CLAIMS FOR RE-SUBMISSION
When a Workers’ Compensation claim is paid, the doctor’s office will receive a printout with all of the claim information on it.  The approved amounts should be checked for proper payment.  If the CA finds an error, a correction should be made on the bottom of the original printout and returned to the insurance company.  Always keep a copy for your records.
10. DELAY OF PAYMENT

Once the claim has been approved by the Industrial Commission and sent back to the insurance company, the insurance company has 60 days to pay the claim, or a 10% charge based on the total amount of the claim may be added.

11. OUT OF STATE INJURY

When you are treating a patient who was injured on the job out of state, the state in which the report of injury was filed has jurisdiction.  The Workers’ Compensation laws, rules and fees of the foreign state supersede ours.

12. FEDERAL WORKERS

Employees of the federal government, including postal service employees, are covered by federal rather than state Workers’ Compensation laws.  Reimbursement for chiropractic services is limited to ‘manual manipulation of the spine to correct a subluxation as demonstrated by x-ray to exist.’  Claims for chiropractic treatment of extremities will be denied.




PART 5 (continued)
Specific Problems and Answers Relating To Workers’ Compensation

	13. A MEDICAL DOCTOR HAS REFERRED AN  

     INJURED WORKER, BUT THE CARRIER HAS 

DENIED THE REFERRAL.

Treating physicians may make appropriate referrals to healthcare providers.  

Chiropractors are considered health care providers under the Workers Compensation Act and may accept the referral.  Obtain a written referral note or prescription and notify the NCCA Workers’ Compensation Chair if anyone interferes with the referral.

14. RECORDS REQUESTS
A carrier has requested patient records. Must the treating physician comply?

Yes.  The carrier may need the records to determine the validity of the claim and anticipate the injured worker’s needs.  Additionally, the Industrial Commission has mandated that records be provided with billed services.  The treating physician does not have to comply with “on site” demands from carrier representatives.

15. FALSE STATEMENTS

An adjuster has told a patient that they do not pay for chiropractic care, or has made a similar false statement.

First, file a Change of Physician Request.  Second, any carrier that willfully makes a false statement or representation of a material fact for the purpose of denying a benefit may be in violation of NCGS 97-88.2 of the Workers’ Compensation Act.  Violation of this statute can carry misdemeanor or felony penalties.

Should your patient wish to file a complaint under this statute, please contact the NCCA.

16. FILING INCIDENT REPORTS

Problems experienced when treating injured workers should always be documented on a Workers’ Compensation Incident Report.  The form for filing this report is in this manual.  The Workers’ Compensation Committee Chair will respond with a call or a fax.


	
	17. A REPORT OF INJURY HAS NOT BEEN FILED 

The employer has not filed a report of injury (Form 19) with the Industrial Commission. 

The patient may file the report of injury using Form 18 in this manual.  It should be mailed to 

North Carolina Industrial Commission

Attn: Statistics Department

4334 Mail Service Center

Raleigh, NC  27699-4344

18. EXACERBATIONS OF INJURY
The patient has been released at pre-injury status, but suffers an exacerbation.  

· If the patient has been released with a work restriction an exacerbation is considered a change of condition and the initial treating physician remains the treating physician.  Notify the carrier and submit a new treatment plan.
· If the patient was released without a work restriction, but has exacerbated the same area, the initial treating physician remains the treating physician.  Notify the carrier and submit a new treatment plan.
· If the patient suffers a new injury, treating physician status must be re-established.
If there are any problems with the above points, communicate the patient’s desire to be under your care via a Change of Physician Request.  

19. SPECIALIST REFERRAL
You are the treating physician and wish to refer to a specialist for evaluation and/or co-management.

Until such time as the chiropractor has released the patient from treatment, they retain treating physician status until this is changed by the Industrial Commission.




PART 5 (continued)
Specific Problems and Answers Relating To Workers’ Compensation

	20. ADDITIONAL VISITS REQUIRED
You are treating a patient with a complicated musculoskeletal problem and feel that additional visits beyond the initial 20 authorized are needed.

     File a medical motion to request additional visits.  Include all pertinent clinical information.  (See page 12 for instructions)

Notes:


	
	


PART 6
   Industrial Commission Procedures: Obtaining Payment for Chiropractic Treatment

	FORM 18 FILED/ DENIED CLAIM
	CLAIM NOT REPORTED TO EMPLOYER
	ACCEPTED CLAIM - 

NO TREATING 

PHYSICAN
	ACCEPTED CLAIM - 

HAS TREATING PHYSICIAN

	1. Until Form 18 has been filed with employer and Industrial Commission, chiropractor may directly bill claimant for chiropractic services rendered.  Chiropractor may only bill insurance carrier if claim is later accepted or adjudicated compensable and chiropractic treatment is found to have met requirements for compensable medical treatment per 97-25.

