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Types of Review

 Prospective Review: Conducted prior to the delivery of health care services

 Concurrent Review: Conducted when the patient is receiving the health care services or 
during hospitalization

 Retrospective Review: Conducted after the patient has received the health care services 

 Extension Review: When additional information is requested on either a prospective or 
concurrent RFA 

 Reconsideration Review: Conducted if the additional information requested by the URO is 
received after a decision was already made 

 Expedited Review: Conducted if there is a serious and imminent threat to the health of the 
injured worker, and must be certified  

 Appeal Review: Conducted after an adverse UR decision by a different physician reviewer who 
must be board certified and in the appropriate scope of practice 

 Peer to Peer Review: Conducted after an adverse UR decision by the same physician reviewer 



UR Required Decision Timeframes



What is Day 0?
 Every provider requesting treatment must know when the 

decision is due.

 The majority of providers ask for treatment prospectively (i.e. 
before they render care).

 The initial day either the claims administrator or the Utilization 
Review Organization (URO) receive your Request for 
Authorization (RFA) is counted as Day 0 (zero).

 The decision is due within 5 business days unless a Request for 
Additional Information (RFI) is sent, which would extend the 
due date to the 14th calendar day.

 In the calendar example for November that follows, Day 0 is 
Friday the 4th, and absent an RFI, would be due on Monday the 
14th (or the 5th business day after Veteran’s day holiday.)   
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California Treatment Guidelines

 MTUS - http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS/MTUS_Regulations.htm

 ACOEM – 2004, 2nd edition
 Official Disability Guidelines 

 California’s workers’ compensation is highly regulated, and requires all 
requests for medical treatment go through (UR) Utilization Review (if 
the claims administrator will not immediately authorize the 
treatment).

 Treatment requests are only approved in UR if it meets the definition 
of Medical Necessity, which is determined by the mandated treatment 
guidelines above.

 The burden to prove medical necessity always remains with the 
applicant.  In other words, the requesting provider must clearly 
substantiate the medical necessity within their Request for 
Authorization (RFA).     



Guidelines





What is an RFA?

 RFA = Request for Authorization

 Providers in workers’ compensation must request for 
treatment authorization in 1 of 3 ways:

 DFR (Doctor’s First Report)/5021

 PR-2 (Progress Report)

 Narrative RFA

 The DFR & PR-2 are both standardized forms found at 
the DWC’s website for download.



Chiropractic Guidelines by Body Part
 Neck Pain (ODG) states 9 visits over 8 weeks.

 Cervical Strain (ODG) states (Grade I) = 6 visits over 3 weeks; 
(Grade II) = 6 visits over 3 weeks; (Grade III) = 10 visits over 6 
weeks; (Severe Grade III) = Up to 25 visits over 6 months.

 Cervical Radiculopathy (ODG) states 6 visits over 3 weeks; 
with functional improvement 18 visits over 8 weeks.

 Cervical/Post Laminectomy (ODG) states 14-16 visits over 12 
weeks.

 Low Back (ODG) states (Mild) = 6 visits over 2 weeks; (Severe) = 
6 visits over 2 weeks; (Severe w/objective/functional 
improvement) = 18 visits over 8 weeks.

 Low Back (Flare-Ups) = 1-2 visits every 4-6 months.
Hip (ODG) states up to 10 visits.



Functional Improvement

 Physical Impairments (e.g., joint ROM, muscle flexibility, strength, 
or endurance deficits): Include objective measures of clinical exam 
findings. ROM should be in documented in degrees. 

 Approach to Self-Care and Education Reduced Reliance on Other 
Treatments, Modalities, or Medications: This includes the provider's 
assessment of the patient compliance with a home program and 
motivation. The provider should also indicate a progression of care 
with increased active interventions (vs. passive interventions) and 
reduction in frequency of treatment over course of care. (California, 
2007) 

 For chronic pain, also consider return to normal quality of life, e.g., 
go to work/volunteer each day; normal daily activities each day; have a 
social life outside of work; take an active part in family life. (Cowan, 
2008)



Qualifications of Personnel

 No person, other than a licensed physician who is competent to
evaluate the specific clinical issues involved in the medical treatment
services, and where these services are within the licensure and scope of
the physician’s practice, can delay, modify or deny, requests for
authorization (RFAs) of medical treatment for reasons of medical
necessity to cure or relieve the effects of the industrial injury.



