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Rule Type/Number of Rules: 
 New/_1_ rule(s)  
 Amended/__31_ rules (FYR? Yes) 

 
 No Change/_5 rules (FYR? Yes ) 
 Rescinded/_3_ rules (FYR? Yes) 
 

The Common Sense Initiative is established in R.C. 107.61 to eliminate excessive and 
duplicative rules and regulations that stand in the way of job creation.  Under the Common 
Sense Initiative, agencies must balance the critical objectives of regulations that have an 
adverse impact on business with the costs of compliance by the regulated parties. Agencies 
should promote transparency, responsiveness, predictability, and flexibility while developing 
regulations that are fair and easy to follow. Agencies should prioritize compliance over 
punishment, and to that end, should utilize plain language in the development of regulations.  

 

Reason for Submission 

1. R.C. 106.03 and 106.031 require agencies, when reviewing a rule, to determine whether 
the rule has an adverse impact on businesses as defined by R.C. 107.52.  If the agency 
determines that it does, it must complete a business impact analysis and submit the rule 
for CSI review.   
 
Which adverse impact(s) to businesses has the agency determined the rule(s) create?  
 
The rule(s): 
 

a. Requires a license, permit, or any other prior authorization to engage in or 
operate a line of business. 

b. Imposes a criminal penalty, a civil penalty, or another sanction, or creates a 
cause of action for failure to comply with its terms.   

c. Requires specific expenditures or the report of information as a condition of 
compliance.  

d. Is likely to directly reduce the revenue or increase the expenses of the lines of 
business to which it will apply or applies. 

 
Regulatory Intent 

 
2. Please briefly describe the draft regulation in plain language.   

Please include the key provisions of the regulation as well as any proposed amendments. 
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Chapter 4123-6 of the Administrative Code contains BWC rules implementing the Health 
Partnership Program (HPP) for state fund employers, including rules governing payment to 
providers. BWC enacted the bulk of Chapter 4123-6 HPP provider payment rules in January 
and February 1997. 
 
The rule review date for these rules are August 1, 2020. BWC performed a five-year rule 
review of the rules in 2015, at which time BWC made numerous changes, mostly amending 
existing rules. 
 
In accordance with Ohio Revised Code 119.04 and 106.03, BWC makes the proposals listed 
below as to Chapter 4123-6 rules scheduled for 5-year review. 
 

Amending: 

4123-6-01 Definitions. 
4123-6-01.1 Applicability of medical rules. 
4123-6-02    Provider access to the HPP – generally. 
4123-6-02.21 Provider access to the HPP - non-certified provider enrollment. 
4123-6-02.3   Provider access to the HPP - provider application and certification criteria. 
4123-6-02.4 Provider access to the HPP - provider recertification. 
4123-6-02.5 Provider access to the HPP - provider not certified. 
4123-6-02.51 Provider access to the HPP -- Denial of provider, entity or MCO enrollment - 
certification based on criminal conviction or civil action.  
4123-6-02.6 Provider access to the HPP -- selection by an MCO. 
4123-6-02.7 Provider access to the HPP - provider decertification procedures. 
4123-6-02.8 Provider requirement to notify of injury. 
4123-6-02.9 Provider access to the HPP - provider marketing. 
4123-6-03.4 MCO participation in the HPP - MCO certification. 
4123-6-04.5 MCO scope of services - bureau claims management. 
4123-6-04.6 Return to work assessment. 
4123-6-05.3 Employer access to the HPP; certain solicitation practices by MCOs prohibited 
4123-6-05.4 Employer access to the HPP; payment for referrals prohibited 
4123-6-07 Services and supplies never covered. 
4123-6-10 Payment to providers. 
4123-6-14 MCO bill submission to bureau. 
4123-6-14.1 Records to be retained by MCO.  
4123-6-15 Confidentiality of records. 
4123-6-16 Alternative dispute resolution for HPP medical issues. 
4123-6-16.2 Medical treatment reimbursement requests. 
4123-6-16.3 Reimbursement of retroactive medical treatment reimbursement requests. 
4123-6-17 Bureau refusal to certify or recertify, action to decertify a provider or MCO - 
standards and procedures for adjudication hearings. 
4123-6-18 Data gathering and reporting. 
4123-6-20 Obligation to submit medical documentation and reports. 
4123-6-20.1 Charges for copies of medical reports.  
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4123-6-21 Payment for outpatient medicatin. 
4123-6-21.1 Payment for outpatient medication by self-insuring employer. 
 
