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Sept. 15, 2009

Proposed Changesto
Workers Compensation Rules

The Department of Consumer and Business Services, Workers' Compensation Division
proposes changes to OAR chapter 436.

Please review the attached documents for more information about proposed changes and
possible fiscal impacts.

The department welcomes public comment on proposed changes and has scheduled a public

hearing.
When isthe hearing? Oct. 26, 2009, 9:00 a.m.
Whereisthe hearing? Labor & Industries Building

350 Winter Street NE, Room F (basement)
Salem, Oregon 97301

How can | make acomment? Come to the hearing and speak, send written comments, or do
both. Send written comments to:
Fred Bruyns, rules coordinator
Workers' Compensation Division
350 Winter Street NE (for courier or in-person delivery)
PO Box 14480, Salem, OR 97309-0405
Email: fred.h.bruyns@state.or.us
Phone: 503-947-7717; Fax: 503-947-7514

Theclosing date for written commentsis Oct. 29, 2009.

How can | get copies of the proposed rules?

On the Workers' Compensation Division’s Web site —
http://wcd.or egon.gov/policy/r ules/r ules.html#pr oprules
Or call 503-947-7627 to get free paper copies.

Questions? Contact Fred Bruyns, 503-947-7717.




Secretary of State

NOTICE OF PROPOSED RULEMAKING HEARING
A Statement of Need and Fiscal Impact accompanies this form.

Department of Consumer & Business Services,

Workers Compensation Division OAR CHAPTER 436

Agency and Division Administrative Rules Chapter Number
PO Box 14480, Salem, OR 97309-0405; 503-947-7717

Fred Bruyns 350 Winter Street NE, Rm 27, Salem, OR 97301-3879 Fax 503-947-7514

Rules Coordinator Address Telephone

RULE CAPTION

Workers compensation claims administration, medical servicesand billing, reemployment assistance, and
attor ney fees

Room F (basement), Labor & Industries Building
10-26-2009 9:00 am.* 350 Winter Street NE, Salem, Oregon Fred Bruyns

Hearing date Time L ocation Hearings Officer

*NOTE: The hearing will begin at 9:00 a.m. and end when all present who wish to testify have done so.
Written testimony will be accepted through Oct. 29, 2009.

Thesite of the hearing isaccessible for individuals with mobility impair ments.
Auxiliary aidsfor personswith disabilities are available upon advance request.

RULEMAKING ACTION
ADOPT: OAR 436-001-0420; 436-001-0430; 436-001-0440

AMEND: OAR 436-030; 436-060; 436-105; 436-110; 436-120; and
OAR 436-001-0003; 436-001-0019; 436-009-0010; 436-009-0070; 436-010-0008; 436-010-0240; 436-010-0265;
436-010-0280; 436-140-0005; 436-150-0005; 436-150-0010; 436-150-0030; 436-160-0310; 436-160-0340

REPEAL: OAR 436-075-0110
AMEND AND RENUM BER: From OAR 436-001-0265 to 436-001-0400; from 436-001-0265 to 436-001-0410

ORS 656.726(4)
Stat. Auth.

Other Authority

ORS chapter 656, as amended by Oregon Laws (OL) 2009: House Bill (HB) 2045 — OL 2009, ch. 32; HB 2195 —
OL 2009, ch. 35; HB 2197 — OL 2009, ch. 36; HB 2705 — OL 2009, ch. 312; HB 2707 — OL 2009, ch. 313; HB
3345 — OL 2009, ch. 526; and ORS chapter 656, as amended by OL 2007, Senate Bill 559, ch. 241

Stats. Implemented

RULE SUMMARY

NOTE: “Insurer” in this summary includes self-insured employers. The agency proposes to amend OAR chapter 436
to improve organization, clarity and consistency, and to eliminate redundancy. More specifically:

The agency proposesto amend OAR chapter 436, division 001, “Procedural Rules Gover ning Rulemaking
and Hearings.” These proposed rules: Implement House Bill 3345 by raising the maximum attorney fee payable
under ORS 656.385 from $2,000 to $3,000, and making corresponding changes to the attorney fee matrix. The
proposed rules consolidate rules related to attorney fees into OAR 436-001 and remove them from OAR 436-010,
060, and 120.

The agency proposesto amend OAR chapter 436, division 009, “Oregon M edical Fee and Payment Rules.”
These proposed rules: Clarify the types of identification numbers providers must include on their medical bills;
allow amedical service provider to submit bills for independent medical examinationsin the form or format agreed
to by the insurer and the medical service provider.