2. Once Form 18 has been filed, chiropractor cannot bill patient for treatment until:

1. Final order is issued by Industrial Commission adjudicating claim NOT compensable OR

2. Chiropractor requests and receives Order from Industrial Commission allowing them to directly bill claimant.  


	1. Employee reports claim directly to employer and finds out contact information for employer’s workers’ compensation carrier.

2. Employee gives employer and Industrial Commission completed Form 18.

3. Chiropractor gets written authorization to treat claimant from insurance carrier prior to any treatment rendered; otherwise, chiropractor may have to bill claimant if the claim is denied by the carrier unless the claim is later adjudicated compensable and chiropractic treatment is found to have met requirements for compensable medical treatment per 97-25.
	1. Chiropractor gets written authorization to treat claimant from carrier prior to ANY treatment rendered; otherwise, chiropractor may have to bill patient if carrier denies chiropractic treatment and there is no subsequent Industrial Commission order to pay the chiropractor.

2. Once receive authorization from insurance carrier or Industrial Commission to treat claimant, 20 visits are automatically authorized per the fee schedule.  Chiropractor should submit bills and reports within 30 days per 97-26.

3. If insurance carrier denies chiropractic treatment and plaintiff is receiving no treatment, send medical motion to Executive Secretary of Industrial Commission for treatment.  Any order issued for chiropractic treatment is appealable.
	1. Chiropractor gets written authorization to treat claimant from carrier prior to ANY treatment rendered; otherwise, chiropractor may have to bill patient if carrier denies chiropractic treatment and there is no subsequent Industrial Commission order to pay the chiropractor.

2. To have chiropractor designated as claimant’s treating physician, claimant fills out Change of Physician Request (and Form 18 if not already on file with employer and Industrial Commission) and faxes to Executive Secretary of Industrial Commission and insurance carrier.

3. In approximately 20 days, Executive Secretary will issue order granting or denying request to change treating physician to chiropractor.  Change of Physician Order is appealable.  

4. Chiropractor may have to bill patient for treatment rendered prior to receiving Order if chiropractor is not designated as claimant’s treating physician, or if Change of Treating Physician Order is later reversed.

5. Once change of treating physician order is final, 20 visits are automatically authorized.  Chiropractor should submit bills and reports within 30 days per 97-26.


PART 7
Workers’ Compensation Form Directory

1. PROPER ADMITTANCE FORM 

Your office form to include an agreement to pay in the event that the workers’ compensation claim is denied. 

2. PERMISSION TO TREAT 

Permission to treat form (if DC is not the initial treating physician).

3. FORM 18

The injured employee fills this out at work when injured.  

4. FORM 33

The employee, employer or doctor fills this out when filing for a hearing with the Industrial Commission.

5. CHANGE OF PHYSICIAN FORM 

The patient fills this form out and the doctor faxes it to the Industrial Commission to request a change of physicians.  
6. FORM HCFA 1500

The recommended form for filing workers’ compensation claims.  

7.
WORKERS’ COMPENSATION INCIDENT REPORT FORM
This form is filed with the North Carolina Chiropractic Association (fax 919-832-0612) and is for the purpose of documentation of denial patterns.  This form also serves as a request for assistance from the Workers’ Compensation Committee Chair.  This service is available to members of the NCCA only.
8.  CHIROPRACTIC PLAN OF CARE FORM
This form is filed with the carrier to notify them of your plan of care, nothing more.  It does not require approval from the carrier.  Your treatment avenues are covered under the North Carolina Industrial Commission Medical Fee Schedule, Chiropractic Section pages 1 & 2.

WORKERS’ COMPNSATION FORM

	Notice:
	If you were injured on the job, you must REPORT THE INJURY to your employer.  Failure to do so will result in denial of any payment.  In the event that your workers’ compensation insurance will not cover, you are responsible for your bill.  Thank you.


NAME _______________________________________________  DATE OF BIRTH____________________



ADDRESS ____________________________CITY ______________________ STATE _____ ZIP_________


SOCIAL SECURITY # _________________HOME PHONE ______________ WORK PHONE_____________


EMPLOYER ___________________________ ADDRESS _________________________________________



Name of person you reported the injury to: _____________________________________________________


Is this person your supervisor?  Yes/No    If no, supervisor’s name ___________________________________


Who referred you to our office? ______________________________________________________________


Please explain how the accident happened: _____________________________________________________


________________________________________________________________________________________



Date of present injury _________________________________ Time ________________________________


Did you feel pain immediately at the time of injury?  Yes/No   If yes, where? 