Enacting: 

4123-6-04.3 MCO scope of services - MCO medical management and claims management 
assistance. 

 
Rescinding: 

4123-6-04.3 MCO scope of services - MCO medical management and claims management 
assistance. 
4123-6-04.4 MCO scope of services - fee bill review and audit process. 

4123-6-06.1 Employee access to medical services -- education by MCO and employer. 
 
No Change: 

4123-6-03.7 MCO participation in the HPP - bureau's authority to decertify, to refuse to 
certify or recertify an MCO. 
4123-6-03.9 MCO participation in the HPP - MCO disclosure of relationship. 
4123-6-03.10 Conflict of interest. 
4123-6-16.1 HPP medical treatment guidelines. 
4123-6-19 Remain at work services. 
 
 

3. Please list the Ohio statute(s) that authorize the agency, board or commission to adopt 
the rule(s) and the statute(s) that amplify that authority.  

R.C. 4121.44, 4121.441, and 4123.66 

4. Does the regulation implement a federal requirement?   Is the proposed regulation 
being adopted or amended to enable the state to obtain or maintain approval to 
administer and enforce a federal law or to participate in a federal program?  
No. 
If yes, please briefly explain the source and substance of the federal requirement. 

N/A 

5. If the regulation includes provisions not specifically required by the federal 
government, please explain the rationale for exceeding the federal requirement. 

N/A 

6. What is the public purpose for this regulation (i.e., why does the Agency feel that there 
needs to be any regulation in this area at all)? 

The public purpose is to provide appropriate and clear direction of program parameters and 
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service actions which all parties engaging in the administration, use or provision of HPP related 
services to Ohio injured workers pursuant to addressing an allowed medical condition resulting 
from a workplace injury must adhere. These proposed rules will support the charge as set forth 
in R.C. 4121.44(B)(1), (2) and (4) which provide that, to implement the HPP, the Administrator 
shall “certify one or more external vendors, which shall be known as ‘managed care 
organizations,’ to provide medical management and cost containment services” in the HPP for 
a period of two years beginning on the date of certification; the Administrator may recertify 
the MCOs for additional two year periods; and the Administrator may “enter into a contract 
with any managed care organization that is certified by the bureau 
. . . to provide medical management and cost containment services” in the HPP. 
 
Further, the proposed rules support the charge pursuant to R.C. 4121.441(A) which provides 
that the Administrator, with the advice and consent of the BWC Board of Directors, shall adopt 
rules for implementation of the HPP “to provide medical, surgical, nursing, drug, hospital, and 
rehabilitation services and supplies to an employee for an injury or occupational disease . . . 
and to regulate contracts with managed care organizations pursuant to this chapter.” 
 
Finally, the proposed rules also supportis the charge pursuant to R.C. 4123.66(A) which 
provides that the BWC Administrator “shall disburse and pay from the state insurance fund the 
amounts for medical, nurse, and hospital services and medicine as the administrator deems 
proper,” and that the Administrator “may adopt rules, with the advice and consent of the 
[BWC] board of directors, with respect to furnishing medical, nurse, and hospital service and 
medicine to injured or disabled employees entitled thereto, and for the payment therefore.” 
 

7. How will the Agency measure the success of this regulation in terms of outputs and/or 
outcomes? 
Success will be measure by the providers’ and employers’ compliance with the modifications 
to the rules. Further, MCO compliance will be measured in accordance with the terms of the 
MCO contract, and administrative payments made to the MCOs based on their HPP operational 
performance. Additionally, success will be measured by the timely provision of services to 
injured workers, and the maintenance of costs within the annual fee schedule projections for 
the relevant services impacted by the recommended changes. 
 

8. Are any of the proposed rules contained in this rule package being submitted pursuant 
to R.C. 101.352, 101.353, 106.032, 121.93, or 121.931?  
No. 
If yes, please specify the rule number(s), the specific R.C. section requiring this 
submission, and a detailed explanation. 
N/A 
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Development of the Regulation 

9. Please list the stakeholders included by the Agency in the development or initial review 
of the draft regulation.   
If applicable, please include the date and medium by which the stakeholders were initially 
contacted. 