The agency proposesto amend OAR chapter 436, division 010, “Medical Services.” These proposed rules:
Implement HB 2045 by including chiropractors among those health care providers who may make findings of
impairment (when serving as the worker’ s attending physician); implement HB 2197, which allows a medical
service provider who is not qualified to be an attending physician to provide compensable medical serviceto an



Notice of Proposed Rulemaking Hearing
Page 2

injured worker for aperiod of 30 days or for 12 visits from the date of the first visit on the initial claim (rather than
the date of injury), whichever first occurs, without the authorization of an attending physician; defer to OAR 436-
001 for awarding attorney fees under ORS 656.385; require use of arelease form (in addition to Form 801 or 827)
for release of HIV-related information; clarify requirements for collection of the workers’ Social Security number on
Form 827; allow and describe use of Form 827 to make claims for new or omitted medical conditions; require the
health care provider to give the worker a copy of Form 3283 when giving the worker a copy of Form 827. (The
agency prints nearly all 827s used by workers and providers, and will print Form 3283 as an attachment to Form
827.)

The agency proposesto amend OAR chapter 436, division 030, “ Claim Closure and Reconsideration.” These
proposed rules: Require that a Notice of Closure include information about a worker’ s right to be represented by an
attorney (now stated in ORS 656.270, to be repealed effective 1/1/2010 — HB 2197) and right to request a vocational
eligibility evaluation (related to limits to requirements for vocational eligibility evaluationsin HB 2705); clarify
procedures for administrative claim closure; provide that requests for reconsideration of claim closures may be made
by telephone; explain that the 14-day time frames for partiesto submit certain records relevant to the reconsideration
process begin with the director’ s notice of the start date of the reconsideration; require that evidence stored by the
parties on audio media may be submitted to the director (for the purpose of reconsideration) only in transcribed
form.

The agency proposesto amend OAR chapter 436, division 060, “ Claims Administration.” These proposed
rules: Specify when and how to issue claim-related notices after a worker is deceased, regardless of the cause of
death; clarify requirements for the worker’s employer to give the worker a copy of Form 3283, “A guide for workers
recently hurt on the job,” when the worker files a claim; lengthen the time period that an ongoing request by the
claimant’s attorney for future claim-related documents remains in effect; specify that time limits for sending most
information to the director begin with the mailing date of the agency’ s letter or order; implement HB 2707 by
prescribing notice requirements when the insurer learns that the worker was employed in more than one job at the
time of injury; exclude secondary employment by Oregon subject volunteers from the calculation of supplemental
disability; require notice to the worker, as part of the notice of claim acceptance, about criteria for reimbursement of
claim-related expenses; describe timeliness criteria, notice requirements, and consent requirements related to the
electronic payment of benefits to workers and beneficiaries; implement HB 3345 by setting conditions for the
payment of penalty assessments to workers and fees to attorneys related to late payment of disputed claim settlement
amounts.

The agency proposesto amend OAR 436-075, “ Retroactive Program,” OAR 436-140, “ Construction Carve-
Out Programs,” and OAR 436-150, “Workers Benefit Fund Claims Program.” These proposed rules:
Eliminate references to “guaranty contract,” because Senate Bill 559 (2007 Session) replaced the guaranty contract
with policy-based proof of coverage and reporting.

The agency proposesto amend OAR 436-105, “ Employer-at-1njury Program (EAIP).” These proposed rules:
Define “consumables,” as purchases required to support the functioning of newly purchased tools or equipment, and
allow purchase of consumables under the EAIP; clarify that a worksite modification must be related to limitations
that resulted in the worker’s EAIP eligibility or prevent the worsening of an accepted condition; clarify minimum
reimbursement thresholds and when administrative costs are reimbursable.

The agency proposesto amend OAR 436-110, “ Preferred Worker Program (PWP).” These proposed rules:
Clarify the definition of “date of hire”; revise definitions of “premium” and “reimbursable wages’ to be consistent
with the definitionsin OAR 436-105; implement HB 2197 by clarifying procedures for use of premium exemption
under ORS 656.622; provide a more specific time limit for requesting claims cost reimbursement; create a new
employment purchase type — placement assistance provided by a certified vocational counselor or any public or
private agency that provides placement services, reimbursable if the assistance resultsin employment that the
preferred worker retains for at least 90 days; provides that placement assi stance may not be combined with
vocational assistance under OAR 436-120.