________________________________________________________________________________________




If no, please state when you began to have pain and where.

Did you return to work following the injury?  Yes/No

When you reported the injury to your supervisor, were you instructed to see a particular doctor?  Yes/No

If yes, whom did you see? __________________________________________________________________



How much time have you lost from work as a result of this injury? ___________________________________

Have you ever been injured before?  Yes/No   If yes, please indicate when, where, and how: 

________________________________________________________________________________________



Since this injury, are your symptoms improving? _________ getting worse? _________ the same?_________

AGREEMENT TO PAY IN THE EVENT THAT COMPENSATION IS DENIED:

In the event that I fail to prosecute the claim for workers’ compensation for this injury or condition, or if it is not a a compensable workers’ compensation claim, I hereby agree to pay this office’s usual and customary fees for services rendered to me.

Date ____________________ Signature _______________________________________________________

Please do not write below this line.

________________________________________________________________________________________



This injury was verified by ________________________________ on ________________________________


Name of supervisor who verified the injury:

__________________________________________ Time of Call __________________________________



AUTHORIZATION FOR CHIROPRACTIC TREATMENT PURSUANT TO THE NORTH CAROLINA WORKERS’ COMPENSATION ACT
Physician’s Name ____________________________________________________________
Physician’s Address __________________________________________________________

_____________________________________________________________________________

Physician’s Phone # (        ) __________________________________________________

Name of injured employee to receive evaluation/care:

_____________________________________________________________________________

Date of Injury: _______________________________________________________________

Name of Company/Employer: _________________________________________________

Address: ____________________________________________________________________

_____________________________________________________________________________

Phone:  (        ) ____________________

_____________________________________________________________________________

Signature of employer/manager/supervisor (sign in ink)

Date: __________________

· North Carolina law prohibits an employer from firing, suspending or demoting an employee for filing a Workers’ Compensation claim. (NCGS 95-241)

· Chiropractic IS covered under the Workers’ Compensation law and it would be false and misleading for an insurance company or its representatives to state or imply otherwise.  (NCGS 97-2(20) & 97-88.2)

RETURN THIS FORM TO THE ATTENDING CHIROPRACTIC PHYSICIAN

	WORKERS’ COMPENSATION

CHANGE OF PHYSICIAN REQUEST

PURSUANT to N.C.G.S. 97-25

EMPLOYEE: _________________________________________________________________________

NAME

                       _____________________________              ____________________________________

                                  Date of Birth                                                             Social Security Number

IC File#: _________________________    (Required: Patient may obtain from employer or the Industrial Commission Statistics Department)

                                                                                                                                                                                                                  (919) 807-2506

Current Physician:      _________________________________   __________________________________

                                                             Name                                                        Phone #

Requested Physician:  ____________________________________________________________________

Name

                                    ____________________________________________________________________

Address

                                    Phone #_____________________________Fax #____________________________

Reason for Requested Change: ______________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Has the patient received previous chiropractic care: ______________________________________________

If so, what was the outcome: _______________________________________________________________

                       _________________________                       _________________________________

                                          Date                                                                 Employee Signature

------------------------------------------------------------------------------------------------------------------------------------

Check this box to request a copy of the ruling to be faxed to the requested physician.

FAX THIS DOCUMENT TO:  Office of the Executive Secretary

                                                 North Carolina Industrial Commission

                                                 4333 Mail Service Center

                                                 Raleigh, NC  27699-4333

                                                 Fax: (919)715-9687




	CHIROPRACTIC PLAN OF CARE


· Chiropractic care is covered under the Workers’ Compensation Law in North Carolina.  N.C.G.S. 97-2(20) and 97-88.2.

· This treatment plan is submitted as per the NCIC Medical Fee Schedule, Chiropractic Section. 

	Patient name: _____________________________________________________________________________
SS# / IC#: ________________________________________________________________________________

Physician: ________________________________________________________________

Carrier: ___________________________________________________________________

Date of Injury: ____________________________________________________________

Diagnosis: ________________________________________________________________

A. Treatment Goals (Measurable): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

B. Degree of Restoration (Prognosis): ____________________________________________________________________________________________

____________________________________________________________________________________________

C. Treatment:  Frequency (x’s/Week)         

      Chiropractic manipulation; _______ times per week for the next ______​ weeks, or

      _______  times per week for the next _______ months.

 Physical Medicine (Describe):  Supervised?  or  Constant Attendance Modalities?          

