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MAJOR changes impacting every Provider’s revenue

SB 863 Changed Workers’ Compensation



Request For Authorization (RFA) Form



a written request for authorization of medical treatment for 
a specific course of proposed medical treatment, 

or 
a written confirmation of an oral request for a specific 
course of proposed medical treatment, 

must be set forth on the 
“Request for Authorization of Medical Treatment,” DWC 
Form RFA, contained in section 9785.5. 

Request For Authorization (RFA) Form



Request for Authorization Form -  MANDATED

“Request for Authorization of Medical Treatment,” DWC 
Form RFA, contained in section 9785.5



WCAB Decision: Stricter RFA Standards

In the Torres-Ramos v. Marquez decision, WCAB 
Commissioners said that all requests for treatment 
authorization made after this Feb. 12 need to be made on 
the official Division of Workers' Compensation Form RFA.
"A treatment request that is not on the form or not 
compliant with the requirements for an alternate is not a 
valid request." And, pursuant to the WCAB's April 28 ruling, 
an invalid request will not trigger a carrier's obligation to 
initiate the utilization review process.



However, a claims administrator may accept a request for 
authorization for medical treatment that was not made on 
the DWC form if the request is made in writing, and it 
clearly says "Request for Authorization" at the top of the 
first page of the document.

The first page must also list all the requested medical 
services, goods or items and the request must be 
accompanied by documentation substantiating the medical 
necessity for the requested treatment, Melton added.

RFAs: Alternate to DWC Form RFA 



Required: Treating Physician Initiates RFA

Carefully follow the DWC’s instructions on 
filing a complete RFA.



Required: RFA Attachments

● Doctor's First Report (Form DLSR 5021),
● Treating Physician’s Progress Report (DWC 

Form PR-2), or 
● Equivalent narrative report substantiating 

request for treatment



Form: New Treatment vs Resubmission



Form: Expedited Review

§9792.6.  (h) “Expedited review” means utilization review conducted when the injured worker's condition is 
such that the injured worker faces an imminent and serious threat to his or her health, including, but not 
limited to, the potential loss of life, limb, or other major bodily function, or the normal timeframe for the 
decision-making process would be detrimental to the injured worker's life or health or could jeopardize the 
injured worker's permanent ability to regain maximum function.



Form: Oral Request for Authorization

§9792.6.  An oral request for authorization must be followed by a 
written confirmation of the request within seventy-two (72) hours.



Form: Complete All Underlying Information



Required: Diagnosis, ICD-Code & 
Service/Goods Requested



Required: Requesting Physician Signature



Information Resource: DWC’s Frequently 
Asked Questions
www.dir.ca.gov/dwc/UtilizationReview/UR_FAQ.htm



Request For Authorization Response



5 Business Days Non-Expedited RFA 
Response Timeframes 



72 Hours Expedited RFA Response 
Requirement



WCAB Decision: Timely & Valid UR

In the Dubon vs World Restoration case, the commissioners decided that an applicant 
MAY challenge a UR or IMR determination because of procedural flaws such as 
"timeliness and compliance with statutes and regulations."  The Appeals Board 
specifically held as follows:

1. IMR solely resolves disputes over the medical necessity of treatment 
requests. Issues of timeliness and compliance with statutes and regulations 
governing UR are legal disputes within the jurisdiction of the WCAB.
2. A UR decision is invalid if it is untimely or suffers from material procedural 
defects that undermine the integrity of the UR decision. Minor technical or 
immaterial defects are insufficient to invalidate a defendant’s UR 
determination.
3. If a defendant’s UR is found invalid, the issue of medical necessity is not 
subject to IMR but is to be determined by the WCAB based upon substantial 
medical evidence, with the employee having the burden of proving the 
treatment is reasonably required.
4. If there is a timely and valid UR, the issue of medical necessity shall be 
resolved through the IMR process if requested by the employee.



Independent Medical Review (IMR)



IMR: Required for Denied or Modified 
Requests for Authorization
Disputes over an 
IMR decision are 
resolved via 
Independent 
Medical Review 
(IMR)



When is IMR Appropriate?