The proposed rules were published for stakeholder comment on September 15, 2020 with a 
comment period open through September 25, 2020, and notice was e-mailed to the following 
lists of stakeholders: 
 
• BWC’s Managed Care Organizations 
• BWC’s Medical Services Division’s medical provider stakeholder list 
• BWC’s Healthcare Quality Assurance Advisory Committee 
• Ohio Association for Justice 
• Employer Organizations 

o Council of Smaller Enterprises (COSE) 
o National Federation of Independent Business (NFIB) 
o Ohio Chamber of Commerce 

• BWC’s Self-Insured Division’s employer distribution list 
• BWC’s Employer Services Division’s Third-Party Administrator (TPA) distribution list. 
 

10. What input was provided by the stakeholders, and how did that input affect the draft 
regulation being proposed by the Agency? 

Stakeholder responses received by BWC are summarized on the Stakeholder Feedback 
Summary Spreadsheet. 
 

11. What scientific data was used to develop the rule or the measurable outcomes of the 
rule?  How does this data support the regulation being proposed? 

None. 

12. What alternative regulations (or specific provisions within the regulation) did the 
Agency consider, and why did it determine that these alternatives were not 
appropriate?  If none, why didn’t the Agency consider regulatory alternatives? 

None. No regulatory alternatives which could be considered have been identified. 

 
13.  Did the Agency specifically consider a performance-based regulation? Please explain. 

Performance-based regulations define the required outcome, but don’t dictate the process 
the regulated stakeholders must use to achieve compliance. 

No. The regulations pursuant to the requirements of the O.R.C. 44121.44(B)(1), (2) and (4), 
4121.441(A) and 4123.66(A) are designed to provide appropriate and clear direction of 
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program parameters and service actions which all parties engaging in the administration, use 
or provision of HPP related services to Ohio injured workers pursuant to addressing an allowed 
medical condition resulting from a workplace injury must adhere 

14. What measures did the Agency take to ensure that this regulation does not duplicate an 
existing Ohio regulation?   

BWC is the only state agency responsible for regulating HPP related medical services for 
Ohio’s workers’ compensation programs. 
 

15. Please describe the Agency’s plan for implementation of the regulation, including any 
measures to ensure that the regulation is applied consistently and predictably for the 
regulated community. 

Once the rules are approved and through the JCARR process, the BWC staff impacted by the 
rules will be informed of the effective date. The various units of the Medical Services Division 
of BWC will coordinate communication and training to internal BWC staff and the MCOs. 
BWC’s Medical Services Division will also ensure that relevant sections of the MCO Policy 
Guide and the Provider Billing and Reimbursement manuals are updated to reflect appropriate 
rule modifications 

 
Adverse Impact to Business 

16. Provide a summary of the estimated cost of compliance with the rule.  Specifically, 
please do the following: 
 
a.   Identify the scope of the impacted business community; and 
All HPP services providers, self-insured employers, and MCOs. 

 
b. Identify the nature of all adverse impact (e.g., fees, fines, employer time for    
compliance,); and  
Impact is in the nature of HPP services providers’, self-insured employers’, and MCOs’ time 
for reviewing or receiving education on the changes, as well as applying any modifications to 
relevant systems. 
 
c.  Quantify the expected adverse impact from the regulation.  
      The adverse impact can be quantified in terms of dollars, hours to comply, or other 

factors; and may be estimated for the entire regulated population or for a 
“representative business.” Please include the source for your information/estimated 
impact. 
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Estimated time which HPP services providers, employers, and MCOs may need to adjust to 
the changes is at less than 15 hours. 

17. Why did the Agency determine that the regulatory intent justifies the adverse impact to 
the regulated business community? 

BWC is attempting to meet the legislative intent by setting forth appropriate and clear direction 
of program parameters and service actions which all parties engaging in the administration, 
use or provision of HPP services to Ohio injured workers pursuant to addressing an allowed 
medical condition resulting from a workplace injury must adhere. The rules have been 
reviewed and appropriately modified to add additional clarity of program parameters and 
service actions which all parties engaging in the administration, use or provision of HPP 
services need to take to ensure service access, quality and cost efficiencies. 

Regulatory Flexibility 

18. Does the regulation provide any exemptions or alternative means of compliance for 
small businesses?  Please explain. 

No. The rules are to provide guidance and clarity of program parameters and actions which all 
parties engaging in the administration, use or provision of HPP services must take to ensure 
service access, quality and cost efficiencies, and timely provider reimbursements, which leads 
to quality medical care, as well as a successful and safe return to work for injured workers. 
 