     (Use Units for Constant Attendance, i.e. 15 minutes = 1 Unit)

 ___________________________________________________________________________________________ ____________________________________________________________________________________________

D. Estimated Duration of Treatment Regimen: ________________________________________________________________________________________

E. Comments: _____________________________________________________________________________

________________________________________________________________________________________

Physician Signature: ________________________________ Date: _______________




PART 8
North Carolina Industrial Commission Chiropractic Fee Schedule Section 11
Original revision was April 1, 2000 with subsequent updates on March 1, 2001.

IMPORTANT

The fees set forth herein are those which are the maximum allowed to be charged for treatment of injured workers under the North Carolina Workers' Compensation Act.  If the usual and customary fees are less than the fees authorized in this schedule, then the usual and customary fees must be used.  Managed Care Organizations which comply with North Carolina law and the Rules and Regulations for Managed Care Organizations are not subject to the Medical Fee Schedule.

The following principles apply to workers' compensation and chiropractic care:

1. Chiropractic care IS covered under the Workers' Compensation Law in North Carolina and it would be false and misleading for an insurance company or its representatives to state or imply otherwise. N.C.G.S.§ 97‑2(20) and § 97‑88.2

2. Pursuant to Rule 802 of the Workers Compensation Rules of the North Carolina Industrial Commission, any employer, carrier or third party administrator who routinely denies chiropractic treatment as a matter of policy may be subject to sanctions by the Industrial Commission.

3.When an injured employee has reported the injury to his or her employer and the employer has not made a direct referral to a physician, the employee may go to the physician of his or her choice. N.C.G.S. § 97‑25 

4. When a chiropractic physician is the initial treating physician, either through direct  employer referral or under circumstances described in Paragraph 3 above, an authorization-to-treat slip is NOT required.

5. A chiropractic physician may treat an injured worker for up to 20 visits without further authorization.

6. When more than 20 visits are necessary, the chiropractic physician must obtain authorization for additional visits from the payor, i.e., the self-insured employer, the insurance company or the third party administrator.

7. When an injured employee has been treated by a physician and wishes to be treated by a different physician, who may or may not be a chiropractic physician, he or she has the right to request treatment by a physician (chiropractic or otherwise) of his or her choice and should contact the employer or write to the Industrial Commission to obtain permission. N.C.G.S. § 97‑25

8.  An employer can request that an injured employee seek evaluation by another physician, but the injured employee may continue treatment with the chiropractic physician for up to the initial 20 visits. N.C. G.S. § 97‑27

9.  An employer, insurance company, or third party administrator may not unilaterally terminate a patient's chiropractic treatment during the initial 20 visits.

10. Except for the number of visits for the initial 20 visits, visits to a chiropractic physician are subject to Utilization Review.

GUIDELINES

Chiropractic medicine may be an integral part of the healing process for some injured workers.  This schedule includes codes for chiropractic medicine, i.e., those modalities, procedures, tests, and measurements in the chiropractic medicine section, representing specific therapeutic procedures performed by licensed chiropractors and within their scope of practice, or by support personnel under direct supervision of a licensed chiropractor.  Chiropractic physicians must meet the following requirements in order to be paid under this fee schedule:

A. 
CHIROPRACTIC MEDICAL ASSESSMENT

1. 
An assessment, including a plan of care, must be performed to determine if a patient will benefit from chiropractic treatment. 

2.
When billing for the assessment, plan of care, and visit, the chiropractor shall use only one of the appropriate CPT Evaluation and Management codes.

B. 
QUALIFICATIONS FOR REIMBURSEMENT

1. 
The patient's condition must have the potential for restoration of function.

2. 
The treatment must be specific to the injury and have the potential to improve the patient's condition.

C. 
PLAN OF CARE

1. 
An initial plan of care must be developed and filed with the payor. The content of the plan of care, at a minimum, should contain:

a.
The potential degree of restoration and measurable goals (i.e., potential restoration is good, poor, low, guarded).

b. 
The specific treatments to be provided, including the frequency and duration, in units, of each treatment.

c.
The estimated duration of the treatment regimen.

2. 
Preparation of the initial plan of care is included in the initial assessment, plan of care and visit, and no additional fee shall be charged for it.

3. 
If treatment beyond the initial 20 visits is authorized, the plan of care must be updated at the end of the initial 20 visits and at least every 30 days thereafter.  The updated plan must be signed by the chiropractic physician and submitted to the payor.  Charges for this reassessment and updated plan of care shall be billed using the appropriate CPT Evaluation and Management code.