● Request for Authorization Submitted
● After Utilization Review:

○ Request Denied
○ Request Delayed
○ Request Modified

● Employee disputes UR decision.

There is No internal UR Appeals Process.



IMR: Initiated by the Injured Worker

Independent Medical Review (IMR) is initiated by the 
injured worker to contest denied or modified RFAs.

Providers may join or assist employee with IMR.



IMR: Initiated by the Physician

Exception: Emergency treatment provided to the injured 
workers that is subsequently denied can be put through the 
IMR process by the physician.

§9792.6. (g) “Emergency health care services” means health 
care services for a medical condition manifesting itself by acute 
symptoms of sufficient severity such that the absence of 
immediate medical attention could reasonably be expected to 
place the patient's health in serious jeopardy.



IMR: Submission Timeframe

Submit by Mail:

within 30 Days of:

Receipt of UR Decision
or

Within Service of Notice of Dispute Resolution at WCAB



IMR Response Timeframes

For regular review:
Within 20 days of receipt of DWC form & supporting 
documentation

For expedited review:
Treatment has not been provided: within 3 days of 
request & supporting documentation

Treatment has been provided: within 30 days of receipt 
of request & supporting documentation



Second Bill Review



With SB 863, Second Bill Reviews Are Mandated 



With RBRVS, Second Bill Reviews Are Critical 



Mandated Life Cycle of a Complete Bill



As of 1/1/2013: Mandated Life Cycle of a Work 
Comp Bill 
1. Provider submits a complete bill to Claims Administrator
2. Claims Administrator responds to bill with a compliant 

(timely and complete) Explanation of Review (EOR)
3. If Provider disputes Claims Administrator’s adjudication / 

payment of the bill, Provider submits a compliant (timely 
and complete) Second Bill Review (SBR) to Claims 
Administrator

4. Claims Administrator responds to SBR with a compliant 
(timely and complete)  final Explanation of Review 
(EOR)

5. If Provider disputes Claims Administrator’s adjudication / 
payment of the SBR, Provider submits either an IBR to 
the Administrative Director or files a lien with the WCAB.



1.  Provider Submits Complete Bill to Claims 
Administrator



2. Claims Administrator Responds to Bill with 
a Compliant Explanation of Review (EOR)
Labor Code and Administrative Director’s Guide require 
Claims Administrators to issue timely and complete EORs.



EOR: Non-Electronic and Electronic Bills

Non-electronic and electronic EORs: Different 
timeframes for different types of bill submission, but 
identical information requirements.



Uncontested bills sent non-electronically: EOR must be sent 
with payment within 45 or 60 days of Claims Administrator’s 
receipt of bill, depending on whether employer is a governmental 
entity.

Uncontested bills sent electronically: electronic EOR must be 
sent within 15 working days of Claims Administrator’s receipt of e-
bill.

Timely EOR Requirements - Uncontested Bill



Timely EOR Requirements - Contested, 
Denied, or Incomplete Bill
Contested, Denied or Incomplete Bills sent non-
electronically: EOR must be sent within 30 days of Claims 
Administrator’s receipt of bill.

Contested, Denied or Incomplete Bills sent electronically: 
electronic EOR must be sent within 15 working days of Claims 
Administrator’s receipt of e-bill.



Penalty & Interest: Electronic & Non-
Electronic Bills
Penalty and interest are due if Provider is not paid for the uncontested 
portion of bill within 45 (60 days for government employers) of the Claim 
Administrator’s receipt of the bill.



Claims Administrator must send a complete EOR, that includes:
1. Required / Situational information per Table 3.0
2. Notification of items being contested, denied or considered 

incomplete, using DWC’s Bill Adjustment Reason Codes 
(BARCs)

3. Details of additional information required for payment
4. Claims Administrator contact information

Compliant EOR Information Requirements



Complete Explanation of Review 
Requirements



3. Provider Submits a Timely and Complete Second 
Bill Review (SBR) to Claims Administrator 
For incorrect adjudications arising from either the Claims 
Administrator or the Provider’s error, the Provider must 
submit a compliant SBR requesting additional payment. 