19. How will the agency apply Ohio Revised Code section 119.14 (waiver of fines and 
penalties for paperwork violations and first-time offenders) into implementation of the 
regulation? 

N/A 

20. What resources are available to assist small businesses with compliance of the 
regulation? 

The MCOs have a responsibility in the contract they sign with BWC to provide training and 
support to all providers they utilize in managing the medical care of their injured workers. 
Additionally, by contract the MCOs are responsible for providing education and support to 
injured workers and employers on all workers’ compensation services and programs including 
medical services. The various units of the Medical Services Division will also provide support 
and direction to impacted businesses regardless of size with respect to meeting Bureau 
regulations. 



 

 

 

 
 
 
  Stakeholder Feedback Recommendations for Chapter 4123-6 

Line 
# 

Rule #/ Subject 
Matter 

Stakeholder 
 

Draft Rule Suggestions Stakeholder Rationale BWC Response Resolution 

1 OAC 4123-6-01 
Section H 

Emily Turner 
Ohio Assoc 
Goodwill 
Industries 

We were pleased to the addition 
of the word "vocational" which 
clarifies "qualified rehabilitation 
provider." Yet, even with this 
clarification, the question is, who 
or what is a "qualified vocational 
rehabilitation provider"? 

We respectfully suggest that BWC 
insert the proper reference to the 
BWC fee schedule which defines 
the qualifications that providers 
need to have or insert definition of 
"qualified vocational rehabilitation 
provider" in this rule. 

Vocational rehabilitation (VR) providers 
are defined in other Health Partnership 
Program rules, OAC 4123-18 are the VR 
rules as well as OAC 4123-06-02.2 
defines each VR provider and the 
credential requirements for each.   

Additionally, BWC/MCO VR policies and 
procedures, and the Provider Billing and 
Reimbursement Manual provide 
additional information. 

No Change 

2 4123-6-01 Ohio Physical 
Therapy Assoc./ 
International 
Assoc. of 
Rehabilitation 
Professionals 

Physical therapists who hold a 
current, valid certificate of 
licensure to practice physical 
therapy under Chapter 4755. of 
the Revised Code should be 
amended into the definition of 
physician. The current definition 
includes healthcare providers such 
as dentist and psychologists. It 
makes sense and is good care for 
Ohio’s injured workers to also 
include physical therapists. 

Physical therapists are well 
equipped, trained, and educated 
to provide front line care for those 
who are injured on the job, and a 
physical therapist’s doctorate level 
education prepares them to 
manage injury recovery and return 
to work care plans. Amending this 
definition will streamline care 
delivery to allow physical 
therapists to be a physician of 
record in Ohio’s BWC system. 

In Ohio workers’ compensation, 
physicians are able to write 
prescriptions and certify disability or 
impairment. Those duties are not 
within the physical therapist’s scope of 
practice.  Professionals currently listed 
as a physician in the relevant rule 
section have either been granted the 
ability statutorily or recognized by Ohio 
case law and/or the Industrial 
Commission, as being able to medically 
assess, diagnose, and certify disability 
or impairment.   The listed physician 
types are also known as the provider of 
record (POR) and serve as the primary 
resource of information used to 
establish the validity of workplace claim 
liabilities with the BWC system. Physical 

No Change 



 

 

 

Line 
# 

Rule #/ Subject 
Matter 

Stakeholder 
 

Draft Rule Suggestions Stakeholder Rationale BWC Response Resolution 

therapists are unable to fulfill the 
responsibilities of a POR. 

3 
 

4123-6-16 Ohio Physical 
Therapy Assoc. 

Under 4755.48, anyone that is not 
licensed under 4755.40 to 4755.56 
may indicate or imply they are a 
physical therapist. So while there 
may be some overlap in scope of 
practice with other healthcare 
providers, it is critical that only 
those with a valid physical therapy 
license are reviewing these ADR 
processes. 

MCO’s ADR process for physical 
therapists should be peer 
reviewed. Should the BWC accept 
OPTA’s first comment and adds 
PTs to the definition of physician, 
this second comment would be 
moot. However, should it remain, 
it is important that those who are 
practicing physical therapists are 
the ones to review these claim 
disputes. 

Paragraph 3 of the rule states that “if an 
individual health care provider not 
eligible to be physician of record would 
be providing the services requested in 
the dispute, the independent level of 
professional review shall consist of a 
provider review conducted by an 
individual or individuals eligible to be 
physician of record whose scope of 
practice includes the services 
requested.” This language addresses 
the point presented by this comment. 