The agency proposesto amend OAR 436-120, “ Vocational Assistanceto Injured Workers.” These proposed
rules. Define several terms used in division 120 — “delivered,” “director,” “filed,” “likely eligible,” and “mailed”;
defer to OAR 436-001 for awarding attorney fees under ORS 656.385; provide that modified or new employment
that results from an employer-at-injury-activated use of the PWP is considered “suitable” 12 months after the
department determines a worksite modification is complete; implement HB 2705 by eliminating the requirement to
complete a vocational eligibility evaluation if the worker is released to regular or other suitable work with the
employer at injury or aggravation; specify that the insurer is not required to do an eligibility evaluation if the worker
is deceased or has a permanent total disability award; implement HB 2195 by allowing an insurer, without approval
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by the director, to extend time loss up to 21 months; allow further training to a worker who has completed one
training plan if there is a reasonable cause to do so; publish vocational fee schedule maximums as percentages of
Oregon’s state average weekly wage rather than fixed dollar amounts; to implement HB 2195, provide for
“registration” rather than “authorization” of vocational assistance providers; require certified counselors who are
subject to continuing education requirements under these rules to take at least eight hours (currently 7 %2 hours) of
training in ethical practices and at least six hours of training on the vocational assistance and reemployment
assistance rules during the five years before certification renewal.

The agency proposesto amend OAR 436-160, “ Electronic Data Interchange.” These proposed rules: Specify
whether certain proof-of-coverage data elements should be mandatory or optional.

Request for public comment: The Workers' Compensation Division requests public comment on whether other
options should be considered for achieving the rules' substantive goals while reducing the negative economic impact
of the rules on business.

Address questions or written testimony to: Fred Bruyns, rules coordinator; phone 503-947-7717; fax 503-947-7514;
e-mail fred.h.bruyns@state.or.us. Proposed rules are available on the Workers' Compensation Division’s Web site:
http://wcd.oregon.gov/policy/rules/rules.html#proprules or at no charge from WCD Publications, 503-947-7627.

Oct. 29, 2009 /sl Jerry R. Managhan, for 9/15/2009
(Last day to submit written comments Authorized Signer and Date
to the rules coordinator) . . . .
John L. Shilts, Administrator, Workers Compensation Division
Printed name

*Hearing Notices published in the Oregon Bulletin must be submitted by 5:00 pm on the 15th day of the preceding month unless this deadline falls on a weekend or
legal holiday, upon which the deadline is 5:00 pm the preceding workday.

Distribution: WCD-ID, S0, S1, S2, S3, $4, S5, S6, S7, S8, S, U, AT, CE, EG, IA, LU, NM, CI, EC, MR, PW, RE, VR, OH, DC, DO, GR, MD,
ND, OT, PY, ML, ME, TT



Secretary of State
STATEMENT OF NEED AND FISCAL IMPACT

A Notice of Proposed Rulemaking Hearing or a Notice of Proposed Rulemaking accompanies this form.

Department of Consumer and Business Services,

Workers Compensation Division OAR CHAPTER 436

Agency and Division Administrative Rules Chapter Number
Workers compensation claims administration, medical servicesand billing, reemployment assistance, and
attorney fees

Rule Caption

In the Matter of: The Amendment of:

436-001, Procedural Rules for Rulemaking and Hearings
436-009, Oregon Medical Fee and Payment Rules
436-010, Medical Services

436-030, Claim Closure and Reconsideration
436-060, Claims Administration

436-075, Retroactive Program

436-105, Employer-at-Injury Program

436-110, Preferred Worker Program

436-120, Vocational Assistanceto Injured Workers
436-140, Construction Carve-Out Programs
436-150, Workers' Benefit Fund Claims Program
436-160, Electronic Data Interchange

Statutory Authority: ORS 656.726(4)
Other Authority:

Stats. Implemented: ORS chapter 656, as amended by Oregon Laws (OL) 2009: House Bill (HB) 2045 — OL 2009,
ch. 32; HB 2195 — OL 2009, ch. 35; HB 2197 — OL 2009, ch. 36; HB 2705 — OL 2009, ch. 312; HB 2707 — OL
2009, ch. 313; HB 3345 — OL 2009, ch. 526; & ORS chapter 656, as amended by OL 2007, Senate Bill 559, ch. 241

Need for the Rules: To implement legislation passed by the 2007 and 2009 L egidatures; to improve the
effectiveness of claims administration, regulatory and dispute resolution functions of the agency, vocational
assistance, and reemployment assistance programs under ORS 656.622.

Documents Relied Upon, and wher e they are available: Enrolled House Bills 2045, 2195, 2197, 2705, 2707 and
3345; Enrolled Senate Bill 559 (2007); fiscal impact data; “Issues’ document presented to stakeholder advisory
committees; other advisory committee meeting records; and written advice. These records are available for public
inspection in the Workers' Compensation Division of the Department of Consumer and Business Services, 350
Winter Street NE, Salem, Oregon 97301-3879, upon request and between the hours of 8:00 am. and 5:00 p.m.,
Monday through Friday. Please call 503-947-7717 to request copies.