The UR Determination

 A Utilization Review determination communication by telephone
shall be followed by written notice to the physician, the injured
worker, and if the injured worker is represented by counsel, the injured
worker’s attorney within 24 hours for concurrent review and within two
business days for prospective review.

 5:30 PST = End of Business Day (M-F)



DWC Form RFA

Documenting an Incomplete DWC form RFA:

 DWC Form RFA that:

 does not identify the employee or provider, 

 does not identify a recommended treatment,

 is not accompanied by documentation (i.e. DFR, PR-2, RFA Narrative) substantiating the 
medical necessity for the requested treatment, 

 or is not signed by the requesting physician, 



Complete the DWC 
Form RFA and attach 
to your treatment 
request every time.



Independent Bill Review
IBR Fees ($)

 Any IBR application submitted on or after January 1, 2015 will be subject to the following fee 
schedule:

 Completed IBR
Fee effective April 1, 2014: $250 per IBR
Fee effective Jan. 1, 2015: $195 per IBR

 Ineligible IBR Not Sent to Review***
Fee effective April 1, 2014: $50.00 per IBR
Fee effective Jan. 1, 2015: $47.50 per IBR

 *** Sending an IBR to review means assigning and providing the complete file to a certified 
coding specialist with the expertise necessary to evaluate and render decisions on all line 
items in dispute.





Independent Bill Review
IBR Application

 In order to contest a non-payment for treatment, the provider must 
first request for a 2nd Bill Review.

 The 2nd Bill Review does not cost anything for the provider to contest.

 If payment is still disputed after the outcome of the 2nd Bill Review, 
then the provider may submit the application for IBR.

 The provider does pay a fee for IBR.

 The following slide contains the IBR application form that must be 
completed and submitted with your documentation explaining why 
payment should be made.

 Refer to the prior slide for the IBR algorithm.





SB863 vs. Duplicate RFAs

 UR determinations that modify, delay, or deny treatment recommendations are 
considered valid for 12 months absent any documented change in facts 
material to the basis of the utilization review decision.  

 This will eliminate needless UR on duplicate RFAs.

 Same treatment requests from a different requesting provider will not be 
considered duplicative and are subject to UR based on unique and different 
medical evidence presented in the individual RFA.

 Title 8, California Code of Regulations 9792.9.1(h) provides that a utilization 
review decision to modify, delay, or deny a request for authorization of medical 
treatment shall remain effective for 12 months from the date of the decision 

If there was no documented change in the facts material to the basis of the 
earlier utilization review decision provided with your current DWC Form RFA, 
then no utilization review will be done on your DWC Form RFA listing the 
same treatment.



Algorithm for NCV/EMG 

 The following algorithm will help the requesting
provider determine if their patient meets the criteria
defined in the medical treatment guidelines.

 The doctor must be sure to include the details in the
guidelines to justify to UR that the treatment is in fact
medically necessary.

 UR is only looking for medical necessity and the
decision must be based on the treatment guidelines.

 Doctors who do not follow the treatment guidelines
will most likely never have their treatment requests
approved in UR.
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ICD-9 vs. ICD-10
 ICD-9 is outdated – adopted since 1979
 ICD-10 is the 10th revision of the International Statistical Classification 

of Diseases and Related Health Problems (ICD), a medical 
classification list maintained by the World Health Organization 
(WHO). 

 The deadline for U.S. providers to begin using Clinical Modification 
ICD-10-CM for diagnosis coding and Procedure Coding System ICD-10-
PCS for inpatient hospital procedure coding is October 1, 2015. 

 Forms affected include 5021 (Doctor’s First Report of Occupational 
Injury or Illness), PR-2 (Primary Treating Physician’s Progress Report), 
PR-3 and PR-4 (Primary Treating Physician’s Permanent and Stationary 
Reports). 



ICD-10-CM
 ICD-10 (uses 3 to 7 digits) vs. ICD-9 (uses 3 to 5 digits)
 Coding format is similar
 ICD-10 captures laterality, fractures, subsequent encounters…
 ICD-10 offers improved metric tracking

 Digits 1-3:  Category
 Digits 4-6: Etiology, Anatomical Site, Severity
 Digit 7:  Extension (Injuries & External causes)

 Digit 1:  Alpha (Not U)
 Digit 2:  Numeric
 Digit 3, 4, 5, 6, 7:  Any combination of Alpha or Numeric values

 A:  Initial encounter
 D:  Subsequent encounter
 S:  Sequela
 X:  Dummy placeholder for future coding expansion 



ICD-10-CM
 ICD-10 does not affect CPT procedural coding
 ICD-10 will affect everyone covered by the Health 

Insurance Portability Accountability Act (HIPAA), not just 
Medicare & Medicaid claims

 ICD-10-CM Code Structure
 ICD-10 diagnosis codes have between 3 and 7 characters
 Codes with three characters are included in ICD-10-CM as the 

heading of a category of codes that may be further subdivided by 
the use of any or all of the 4th, 5th, and 6th characters. 