Additionally, OAC 4123-06-02.2 defines 
the credential requirements needed to 
be recognized in the BWC system a 
physical therapist. 

No Change 

4 4123-6-16.2 Ohio Physical 
Therapy Assoc./ 
International 
Assoc. of 
Rehabilitation 
Professionals 

The requirement that physical 
therapy claims be accompanied by 
a prescription should be deleted. 
 

For many years Ohio has had 
direct access to physical therapists 
in law under 4755.481 of the Ohio 
Revised Code. BWC is one of the 
few programs that do not 
recognize direct access and 
patient choice. It is duplicative for 
an injured worker to need a 
prescription to access physical 
therapy care. 

A work injury resulting from an accident 
requires a full medical assessment to 
medically diagnose and assess all 
conditions allowed and related to a 
claim which helps establish the nexus 
with any medical services needed to 
address the issues within that claim.  
That action provides the injured worker 
with upfront clarity and notice 
regarding what medical services and/or 
treatment will potentially covered and 
paid. 
 
ORC 4755.40(A)(4) specifically indicates 
that the service of physical therapy 

No Change 



 

 

 

Line 
# 

Rule #/ Subject 
Matter 

Stakeholder 
 

Draft Rule Suggestions Stakeholder Rationale BWC Response Resolution 

does not include the medical diagnosis 
of a patient's disability.   Thus, given the 
inability of physical therapists to 
medically diagnose a patient’s disability, 
to incorporate the recommendations 
into the rule would undermine a critical 
injury and medical services 
management component of the 
workers’ compensation system.  BWC’s 
analysis of ORC 4755.481 did not result 
in a finding of a conflict or contradictory 
position, as the cited statute contains 
language in 4755.481(B) which 
specifically states nothing in the PT 
statutes requires the BWC’s HPP system 
to reimburse for PT services rendered 
without a referral/prescription. 

5 4123-6 April Mancuso, 
PsyD 

The commenter sought 
clarification and verification on the 
requirement that a provider 
submit a Medco-14 subsequent to 
an injured worker’s medical 
encounter. 

The provider’s understanding was 
that a note with the date and time 
of the session was required each 
encounter and a Medco-14 was 
required when there was a 
request (C9) for services. 
 

Clarification was provided that as stated 
on the instructions for completing the 
MedCo-14 “The treating physician must 
submit this form each time he/she sees 
the injured worker unless the injured 
worker has been awarded permanent 
and total disability, has returned to 
work without restrictions within seven 
days of the injury, or is being treated 
after the treating physician has released 
him/her to his/her former position 
without restrictions.”  There is no 
exception listed for a specific type of 
medical provider.  This is not a change 
in the rule or the interpretation of the 
rule historically.  This issue has been 
previously reviewed with the 
determination that receiving medical 
updates after each encounter facilitate 

No Change 



 

 

 

Line 
# 

Rule #/ Subject 
Matter 

Stakeholder 
 

Draft Rule Suggestions Stakeholder Rationale BWC Response Resolution 

the MCO and employer’s effective 
management of the results of a 
workplace injury and timely resolution 
of lost time claims. 

6 4123-6-02.51 The Ohio 
Association of 
Justice (OAJ) 

The OAJ wanted to understand the 
proposed change to Paragraph (A) 
of the rule. Specifically the OAJ 
wanted to understand the 
proposed language deletions as 
indicated with the strike-throughs: 
(A) The administrator may refuse 
to enroll, certify or recertify, or 
may terminate 
enrollment, or decertify from 
participation in the HPP, any 
provider, entity or MCO 
that: 

The OAJ was concern that the 
proposed language deletions as 
indicated gives the appearance 
that the Administrator may be 
ceding some abilities in monitoring 
MCOs. 

Clarification was provided that the 
changes being proposed are being done 
to reconcile a previous change that was 
made to the rule which pertained to a 
providers and other entity as the 
treatment of those would be in line 
with 4123-6-02.2 and Medicaid.  BWC 
did not intend to have the relevant 
4123-6-02.2 language to pertain to 
MCOs, and so is recommending 
separating “provider and entity” out 
into new Paragraph B.  Additionally, 
given MCOs are not enrolled or have 
enrollment terminated, that language 
would not be needed in Paragraph A 
given it was being moved to Paragraph 
B as such relates to a provider and 
entity.  The remaining language 
maintains the Administrator’s current 
authority and ability to monitor, 
manage, and address MCO’s 
certification, recertification or 
decertification for participation in the 
HPP. 