Fiscal and Economic I mpact: The agency projects fiscal/economic impacts as follows:
NOTE: “Insurer” in this document includes self-insured employers.

The proposed rules will implement HB 3345, which provides for new or increased attorney fees payable by insurers
to workers’ attorneys and new or increased penalties payable to workers by insurers.

ORS 656.262(12) will require payment of penalty assessments to workers and feesto attorneys related to late
payment of disputed claim settlement (DCS) amounts. Assessments and fees are only triggered if payment of
the DCSislate and the insurer failsto pay the DCS within five days of notice by the worker or the worker’s
attorney. Therefore, the agency estimates that the overall fiscal impact will be minor.

In 2008, the agency ordered payment of approximately $189,000 by insurers to worker’s attorneys who
prevailed in medical and vocational disputes. HB 3345 raised the maximum payable under ORS 656.385 in
these cases from $2000 to $3000, and the proposed attorney fee matrix increases all amounts payable by 50% -
for equivalent results achieved and time devoted by the attorney. The agency projects the maximum fiscal
impact of this change is 50% above current costs or less than $100,000 per year, payable by insurers to workers'
attorneys.
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Proposed rules explain that the matrix may be used as a guide for awarding attorney fees for prevailing in
disputes under ORS 656.262(11), which would add dlightly to insurers’ costs.

The agency estimates that the overall fiscal and economic impact of proposed rule changes related to attorney
fees will be substantially under $150,000 per year, representing increased costs to insurers and increased
payments to workers' attorneys.

The proposed rules will implement HB 2045 by including chiropractors among those health care providers who may
make findings of impairment (when serving as the worker’ s attending physician). The agency estimates that this
change will have a small positive fiscal impact on chiropractors and also a positive impact on insurers, because
chiropractors will not have to refer workers to other physicians to perform closing medical examinations, which can
increase medical costs and delay claim closure.

The proposed rules require that evidence stored by the parties on audio media may be submitted to the director (for
the purpose of reconsideration of claim closure) only in transcribed form. Insurers have advised the agency that this
will increase their costs substantially. The agency agrees that transcription will entail significant costs, though most
insurers do not submit audio files as evidence, so costs will vary according to insurers' business practices.

The proposed rules lengthen the time period that an ongoing request by the claimant’s attorney for future claim-
related documents remainsin effect. At the rulemaking advisory committee meeting, insurer representatives present
explained that it has been common practice to continue providing documents longer than the 90 days currently
required. The agency projects that this change may dlightly increase insurers' costs. However, attorneys and insurers
should save some time and money by not having to make and process multiple requests for records.

The proposed rules facilitate the electronic payment of benefits to workers and beneficiaries. For those
workers/beneficiaries and insurers that choose to participate, the agency projects that electronic payment will result
in faster payment of benefits, as well as cost savings for insurers.

The proposed rules allow purchase of “consumables’ under the Employer-at-1njury Program (EAIP). The agency
estimates that this will sightly increase costs to the Workers' Benefit Fund, with a corresponding benefit to
employers and workers who participate in the EAIP.

The proposed rules create a new employment purchase type for job-placement assistance and will increase costs to
the Workers' Benefit Fund. The agency cannot project how much placement assistance will be provided, but does
project asignificant cost to the Workers' Benefit Fund, with a corresponding positive impact on vocational
rehabilitation providers and to the workers who are successfully returned to work.

The proposed rules will implement HB 2705, which eliminates the requirement to complete a vocational eligibility
evaluation if the worker isreleased to regular or other suitable work with the employer at injury or aggravation, thus
reducing the number of evaluations required. The agency estimates that this change will have a small positive fiscal
impact on Oregon insurers, and a small negative impact on vocational rehabilitation organizations that have
conducted the evaluations.

The proposed rules will implement HB 2195 by allowing an insurer, without approval by the director, to extend time
loss to 21 months — for aworker engaged in training. The agency estimates this change will streamline the extension
process and dlightly reduce coststo insurers and the agency.

The proposed rules allow further training to a worker who has completed one training plan if there is a reasonable
cause to do so. Although the agency expects this to occur infrequently, this change may dlightly increase insurers
costs for vocational assistance, and increase payments to vocational assistance providers and training facilities.
Affected worker would benefit from increased wage earning capacity.

Additional proposed rule changes should either have no significant fiscal impact on any party or be dightly positive
in effect to the extent the agency achieves its objectives of improved clarity of its rules and general streamlining of
requirements affecting claims administration. However, the agency welcomes public input on potential fiscal
impacts of any of the proposed rule changes.