 Digits 4-6 provide more detail of etiology, anatomical site, and 
severity. 

 A code using only the first three digits can only be used if it 
cannot be subdivided further.



ICD-10-CM
 The ICD-10 code will be invalid if you have not coded to the maximum 

number of characters required. 

 Note:  Not all ICD-10 codes must have 7 characters. 

 ICD-10 coding can have a remarkable impact on your 
reimbursement



ICD-10-CM (GEM)

 General Equivalency Mapping (GEM):
 Bidirectional conversions between ICD-9 vs. ICD-10
 Not intended to be crosswalks.
 A tool to help map/code accurately
 Clinical judgement & decision making is still critical
 Read the coding instructions

 ICD10Data.com
 CMS.gov/icd10
 ICD10CODEsearch.com
 http://www.acatoday.org/icd-10-code-conversion/



ICD-10-CM
 What can you do immediately to take action?

 Identify common diagnoses used and compare ICD-9 vs. 
ICD-10.

 Example:

 Displacement of lumbar intervertebral disc without 
myelopathy

 ICD-9:  722.10

 ICD-10:  M51.26 Other intervertebral disc displacement, 
lumbar region

 ICD-10:  M51.27 Other intervertebral disc displacement, 
lumbosacral region



ICD-10-CM
 Example:

 Cervical Disc Disorders - Radiculopathy

 ICD-9:  723.4

 ICD-10:  M50.0 Cervical Disc Disorder with 
Radiculopathy (Not Billable – Must specify 5th digit)

 ICD-10:  M50.10 Unspecified Cervical Region

 ICD-10:  M50.11 High Cervical Region

 ICD-10:  M50.12 Mid-Cervical Region

 ICD-10:  M50.13 Cervicothoracic Region



ICD-9 to ICD-10 Crosswalk
Diagnosis ICD-9 ICD-10

Cervicalgia 723.1 M54.2

Thoracic Myofascial Pain 724.1 M54.6

Lumbago 724.2 M54.5

Cervical Sprain of ligaments, initial encounter 847.0 S13.4XXA

Cervical Sprain of joints and ligaments of other parts, initial encounter 847.0 S13.8XXA

Thoracic Sprain of ligaments, initial encounter 847.1 S23.3XXA

Thoracic Sprain of other specified parts, initial encounter 847.1 S23.8XXA

Lumbar Sprain of ligaments, initial encounter 847.2 S33.5XXA

Carpal Tunnel Syndrome 354.0 G56.00

Ankle Sprain of unspecified ligament, initial encounter (unspecified ankle) 845.00 S93.409A

Ankle strain of unspecified muscle and tendon and foot, initial encounter (unspecified ankle) 845.00 S96.919A

Ankle Sprain of unspecified ligament (Right Ankle), initial encounter 845.00 S93.401A

Ankle Sprain of unspecified ligament (Left Ankle), initial encounter 845.00 S93.402A

Spasmodic Torticollis 723.5 M43.6

Cervicogenic Headache 784.0 R51

Headache Vascular, not elsewhere classified 784.0 G44.1

Concussion without LOC 850.0 S06.0X0A

De Quervain - Radial Styloid tenosynovitis 727.04 M65.4

Thoracic, Thoracolumbar, Lumbosacral intervertebral disc disorder unspecified 722.2 M51.9

Wrist pain unspecified 719.4 M25.539

Elbow - Lateral Epicondylitis, unspecified elbow 726.32 M77.10

Elbow - Medial Epicondylitis, unspecified elbow 726.31 M77.00

Headache - Post-Traumatic, unspecified 339.20 G44.309

MVA - Driver E812.0 V49.88XA

MVA - Passenger E812.1 V49.59XA



ICD-9 to ICD-10 Crosswalk

Cervical Radiculopathy 723.40 M54.12 

Thoracic Radiculopathy 724.4 M54.14 

Lumbar Radiculolapthy 724.4 M54.16 

Lumbosacral Radiculopathy 724.4 M54.17 

 