No Change 

 



4123-6-01 Definitions. (AMEND)

As used in this chapter:

(A) "Authorization" or "prior authorization" means:

Notification by the managed care organization (MCO) that a specific treatment,
service, or equipment is medically necessary for the diagnosis and/or treatment of
an allowed condition, except that the bureau may reserve the authority to authorize
or prior authorize the following services: caregiver services, home and vehicle
modifications, and return to work management services pursuant to paragraph (D)
of rule 4123-6-04.6 of the Administrative Code.

(B) "Bureau certified provider" means:

A credentialed provider who is approved by the bureau for participation in the
health partnership program "HPP." (HPP) pursuant to this chapter of
Administrative Code.

(C) "Certification" or "recertification" means:

A process by which the bureau approves a provider or managed care organization
(MCO) for participation in the HPP.

(D) "Credentialing" or "recredentialing" means:

A process by which the bureau validates or reviews the completed and signed
application of a provider for certification or recertification.

(E) "Dispute resolution" means:

Procedures for the resolution of medical disputes prior to filing an appeal under
section 4123.511 of the Revised Code.

(F) "Emergency" means:

Medical services that are required for the immediate diagnosis and treatment of a
condition that, if not immediately diagnosed and treated, could lead to serious
physical or mental disability or death, or that are immediately necessary to alleviate
severe pain. Emergency treatment includes treatment delivered in response to
symptoms that may or may not represent an actual emergency, but is necessary to
determine whether an emergency exists.

(G) "Employee" means:
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As used in the rules of this chapter, the term "employee" includes the terms "injured
worker" and "claimant" and all employees of employers covered under HPP.

(H) "Formulary" means:

A list of medications determined to be safe and effective by the food and drug
administration which the bureau shall consider for reimbursement. The list shall be
regularly reviewed and updated by the bureau to reflect current medical standards
of drug therapy.

(I)(H) "Health care provider" or "provider" means:

A physician or practitioner, or any person, firm, corporation, limited liability
corporation, partnership, association, agency, institution, or other legal entity
licensed, certified, or approved by a professional standard-setting body or by
medicare or medicaid to provide medical services or supplies to an injured worker,
including, but not limited to a qualified vocational rehabilitation provider.

(J)(I) "Health partnership program" or "HPP" means:

The bureau of workers' compensation's comprehensive managed care program
under the direction of the chief of medical services as provided in sections 4121.44
and 4121.441 of the Revised Code.

(K)(J) "Hospital" means:

An institution that provides facilities for surgical and medical diagnosis and
treatment of bed patients under the supervision of staff physicians and furnishes
twenty-four hour-a-day care by registered nurses.

(1) For the purposes of this chapter relating to hospitals, "inpatient" means:

An injured worker is considered to be an inpatient when he or she has been
admitted to a hospital for bed occupancy for purposes of receiving inpatient
hospital services. An injured worker is considered an inpatient if there is a
formal order for admission from the physician. The determination of an
inpatient stay is not based upon the number of hours involved. If it later
develops during the uninterrupted stay that the injured worker is discharged,
transferred to another inpatient unit within the hospital, transferred to another
hospital, transferred to another state psychiatric facility or expires and does
not actually use a bed overnight, the order from the attending physician
addressing the type of encounter will define the status of the stay.

(2) For the purposes of this chapter relating to hospitals, "outpatient" means:
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The injured worker is not receiving inpatient care, as "inpatient" is defined in
paragraph (K)(1)(J)(1) of this rule, but receives outpatient services at a
hospital. An outpatient encounter cannot exceed seventy-two hours of
uninterrupted duration.

(L)(K) "Injury" means:

For the purposes of the rules of this chapter of the Administrative Code only, an
injury as defined in division (C) of section 4123.01 of the Revised Code or an
occupational disease as defined in division (F) of section 4123.01 of the Revised
Code.

(M)(L) "Managed care organization" or "MCO" means:

A vendor as defined under section 4121.44 of the Revised Code who has contracted
with the bureau to provide medical management and cost containment services as
provided in sections 4121.44 and 4121.441 of the Revised Code. As used in these
rules, a managed care organization is not a health care provider.