Statement of Cost of Compliance:

1. Impact on state agencies, units of local government and the public (ORS 183.335(2)(b)(E)):
Proposed rule changes will increase demand on the Workers' Benefit Fund. The agency projects that the fund
has sufficient reserves to meet the demand. Otherwise, proposed changes should not have any significant effect
on other state agencies or local governments, and should not affect the general public at al except as described
under “Fiscal and Economic Impact” above.
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2. Cost of compliance effect on small business (ORS 183.336):

a. Estimatethenumber of small businesses and types of business and industries with small businesses
subject to therule: Primarily, 1) workers' compensation attorneys retained by injured workers; and
2) vocational rehabilitation organizations (registered under OAR 436-120). 190 attorneys from 147 firms
represented injured workers in cases before the Workers' Compensation Board during the past year. Bulletin
151 lists 106 vocational rehabilitation providers that have been registered by the Department of Consumer and
Business Services. Not all of these providers are small businesses as defined in ORS 183.310, but
approximately 100 vocational assistance providers are small businesses.

b. Projected reporting, record-keeping and other administrative activitiesrequired for compliance,
including costs of professional services. None. The agency projects overall positive economic effects of the
proposed rule changes on both attorneys and vocational assistance providers.

c. Equipment, supplies, labor, and increased administration required for compliance: None. The agency
projects overall positive economic effects of the proposed rule changes on both attorneys and vocational
assistance providers.

How wer e small businessesinvolved in the development of thisrule? Attorneys who represent injured workers
and vocational rehabilitation professionals participated on rulemaking advisory committees and submitted written
advice to the agency.

Administrative Rule Advisory Committee consulted? Y es, the agency consulted with rulemaking advisory
committees on August 7, 10, 11, 25, and 27, 2009.

John L. Shilts, Administrator
/9 Jerry R. Managhan, for Workers Compensation Division 9/15/2009

Signature Printed name Date

Administrative Rules Unit, Archives Division, Secretary of State, 800 Summer Street NE, Salem, Oregon 97310. ARC 925-2007



DEPARTMENT OF CONSUMER AND BUSINESS SERVICES
WORKERS COMPENSATION DIVISION

Oregon Medical Fee and Payment Rules
Oregon Administrative Rules
Chapter 436, Division 009

Proposed Rules

436-009-0010  General Requirementsfor Medical Billings

(2) Only treatment that falls within the scope and field of the medical provider’slicense
to practice will be paid under aworker's compensation claim.

(2) Billings must include the worker's full name and date of injury, the employer's name
and, if available, the insurer's claim number and the provider’s NPI. If the provider does not
have an NPI ishet-avaitable, then the provider must provide its license number and the billing
provider’s FEIN. For provider types not licensed by the state, “999999” must be used.in place
of the statelicense number. All medical providers must submit bills to the insurer or, managed
care-organization-asif provided by their contract for medical services, to the managed care
organization. Medical providers must submit bills on acompleted current UB-04 (CM S 1450)
or CM S 1500 form, except for:

(a) Dental hillings, which must be submitted on American Dental Association dental
clam forms;

(b) Pharmacy billings, which must be submitted on the most current National Council for
Prescription Drug Programs (NCPDP) form; and

(c) EDI transmissions of medical bills under OAR 436-009-0030(3)(c).

(d) Computer-generated reproductions of forms referenced in subsections (2)(a) and (b)
may also be used.

(3)(a@) All original medical provider billings must be accompanied by legible chart notes
documenting services which have been billed and identifying the person performing the service
and license number of the person providing the service. Medical providers are not required to
provide their license number if they are already providing anational identification number.

(b) When processing billings via EDI, the insurer may waive the requirement that billings
be accompanied by chart notes. The insurer remains responsible for payment of only
compensable medical services. The medical provider may submit their chart notes separately or
at regular intervals as agreed with the insurer.

(4) When billing for medical services, amedical service provider must use codeslisted in
CPT® 2009 or Oregon Specific Codes (OSC) that accurately describe the service. If thereisno
specific CPT® code or OSC, amedica service provider must use the appropriate HCPCS code, if
available, to identify the medical supply or service. Pharmacy billings must use the National
Drug Code (NDC) to identify the drug or biological billed.

(@) If thereis no specific code for the medical service, the medical service provider must
use the appropriate unlisted code from HCPCS or the unlisted code at the end of each medical

436-009-0010 Page 1 436-009-0010



ORDER NO. 09-###
DEPARTMENT OF CONSUMER AND BUSINESS SERVICES
WORKERS COMPENSATION DIVISION
Proposed OREGON MEDICAL FEE AND PAYMENT RULES

service section of CPT® 2009 and provide a description of the service provided.