D. 
REIMBURSEMENT

1.
Visits for treatment may not exceed one visit per day without prior approval from the payor.

2. 
A minimum of an initial visit and 19 subsequent visits is allowed upon initial authorization of chiropractic treatment.  Treatment exceeding 20 visits must have preauthorization from the payor for continuing care.  Treatment must meet the following guidelines:

a. 
The treatment must tend to effect a cure, give relief, or lessen the period of disability.

b. 
When approval to treat is given by telephone, documentation should be made by the provider in the patient's medical record indicating the date and name of the payor representative giving authorization for the treatment.

3. Physical Medicine Modalities are now divided into two groups: "supervised" and "constant attendance." Supervised modalities will be reimbursed as billed for 

only one unit per visit. Constant attendance modalities will be reimbursed as billed in units of 15 minutes.  Appropriate rounding up or down is expected, using professional judgment.  Billing for excessive units will be subject to Utilization Review.

4. 
A chiropractic physician may charge and be reimbursed for a follow-up examination in the following cases:

a. 
Reassessment as defined in Section C Item 3 (PLAN OF CARE) above.

b. 
A definitive change in the patient’s condition occurs.

c.
The patient fails to respond to treatment and there is a need to change the treatment plan.

d. 
The patient has completed the treatment regimen and is ready to receive discharge instructions.

E.
TENS UNITS

1.
TENS (Transcutaneous Electrical Nerve Stimulation) treatment may be provided either by the chiropractic physician or under his supervision.

2.
Authorization, including selection of the vendor, must be obtained from the payor before rental of a TENS unit or before arrangements are made for the purchase of a TENS unit at a price in excess of $250.

F.
SUPPLIES and EQUIPMENT

1.
Chiropractic physicians must obtain authorization from the payor before purchase or rental of durable medical equipment in excess of $100.

2.
Reimbursement for supplies and equipment must not exceed 20 percent above the provider's cost.  An invoice may be required by the carrier before reimbursement is made.

3.
Reimbursement for vitamins, herbs and nutritional supplements is not allowed under this fee schedule.

G.
OTHER INSTRUCTIONS

1. 
Charges will not be reimbursed for publications, books, or video cassettes unless by prior approval of the payor.

2. 
All charges for services must be clearly itemized by CPT code.  The Federal Tax ID number or chiropractor’s social security number must be on the bill.  Billing is also subject to all medical billing directives of the Industrial Commission.

Chiropractors may use the following CPT Evaluation and Management codes:

	CPT Code
	Description
	Allowance

	99201
	New patient, 10 min
	$41.40

	99202
	New patient, 20 min
	$66.68

	99203
	New patient, 30 min
	$91.97

	99204±
	New patient, 45 min
	$137.97

	99211*
	Established patient, 5 min
	$20.11

	99212*
	Established patient, 10 min
	$36.21

	99213*
	Established patient, 15 min
	$51.16

	99372
	Telephone call by chiropractor to patient, rehabilitation professional, physician, or any other medical provider or medical coordinator, 15 to 30 minutes
	$45.00

	99373
	Telephone call by chiropractor to patient, rehabilitation professional, physician, or any other medical provider or medical coordinator, more than 30 minutes
	$60.00

	99455
	Rating by treating physician
	$125.31

	99456
	Rating by other than treating physician
	$182.13

	99052
	After Hour Services between 10 p.m. and 8 a.m. (in addition to regular billing)
	$26.26


±
to be used only in exceptional circumstances.

*
may be used only under one of the four cases outlined in D4 above.

Chiropractors may use the following CPT codes for chiropractic manipulation: 

	CPT Code
	Allowance
	CPT Code
	Allowance

	98940
	$35.83
	98942
	$55.80

	98941
	$45.36
	98943
	$32.95 


Chiropractors may use the following Physical Medicine CPT codes:

          SUPERVISED


               CONSTANT ATTENDANCE

	CPT Code


	Allowance
	CPT Code
	Allowance
	CPT Code
	Allowance
	CPT Code
	Allowance

	97010
	$13.95
	97024
	$13.95
	97032
	$16.65 times # of units
	97110
	$25.19 times # of units

	97012
	$18.90
	97026
	$13.05
	97033
	$17.55 times # of units
	97124
	$19.80 times # of units

	97014
	$16.20
	97028
	$16.65
	97035
	$13.95 times # of units
	97140
	$26.79 times # of units


Chiropractors may use CPT code 99080 for a narrative report reimbursed up to $165.00.  This may be billed when the payor has requested more than the usual information furnished in standard reporting forms.