ICD-9 to ICD-10 Crosswalk

Head Segmental Dysfunction 739.0 M99.00
Cervical Segmental Dysfunction 739.1 M99.01
Thoracic Segmental Dysfunction 739.2 M99.02
Lumbar Segmental Dysfunction 739.3 M99.03
Sacral Segmental Dysfunction 739.4 M99.04
Pelvic Segmental Dysfunction 739.5 M99.05
Lower Extremity Segmental Dysfunction 739.6 M99.06
Upper Extremity Segmental Dysfunction 739.7 M99.07
Rib Cage Segmental Dysfunction 739.8 M99.08



ICD-10 Grace Period

 The DWC amended draft regulations to implement the 
transition to the 10th edition of the International 
Classification of Disease to provide a one-year grace 
period.

 Payers are directed to disregard minor errors caused 
solely by the more detailed billing codes in ICD-10.

 The DWC followed the lead of Medicare and Medicaid 
services.

 Coding the wrong laterality should be fine within the 
first year, but coding the wrong body part (i.e. knee vs. 
elbow), would not be acceptable.



Outcome Measure Tools

 Use outcome measure tools to document that your 
patient has functional improvement.

 Use appropriate outcome measure tools based on the 
body part treated.

 Document how the outcome measure tool changes 
over time to demonstrate if treatment is gaining 
functional improvement.



Outcome Measure Tools



Outcome Measure Tools



Attach the DWC Form RFA to your Request

 Always attach the DWC Form RFA to your treatment 
request (i.e. Doctor’s First Report, PR-2, or Narrative 
Request for Authorization (RFA).

 Your treatment request may not be addressed if you do 
not include the DWC Form RFA.



Sample DWC form RFA

 The following is a sample of a completed DWC form RFA.

 Be sure to always include the DWC form RFA with your 
treatment requests by attaching to your DFR/PR-2 or 
Narrative RFA.

 Be sure to include the procedural codes being requested 
(i.e. 98940, 97140-59, etc.)

 Be sure to include the diagnoses.

 Be sure to include the duration, frequency, quantity being 
requested.

 Be sure to sign your request.





Note:  Myofascial Release CPT = 97140
97250 is now obsolete.



Sample PR-2 (RFA)
 The following is a sample of a completed PR-2 Request for 

Authorization.
 Make sure you don’t forget to attach the DWC form RFA with your 

treatment request.
 Include the procedural codes being requested (i.e. 98940, 97140-59, 

etc.)
 Include the diagnoses.
 Include the duration, frequency, quantity being requested.
 Sign your request.
 Review the treatment guideline and make sure you document how your 

patient meets the required criteria for medical necessity.
 Document Functional Improvement 
 (i.e. ADLs, Outcome Measures, Pain Scale, AROM, Muscle Strength, 

Neuro findings, Ortho Tests, Diagnostics, Consult findings, 
QME/AME/Med-Legal Findings, Work Status, etc.)







Know What to Bill!

 Always review your UR approval/authorization to 
make sure:

1. Only bill for treatment approved/authorized.

2. Only bill within the Certification Date Range listed.

3. Only bill for the quantity approved (and provided).

 Also note the service type (i.e. Prospective RFA) and 
the 



 



When to use the -59 Modifier

 Don’t forget that if you are performing Myofascial Release 
on the same date of service as providing Chiropractic 
Adjustments, then you should include the -59 modifier to 
show they are distinct.

 The myofascial release must also be performed on a 
different body region than the body region where the 
chiropractic adjustment was performed.

 For example, you adjust the thoracic spine and provide 
myofascial release therapy to the cervical spine.

 Previously 97250 was used to bill for myofascial release, but 
the code now accepted in bill review is 97140.





Don’t forget to bill for your PR-2 & Re-Exam



Don’t forget to bill for your PR-2 & Re-Exam

 Re-Exams are billable.

 The Re-Exam was necessary to determine course of 
care.

 The subsequent Request for Authorization (i.e. PR-2) 
is also billable.

 The provider can bill for both the re-exam & the PR-2 
separately.