(b) Any service not identifiable with a code number must be adequately described by
report.

(5) Medical providers must submit billings for medical servicesin accordance with this
section.

(a) Billsmust be submitted within:
(A) 60 days of the date of service;

(B) 60 days after the medical provider has received notice or knowledge of the
responsible workers' compensation insurer or processing agent; or

(C) 60 days after any litigation affecting the compensability of the serviceisfinal, if the
provider receives written notice of the final litigation from the insurer.

(b) A medical provider must establish good cause when submitting a bill later than
outlined in subsection (a) of this section. Good cause may include, but is not limited to, such
ISsues as extenuating circumstances or circumstances considered outside the control of the
provider.

(c) When a provider submits abill within 12 months of the date of service, theinsurer
may not reduce payment due to late billing. When a provider submits a bill over twelve months
after the date of service, the bill is not payable, except when a provision of subsection (@) of this
section is the reason the billing was submitted after twelve months.

(6) When rebilling, medical providers must indicate that the charges have been
previously billed.

(7) The medical provider must bill their usual fee charged to the general public. The
submission of the bill by the medical provider shall serve as awarrant that the fee submitted is
the usual fee of the medical provider for the services rendered. The department shall have the
right to require documentation from the medical provider establishing that the fee under question
isthe medical provider's usua fee charged to the general public. For purposes of thisrule,
"genera public" means any person who receives medical services, except those persons who
receive medical services subject to specific billing arrangements allowed under the law which
require providersto bill other than their usual fee.

(8) Medical providers must not submit false or fraudulent billings, including billing for
services not provided. As used in this section, "false or fraudulent” means an intentional
deception or misrepresentation with the knowledge that the deception could result in
unauthorized benefit to the provider or some other person. A request for pre-payment for a
deposition is not considered false or fraudulent.

(9) When aworker with two or more separate compensable claims receives treatment for
more than one injury or illness, costs must be divided among the injuries or ilinesses, irrespective
of whether there is more than one insurer.

(10) Workers may make a written request to amedical provider to receive copies of
medical billings. Upon receipt of arequest, the provider may furnish the worker a copy during

436-009-0010 Page 2 436-009-0010
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DEPARTMENT OF CONSUMER AND BUSINESS SERVICES
WORKERS COMPENSATION DIVISION
Proposed OREGON MEDICAL FEE AND PAYMENT RULES

the next billing cycle, but no later than 30 days following receipt of the request. Thereafter,
worker copies must be furnished during the regular billing cycle.

Stat. Auth.: ORS 656.245, 656.252, 656.254; Stats. Implemented: ORS 656.245, 656.252, 656.254
Hist: Amended 6/12/08 as WCD Admin. Order 08-051, eff. 7/1/08

Amended 5/21/09 as WCD Admin. Order 09-050, eff. 7/1/09

Amended xx-xx-xx as Admin. Order xx-xxx, eff.XX-xx-xx

436-009-0070  Oregon Specific Code, Other Services

(1) Except for records required in OAR 436-009-0010(3), copies of requested medical
records shall be paid under OSC-R000L1.

(2) A brief narrative by the attending physician or authorized nurse practitioner, including
asummary of treatment to date and current status, and, if requested, brief answersto oneto five
specific questions related to the attending physician's or authorized nurse practitioner’s current or
proposed treatment, shall be paid under OSC-NOOOL.

(3) A complex narrative by the attending physician or authorized nurse practitioner, may
include past history, history of present illness, attending physician'sor authorized nurse
practitioner’ s treatment to date, current status, impairment, prognosis, and medically stationary
information, shall be paid under OSC-N00O2.

(4) Feesfor aPCE and a WCE shall be based upon the type of evaluation requested. The
description of each level of evaluation and the maximum allowable payment shall be as follows:

(8) FIRST LEVEL PCE: Thisisalimited evaluation primarily to measure
musculoskeletal components of a specific body part. These components include such tests as
active range of motion, motor power using the 5/5 scale, and sensation. This level requires not
less than 45 minutes of actual patient contact. A first level PCE shall be paid under OSC-99196
which includes the evaluation and report. Additional 15-minute increments may be added if
multiple body parts are reviewed and time exceeds 45 minutes. Each additional 15 minutes shall
be paid under OSC-99193 which includes the evaluation and report.

(b) SECOND LEVEL PCE: ThisisaPCE to measure general residua functional
capacity to perform work or provide other general evaluation information, including
musculoskeletal evaluation. It may be used to establish Residual Functional Capacitiesfor claim
closure. Thislevel requires not less than two hours of actual patient contact. The second level
PCE shall be paid under OSC-99197 which includes the evaluation and report. Additional 15
minute increments may be added to measure additional body parts, to establish endurance and to
project tolerances. Each additional 15 minutes shall be paid under OSC-99193 which includes
the evaluation and report.