Additions to Chiropractic Fee Schedule:

EFFECTIVE March 1, 2001
(Items inadvertently omitted from April 1, 2000 revision of the Chiropractic Fee Schedule) 

Chiropractic physicians may utilize the following splinting and strapping codes:

	CPT CODE
	ALLOWANCE
	CPT CODE
	ALLOWANCE

	29105
	$108.07
	29260
	$60.96

	29125
	$75.58
	29280
	$56.07

	29126
	$92.64
	29505
	$99.15

	29130
	$52.82
	29515
	$94.27

	29131
	$73.95
	29520
	$69.88

	29200
	$63.47
	29530
	$72.33

	29220
	$80.44
	29540
	$63.39

	29240
	$77.19
	29550
	$58.50


Chiropractors may be reimbursed the regular fee schedule allowance for the following laboratory examinations:

	CPT
	Allowance
	CPT
	Allowance

	81000
	$9.97
	81002
	$7.76

	81001
	$7.76
	81003
	$7.76


Application of Neurostimulator

	64550
	Newly added CPT code, March 1, 2001
	$42.07


PART 9
RADIOLOGY: General Guidelines and Fee Schedule

Chiropractors may use the radiology codes found in the Workers’ Compensation Medical Fee Schedule radiology section that are considered within their scope of practice.
1. RADIOLOGY FEES

The total component of a radiology procedure includes the physician component of a procedure and a technical component.  Under no circumstances shall the total component of a procedure be more than the value of the technical component and the physician component combined.

2. RADIOLOGY CONSULTATIONS

If a consultation of an x-ray is requested (procedure code 76140), the provider must identify who requested the consultation services and reason(s) for the request.

3. MODIFIERS

-26

Professional component

-27

Technical component

-B 


Total Component 


SUPPLEMENTAL FEE SCHEDULE - RADIOLOGY

TOTAL FEE        PC FEE           TC FEE          CPT CODE                        DESCRIPTION

	$49.53
	$19.81
	$29.72
	70100
	Radiologic examination, mandible, partial, less than four views

	61.74
	24.70
	37.04
	70110
	Radiologic examination, mandible; complete minimum of four views

	54.96
	21.98
	32.98
	70120
	Radiologic examination, mastoids, less than three views per side

	80.73
	32.29
	48.44
	70130
	Radiologic examination, mastoids, complete, minimum of three views per side.

	55.64
	22.26
	33.38
	70140
	Radiologic examination, facial bones; less than three views

	72.60
	29.04
	43.56
	70150
	Radiologic examination, facial bones complete, minimum of three views

	48.18
	19.27
	28.91
	70160
	Radiologic examination, nasal bones complete, minimum of three views

	74.64
	29.86
	44.78
	70200
	Radiologic examination, orbits, complete, minimum of four views

	53.61
	21.44
	32.187
	70210
	Radiologic examination, sinuses, paranasal, less than three views

	71.91
	28.76
	43.15
	70220
	Radiologic examination, sinuses, paranasal, complete, minimum three views

	44.10
	17.64
	26.46
	70240
	Radiologic examination, tutcica

	60.39
	24.16
	36.23
	70250
	Radiologic examination, skull; less than four views with or without stereo

	86.85
	34.74
	52.11
	70260
	Radiologic examination, skull; complete, minimum of four views, with or without stereo

	47.49
	19.00
	28.49
	70328
	Radiologic examination, temporomandibular joint, open and closed mouth; unilateral

	73.95
	29.58
	44.37
	70330
	Radiologic examination, temporomandibular joint, open and closed mouth; bilateral

	179.12
	62.69
	116.43
	70332
	Temporomandibula; joint arthrography, radiological supervision and interpretation 

	42.06
	16.82
	25.24
	70360
	Radiologic examination, neck, soft tissue

	52.23
	20.89
	31.34
	71015
	Radiologic examination, chest, stereo, frontal 

	58.35
	23.34
	35.01
	71020
	Radiologic examination, chest, two views, frontal and lateral

	70.56
	28.22
	42.34
	71021
	Radiologic examination, chest, two views, frontal and lateral, with apical lordotic procedure

	55.64
	22.26
	33.38
	71100
	Radiologic examination, ribs, unilateral, two views

	67.17
	26.87
	40.30
	71101
	Radiologic examination, ribs, unilateral, including posteroanterior chest, minimum of three views

	73.95
	29.58
	44.37
	71110
	Radiologic examination, ribs bilateral,  three views

	84.81
	33.92
	50.89
	71111
	Radiologic examination, ribs, bilateral, including posteroanterior chest, minimum of four views