Physical Medicine Modalities

CPT Description 

THERAPEUTIC PROCEDURES: Physician/therapist required to have direct 

(one on one) patient contact 

97140-59 (Myofascial Release) 

 

Manual therapy techniques (i.e. 

mobilization/manipulation, manual lymphatic 

drainage, manual traction) 1 or more regions, 

each 15 minutes 

97110 (Therapeutic Exercise) Each 15 minutes; therapeutic exercises to develop 

strength & endurance, ROM & flexibility. 

97112 (Neuromuscular Re-education) Movement, balance, coordination, posture and/or 

proprioception for sitting/standing activities. 

MODALITIES: Supervised:  Does not require direct (one on 

one) patient contact by the provider 

97012 (Traction) Mechanical 

97014 (Electrical Stimulation) EMS Unattended 

97010 (Moist Heat Therapy/Cryotherapy) 1 or more areas; hot or cold packs 

MODALITIES: Constant Attendance:  Requires direct (one on 

one) patient contact by the provider 

97035 (Ultrasound) Therapeutic ultrasound 

CHIROPRACTIC MANIPULATIVE Tx Influence joint and neurophysiological function. 

98940 (Chiropractic Manipulation) CMT (Spinal; 1 to 2 regions) 

 



Physical Medicine Modalities



Modifier -25

 Modifier -25 allows physicians to be reimbursed for 
treatment/services rendered that would be denied if 
the modifier is not included. 

 The modifier -25 indicates to payers that another 
significant, separately identifiable evaluation and 
management (E/M) service was performed by the 
same physician and on the same day.

 Example:  Patient comes in for treatment, but reports 
new area of complaint, which requires exam.



New Patient Exam Billing
Modifier -25



Modifier -59
Definition

 CPT Manual:
 Under certain circumstances, the physician may need to indicate that a 

procedure or service was distinct or independent from other services performed 
on the same day. Modifier 59 is used to identify procedures [and/or] services 
that are not normally reported together, but are appropriate under the 
circumstances. This may represent a different session or patient encounter, 
different procedure or surgery, different site or organ system, separate 
incision/excision, separate lesion, or separate injury (or area of injury in 
extensive injuries) not ordinarily encountered or performed on the same day by 
the same physician…

 If you're providing two distinct and separate treatment/services during the 
same treatment period (DOS), then you should use the modifier -59

 This is needed to distinguish between Myofascial Release & Chiropractic 
Manipulation performed on the same DOS.



Myofascial Release
Definition

 CPT:  97140

 Manual therapy techniques (eg. Mobilization/manipulation, manual lymphatic 
drainage, manual traction), 1 or more regions, each 15 minutes.

 CPT:  97250 (Obsolete)



Myofascial Release
97140-59 vs. 97250

 Beginning 01/01/14 the code switched to 97140

 Prior to that it was 97250

 The current accepted code is the 97140

 Add the -59 Modifier to distinguish from manipulation



EOR – OMFS vs. PPO Penetration



EOR – OMFS vs. PPO Penetration

 Providers are subject to the official medical fee 
schedule (OMFS), and additional PPO network 
reductions if the provider has agreed to join the billed 
network.

 Some Medical Provider Networks (MPNs) are 
networked with individual group health plan networks 
(i.e PPOs) to provide additional savings to the claims 
administrator/employer.





W-9 Form

 Always include a W-9 form when submitting a bill for 
the first time to a new claims administrator.

 This will avoid unnecessary delays in receiving 
payment.

 The W-9 is required in most circumstances to set up 
new vendors.



Resources

 State of California Dept. of Insurance – www.insurance.ca.gov

 UR and Causation section of FAQs: http://www.dir.ca.gov/dwc/UtilizationReview/UR_FAQ.htm

 Division of Workers’ Compensation Dept. of Industrial Relations - http://www.dir.ca.gov/DWC

 URAC – www.urac.org

 MTUS Regulations: 
http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS_Regulations/MTUS_Regulations.htm.

 ACOEM-Occupational Medicine Practice Guidelines 2nd Edition 2004

 CWCI

 ICD-10-CM PMIC 2015

http://www.insurance.ca.gov/
http://www.dir.ca.gov/dwc/UtilizationReview/UR_FAQ.htm
http://www.dir.ca.gov/DWC
http://www.urac.org/
http://www.dir.ca.gov/dwc/DWCPropRegs/MTUS_Regulations/MTUS_Regulations.htm


Thanks for taking CE Seminars with Back To Chiropractic.

I hope you enjoyed the course. Please feel free to provide feedback.

Check out: Back To Chiropractic Resources
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Services & Listings People helping people for free
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