(c) WCE: Thisisaresidual functional capacity evaluation which requires not less than 4
hours of actual patient contact. The evaluation may include a musculoskeletal evaluation for a
single body part. A WCE shall be paid under OSC-99198 which includes the evaluation and
report. Additional 15 minute increments (per additional body part) may be added to determine
endurance (e.g. cardiovascular) or to project tolerances (e.g., repetitive motion). Each additional
15 minutes shall be paid under OSC-99193 which includes the evaluation and report. Special
emphasis should be given to:

436-009-0070 Page 3 436-009-0070
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(A) The ability to perform essentia physical functions of the job based on a specific job
analysis as related to the accepted condition;

(B) The ability to sustain activity over time; and
(C) Theredliability of the evaluation findings.

(5) When an attorney requires a consultation with a medical provider, the medical
provider shall bill under OSC-D0O00L1.

(6) When an insurer requires a consultation with amedical provider, the medical provider
shall bill under OSC-D0030.

(7) Thefeefor adeposition shall be billed under OSC-D0002. This code should include
time for preparation, travel and deposition. Upon request of one of the parties, the director may
limit payment of the provider's hourly rate to afee charged by similar providers.

(8) When an insurer obtains an Independent Medical Examination (IME):

(a) The medical service provider doing the IME shall bill under OSC-D0003. This code
shall be used for areport, file review or examination;

(b) If the insurer asks the medical service provider to review the IME report and respond,
the medical service provider shall bill for the time spent reviewing and responding using OSC-
DO0019. Billing should include documentation of time spent.

(c) Notwithstanding 436-009-0010(2), a medical service provider doing an | M E may
submit a bill in theform or for mat agreed to by theinsurer and the medical service

provider.
(9) The feefor interpretive services shall be billed under OSC-D0004.

(10) Feesfor all arbiters and panel of arbiters used for director reviews pursuant to OAR
436-030-0165 shall be established by the director. This fee determination will be based on the
complexity of the examination, the report requirements and the extent of the record review. The
level of each category is determined by the director based on the individual complexities of each
case as compared to the universe of claimsin the medical arbiter process. When the examination
is scheduled, the director shall notify the medical arbiter and the parties of the authorized fee for
that medical arbiter review based on a combination of separate components.

a Levell OSC-ARO001 Exam
Level 2 OSC-AR002 Exam
Level 3 OSC-AR003 Exam
Limited OSC-AR004 Exam

As determined by the director, alevel 1 exam generally involves a basic medical exam
with no complicating factors. A level 2 exam generally involves a moderately complex exam
and may have complicating factors. A level 3 exam generally involves avery complex exam and
may have several complicating factors. A limited exam generally involves a newly accepted
condition, or some other partial exam.
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b) Level OSC-ARO011 Report
Level 2 OSC-ARO012 Report
Level 3 OSC-AR013 Report

As determined by the director, alevel 1 report generally includes standard questions. A
level 2 report generally includes questions regarding complicating factors. A level 3 report
generally includes questions regarding multiple complicating factors.

c) Levedl OSC-AR021 File Review
Level 2 OSC-AR022 File Review
Level 3 OSC-AR023 File Review
Level 4 OSC-AR024 File Review
Level 5 OSC-AR025 File Review

As determined by the director, alevel 1 file review generally includes review of alimited
record. A level 2 file review generaly includes review of an average record. A level 3filereview
generaly includes review of alarge record or disability evaluation without an exam. A level 4
file review generaly includes an extensiverecord. A level 5file review generally includes an
extensive record with unique factors.

(d) Thedirector will notify the medical arbiter and the insurer of the approved code for
each component to establish the total fee for the medical arbiter review. If aworker failsto
appear for amedical arbiter examination without giving each medical arbiter at least 48 hours
notice, each medical arbiter shall be paid at 50 percent of the examination or testing fee. A
medical arbiter must also be paid for any file review completed prior to cancellation.

(e) If the director determines that a supplemental medical arbiter report is necessary to
clarify information or address additional issues, an additional report fee may be established. The
feeis based on the complexity of the supplemental report as determined by the director. The
additional fees are established as follows:

Limited OSC-ARO031
Complex OSC-AR032

(f) Prior to completion of the reconsideration process, the medical arbiter may request the
director to redetermine the authorized fee by providing the director with rationale explaining
why the physician believes the fee should be different than authorized.

(9) The director may authorize testing which shall be paid according to OAR 436-009.