	58.35
	23.34
	35.01
	71120
	Radiologic examination, sternum, minimum of two views

	63.09
	25.24
	37.85
	71130
	Radiologic examination, sternoclavicular joint or joints, minimum of three views

	105.15
	42.06
	63.09
	72010
	Radiologic examination, spine, entire, survey study, anteroposterior and lateral

	40.02
	16.01
	24.01
	72020
	Radiologic examination, spine, single view, specify level

	47.49
	19.00
	28.49
	72170
	Radiologic examination, pelvis, anteroposterior only

	61.05
	24.42
	36.63
	72190
	Radiologic examination, pelvis, complete, minimum of three views

	48.18
	19.27
	28.91
	72200
	Radiologic examination, sacroiliac joints, less than three views

	55.64
	22.26
	33.38
	72202
	Radiologic examination, sacroiliac joints, three or more views

	50.88
	20.35
	30.53
	72220
	Radiologic examination, sacrum and coccyx, minimum of two views

	46.82
	18.73
	28.09
	73000
	Radiologic examination, clavicle, complete

	48.18
	19.27
	28.91
	73010
	Radiologic examination, scapula, complete

	42.75
	17.10
	25.65
	73020
	Radiologic examination, shoulder, one view

	51.57
	20.63
	30.94
	73030
	Radiologic examination, shoulder, complete minimum of two views

	59.70
	23.88
	35.82
	73050
	Radiologic examination, acromioclavicular joints bilateral, with or without weighted distraction

	50.88
	20.35
	30.53
	73060
	Radiologic examination, humerus, minimum of two views

	46.14
	18.46
	27.68
	73070
	Radiologic examination, elbow, anteroposterior and lateral views

	50.88
	20.35
	30.53
	73080
	Radiologic examination, complete, minimum of three views

	179.12
	62.69
	116.43
	73085
	Radiologic examination, elbow, anthrography, radiological supervision and interpretation

	46.82
	18.73
	28.09
	73090
	Radiologic examination,  forearm, anteroposterior and lateral views

	44.79
	17.92
	26.87
	73092
	Radiologic examination, upper extremity, infant, minimum of two views

	44.79
	17.92
	26.87
	73100
	Radiologic examination, wrist, anteroposterior and lateral views

	48.84
	19.54
	29.30
	73110
	Radiologic examination, wrist, complete, minimum of three views

	147.24
	51.53
	95.71
	73115
	Radiologic examination, wrist, anthrography, radiological supervision and interpretation

	44.79
	17.92
	26.87
	73120
	Radiologic examination, hand; two views

	48.84
	19.54
	29.30
	73130
	Radiologic examination, hand; minimum of three views

	37.98
	15.19
	22.79
	73140
	Radiologic examination, finger(s); minimum of two views

	44.79
	17.92
	26.87
	73500
	Radiologic examination, hip; unilateral, one view

	65.82
	26.33
	39.49
	73520
	Radiologic examination, hips, bilateral, minimum of two views of each hip, including anteroposterior view of pelvis

	54.96
	21.98
	32.98
	73510
	Radiologic examination, hip unilateral; complete, minimum of two views 

	57.00
	22.80
	34.20
	72040
	Radiologic examination, spine, cervical; anteroposterior and lateral

	83.46
	33.38
	50.08
	72050
	Radiologic examination, spine, cervical, minimum of four views

	103.14
	41.26
	61.88
	72052
	Radiologic examination, spine, cervical, complete including oblique and flexion and/or extension studies

	50.88
	20.35
	30.53
	72069
	Radiologic examination, spine, throacolumbar standing (scoliosis)

	60.39
	24.16
	36.23
	72070
	Radiologic examination, spine; thoracic, anteroposterior and lateral

	65.82
	26.33
	39.49
	72072
	Radiologic examination, spine; thoracic, anteroposterior and lateral, including swimmer's view of the cervicothoracic junction

	75.99
	30.40
	45.59
	72074
	Radiologic examination, spine, thoracic, complete including obliques, minimum of four views

	61.74
	24.70
	37.04
	72080
	Radiologic examination, spine, thoracolumbar, anteroposterior and lateral

	67.86
	27.14
	40.72
	72090
	Radiologic examination, spine, scoliosis study, including supine and erect studies

	61.74
	24.70
	37.04
	72100
	Radiologic examination, spine, lumbosacral; anteroposterior and lateral

	84.81
	33.92
	50.89
	72110
	Radiologic examination, spine, lumbosacral; complete, with oblique views

	106.53
	42.61
	63.92
	72114
	Radioloigic examination, spine, lumbosacral; complete, including bending views

	75.30
	30.12
	45.18
	72120
	Radiologic examination, spine, lumbosacral; bending views only, minimum of four views

	45.45
	18.18
	27.27
	71010
	Radiologic examination, chest; single view, frontal

	192.43
	48.96
	143.47
	73542
	X-ray exam sacroiliac joint


PART 10
Federal Workers’ Compensation
· The Federal Workers’ Compensation Act (FECA) authorizes medical services for treatment of any condition causally related to factors of federal employment.  The points below are based upon the FECA.