Use the Most Recent SBR Rules 



TIMELY SBR Required: Inaccurate Adjudication

SBR must be submitted within 90 days for receipt of an 
EOR or within 90 days of the WCAB resolving a threshold 
issue that prevented adjudication of the bill.



Consequences of Untimely SBR



A Compliant SBR Submission Must Be 
Complete
Compliant SBR submission consists of either: 

1. A replica of the original bill modified per SBR regulations 
with required additional information

OR

2. A completed SBR-1 Form



Non-Electronic Bills: Modified Replica of Bill 

For non-electronic bills, compliant submission of SBR is either:
1. A replica of the original bill modified per SBR regulations  

a. CMS 1500 - Modified with “BGW3” in Box 10D 
b. UB04 - Modified with “BGW3” in Boxes 18-28
c. ADA Dental Claim Form 2006 - “Request for Second 

Review” marked in Field 1
d. NCPDP - “Request for Second Review” written on form 



Required Additional Information for Complete 
SBR if Modified Replica of Original Bill 
Submitted 



Non-Electronic Bills: SBR-1 Form 



Electronic Medical Treatment Bills: Electronic 
Submission of the SBR



DaisyBill Automatically Generates SBRs with 
Required Additional Information



Medical-Legal Bills: SBR-1 Form Required

A replica of the original bill modified per SBR regulations IS 
NOT ALLOWED for medical-legal bills.  The SBR-1 Form 
is mandated.



If a Provider disputes the amount of payment made by a 
Claims Administrator, the Provider must a submit compliant 
SBR, meaning that it is both timely and complete; otherwise 
the Claims Administrator has no obligation to pay or to 
respond to the SBR.

Consequences of Incorrect SBR Submission



4. Claims Administrator Responds to the 
SBR with a Timely and Final EOR
Claims Administrators must respond timely to compliant 
non-electronic and electronic SBRs with a Final EOR 
within 14 days of receipt of the SBR from the Provider.



Additional payment of sums due must be made by Claims 
Administrator within 21 days of receipt of compliant SBR.

Claims Administrator’s SBR Payment 
Responsibility



5. Provider Submits a Timely IBR or Files a 
Lien with the WCAB



As of 1/1/2013: Mandated Life Cycle of a 
Workers’ Comp Bill 



Independent Bill Review Submission Timeframe

IBR must be filed within 30 days of receipt of Second Bill 
Review determination.

After 30 days, the Claims Administrator is not liable for 
payment.



IBR Submission

IBR can be submitted electronically via the Maximus 
website, or mailed on the paper form (IBR-1).



Independent Bill Review Process

1. Fill out form (IBR-1 or electronic web version)
2. Pay $250 (check for mail, credit card for web) 
3. Include Supporting Documents
4. Submit
5. Send copy to the Claims Administrator



Independent Bill Review Supporting Documents

Related to Original Bill
1. Billing Itemization
2. Supporting Documents
3. EOR
4. Contract Provisions (if applicable)

Related to Second Review
5. Provider's Request
6. Supporting Documents
7. EOR (determination)

Related to IBR (if applicable)
8. Request for Consolidation



Independent Bill Review Consolidation

Each IBR Request:
● 1 Billing Code
● 1 Claims 

Administrator
● 1 Employee
● 1 Date of Service

Exception: IBR 
consolidations



Independent Bill Review Fees

The DWC reduced fees by 25%, effective April 1, 2014.  
Providers who submitted an IMR or IBR on or after April 1, 
2014, and who had paid the old fee, will receive a refund of 
the difference.



Independent Bill Review Submission Timeframe

IBR written determination issued within 60 days of the 
assignment to IBR.



Mandated Responsibilities and Timeline for Claims 
Administrators and Providers

www.daisybill.com       347.676.1548

http://www.daisybill.com
http://www.daisybill.com


Contact Us

Sarah Moray
smoray@daisybill.com

347.676.1548

Catherine Montgomery
cmontgomery@daisybill.com

646.504.6733

www.DaisyBill.com

Questions?
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