(h) Should an advance of costs be necessary for the worker to attend a medical arbiter
exam, areguest for advancement shall be made in sufficient time to ensure atimely appearance.
After receiving arequest, the insurer must advance the costs in a manner sufficient to enable the
worker to appear on time for the exam. If the insurer believes the request is unreasonabl e, the
insurer shall contact the director in writing. If the director agrees the request is unreasonable, the
insurer may decline to advance the costs. Otherwise, the advance must be made timely as
required in this subsection.
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(11) A single physician selected under ORS 656.327 or 656.260, to review treatment,
perform reasonabl e and appropriate tests, or examine the worker, and submit a report to the
director shall be paid at an hourly rate up to a maximum of 4 hours for record review and
examination.

(a) The physician will be paid for preparation and submission of the report. Billings for
services by asingle physician shall be billed under OSC-PO001 for the examination and under
OSC-P0003 for the report.

(b) Physicians selected under OAR 436-010-0008, to serve on a panel of physicians shall
each recelve payment based on an hourly rate up to a maximum of 4 hours for record review and
panel examination. Each physician shall bill for the record review and panel examination under
OSC-P0002. The panel member who prepares and submits the panel report shall receive an
additional payment under OSC-P0003.

(c) Thedirector may in acomplex case requiring extensive review by aphysician pre-
authorize an additional fee. Complex case review shall be billed under OSC-P0004.

(d) Aninsurer may not discount or reduce fees related to examinations or reviews
performed by medical providers under OAR 436-010-0330.

(e) If aworker failsto appear for adirector required examination without providing the
physician with at least 48 hours notice, each physician shall bill under OSC-P0005. The insurer
must pay the physician for the appointment time and any time spent reviewing the record
completed prior to the examination time. The billing must document the physician's time spent
reviewing the record.

(f) Should an advance of costs be necessary for the worker to attend an exam under ORS
656.327 or 656.260, a request for advancement shall be made in sufficient time to ensure a
timely appearance. After recelving arequest, the insurer must advance the costsin a manner
sufficient to enable the worker to appear on time for the exam. If the insurer believes the request
is unreasonable, the insurer shall contact the director in writing. If the director agrees the request
is unreasonable, the insurer may decline to advance the costs. Otherwise, the advance must be
made timely as required in this subsection.

(12) The fee for a Worker Requested Medical Examination shall be billed under OSC-
WO0O0O01. This code shall be used for areport, file review, or examination.

(13) The table below lists the Oregon Specific Codes for Other Services.

Codes |Relative|Description
Value

R0O001 Copies of medical records when requested shall be paid at $10.00 for the
first page and $.50 for each page thereafter and identified on billings

NOO0O1 1.71 | Brief narrative by the attending physician or authorized nurse
practitioner

N0002 341 | Complex narrative by the attending physician or authorized nurse
practitioner

99196 3.00 | FirstLevel PCE

99197 5.36 | Second Level PCE
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Codes |Relative|Description
Value

99198 11.31 | WCE

99193 0.77 Additiona 15 minutes

D0001 0.00 | Attorney consultation time

D0002 0.00 | Deposition time

D0003 0.00 | Independent Medical Examination (IME) and report

D0004 0.00 | Interpretive services

D0019 0.00 |Medical service provider review and response to IME report

D0030 0.00 |Insurer consultation time

ARO001 5.12 Level 1 arbiter exam

AR002 6.82 Level 2 arbiter exam

ARO003 853 Level 3 arbiter exam

ARO004 2.56 Level 4 arbiter exam

ARO11 0.88 | Leve 1 arbiter report

ARO012 1.32 | Levd 2 arbiter report

ARO013 1.77 | Leve 3 arbiter report

ARO021 0.88 Leve 1 arbiter file review

AR022 2.21 Level 2 arbiter file review

AR023 5.30 Level 3 arbiter filereview

AR024 10.23 | Levd 4 arbiter filereview

AR025 13.65 | Level 5 arbiter filereview

ARO031 0.88 | Limited arbiter report

ARO032 1.77 | Complex arbiter report

PO001 4.27 | Director single medical review/exam

PO002 4.27 Director panel medical review/exam

PO003 2.17 Director single medical review/report

PO004 5.12 | Director complex case review/exam

PO005 2.17 Failure to appear director required examination

W0001 0.00 | Worker Requested Medical Examination and report

Stat. Auth.: ORS 656.726(4)

Stats. Implemented: ORS 656.248

Hist: Amended 6/12/08 as WCD Admin. Order 08-051, eff. 7/1/08
Amended 12/15/08 as Admin. Order 08-063, eff. 1/1/09
Amended xx-xx-xx as Admin. Order xx-xxx, eff Xx-XX-xx
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