· Federal employees are entitled to all services, appliances and supplies prescribed or recommended by qualified physicians, which in the opinion of the Office of Workers’ Compensation Programs (OWCP), are likely to cure, give relief, reduce the degree or period of disability, or aid in lessening the amount of monthly compensation.  

This includes examination, treatment and related services such as medications and hospitalization, as well as transportation needed to secure these services.  Preventive care is not authorized.

· The term “physician” includes surgeons, osteopathic practitioners, podiatrists, dentists, clinical psychologists, optometrists and chiropractors within the scope of their practice as defined by state law.
· Because chiropractors are considered physicians under the FECA, an injured  federal worker may choose a doctor of chiropractic as their treating physician.  
· Services of chiropractors may only be reimbursed for treatment of manual manipulation of the spine to correct a subluxation as demonstrated by x-ray to exist.  An x-ray must be taken for the claim to be paid.
· The term “subluxation” is defined as an incomplete dislocation, off centering, misalignment, fixation or abnormal spacing of the vertebrae anatomically.  This must be demonstrable on any x-ray film to individuals trained in reading of x-rays.
· Chiropractors may interpret their own x-rays, and if a subluxation is diagnosed the OWCP will accept the chiropractor’s assessment of any disability caused by the subluxation.
· When a claimant is injured, a form CA-1 (first report of injury) must be completed by the worker and signed by the supervisor. The claimant has 30 days from the date of injury to file this form.
· Billing: All bills must be submitted on HCFA 1500 forms.  There are no federal guidelines for frequency of billing, however, all bills must be submitted within 1 year from the date of service.  Never send the bills to the employer.  All bills are to be sent to the regional office handling the claim.  For North Carolina, the regional office is: 
U.S. Department of Labor, OWCP

214 North Hogan Street, Suite 1006

Jacksonville, Fl 32202

(904) 357-4777

(904) 357-4778 - Interactive Voice Response System
· Each HCFA 1500 form should be accompanied be filled out completely, with all pertinent information filled in each block.  Most important is the claim number.  This number can be obtained once the claim has been set up by contacting the regional claims office.

· Each HCFA 1500 form should be accompanied by a report of the patient’s condition for the dates of service.  This may take the form of a written report or clinical notes for dates of service.   With the initial claim, submit a plan of treatment, exam and x-ray findings.

· Important:  Include the claimants name and claim number on every document submitted.  The HCFA 1500 forms are separated from the supporting documentation when they reach the regional office.  They must have this information on the top or they will be misplaced.

· A “clean claim” without errors, notes attached and claim numbers correct, should be processed within 30 days of the date it was received.

· Available manipulative CPT codes: 
98940 (1-2 regions)

                                                     98941 (3-4 regions)

                                                     98942 (5 regions)

The diagnosis must be a subluxation.  It is the only diagnosis required on the HCFA 1500 form.  All other related diagnoses should be recorded in clinical records.

The 839.xx series of diagnoses are required.  The 739.xx used with Medicare are not permissible.

Radiology services are reimbursed provided the diagnosis is subluxation and it is demonstrable on x-ray.

· The first physician a claimant sees will be recorded as the “doctor of record” for the case.

· Some federal agencies may have on-site health clinics where injured workers may be required to report.  However, this does not mean that the on-site doctor is the doctor of record.  It is still the claimants choice who they will see for the treatment of the injury.

· If the patient wishes to change from their doctor of record and be seen by a chiropractor, the claimant must:

A) Request in writing to the claims examiner a change of physician.

B) Describe the reason for the change, which physician they would like to change from and the name of the physician they would like to change to.

C) Wait for final authorization before seeking treatment with the new physician.

D) Communication with the claims examiner is advised during this process.

· Further questions about Federal Workers’ Compensation can be addressed by contacting the source of the preceding information: the American Chiropractic Association (ACA) at (703)276-8800.  This does, however, require membership in the ACA.  Professional association memberships are tax deductible.
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