(N) "Medical management and cost containment services" means:

Those services provided by an MCO pursuant to its contract with the bureau,
including return to work management services, that promote the rendering of high
quality, cost effective medical care that focuses on minimizing the physical,
emotional, and financial impact of a work related injury or illness and promotes a
safe return to work.

(O)(M) "Medically necessary" means:

Services which are reasonably necessary for the diagnosis or treatment of disease,
illness, and injury, and meet accepted guidelines of medical practice. A medically
necessary service must be reasonably related to the illness or injury for which it is
performed regarding type, intensity, and duration of service and setting of
treatment.

(P)(N) "Medication" means:

The same as drug as defined by division (E) of section 4729.01 of the Revised
Code.

(Q)(O) "Non-bureau certified provider" means:

A provider who is not approved by the bureau for participation in the HPP, or
whose certification has lapsed and has not been reinstated pursuant to rule
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4123-6-02.4 of the Administrative Code.

(R)(P) "Physician" means:

(1)

(a) A doctor of medicine, doctor of osteopathic medicine or surgery, or doctor
of podiatric medicine who holds a current, valid certificate of licensure
to practice medicine or surgery, osteopathic medicine or surgery, or
podiatry under Chapter 4731. of the Revised Code;

(b) A doctor of chiropractic who holds a current, valid certificate of licensure
to practice chiropractic under Chapter 4734. of the Revised Code;

(c) A doctor of mechanotherapy who holds a current, valid certificate of
licensure to practice mechanotherapy under Chapter 4731. of the
Revised Code and who was licensed prior to November 3, 1985;

(d) A psychologist who holds a current, valid certificate of licensure to
practice psychology under Chapter 4732. of the Revised Code; or

(e) A dentist who holds a current, valid certificate of licensure to practice
dentistry under Chapter 4715. of the Revised Code.

(2) A physician licensed pursuant to the equivalent law of another state shall
qualify as a physician under this rule.

(S)(Q) "Physician of record" or "attending physician" means:

For the purposes of Pursuant to Chapters 4121. and 4123. of the Revised Code, the
authorized physician chosen by the employee to direct treatment.

(T)(R) "Practitioner" means:

A physician, or a physical therapist, occupational therapist, optometrist, or any
other person currently licensed and duly authorized to practice within his or her
respective health care field.

(U)(S) "Provider certification application and agreement" means:

A bureau form providers complete that requests background information and
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documentation necessary for certification and which, if completed and signed by
the provider and approved by the bureau, constitutes a written, contractual
agreement between the bureau and the provider.

(V)(T) "Provider outcome measurement" means:

A medical management analysis tool used by the bureau or MCO which at a
minimum, utilizes line item detail from a medical bill and employee specific
information including, but not limited to, demographics, diagnosis allowances,
return to work and remain at work statistics, and other data regarding treatment, to
evaluate a health care provider on the basis of cost, utilization and treatment
outcomes efficiency and compliance with bureau requirements.

(W)(U) "Qualified health plan" or "QHP" means:

A health care plan sponsored by an employer or a group of employers which meets
the standards for qualification under section 4121.442 of the Revised Code and is
certified as a qualified health care plan with the bureau.

(X)(V) "Recertification application and agreement" means:

A bureau form certified providers complete as part of the provider recertification
process that requests background information and documentation necessary for
recertification and which, if completed and signed by the provider and approved by
the bureau, constitutes a written, contractual agreement between the bureau and the
provider.

(Y)(W) "Remain at work services" means:

Services to support an injured worker in continued employment where the injured
worker is experiencing difficulties performing a job as a result of conditions related
to an allowed medical only claim.

(Z)(X) "Return to work services" means:

Services to support an injured worker in returning to employment where the injured
worker is experiencing difficulty as a result of conditions related to an allowed lost
time claim.

(AA)(Y) "Transitional work" means:

A work-site program that provides an individualized interim step in the recovery of
an injured worker with job restrictions resulting from the allowed conditions in the
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claim. Developed in conjunction with the employer and the injured worker, or with
others as needed, including, but not limited to the collective bargaining agent
(where applicable), the physician of record, rehabilitation professionals, and the
MCO, a transitional work program assists the injured worker in progressively
performing the duties of a targeted job..

(BB)(Z) "Treatment guidelines" means:

Guidelines of medical practice, developed through consensus of practitioner
representatives, that assist a practitioner and a patient in making decisions about
appropriate health care for specific medical conditions.

(CC)(AA) "Urgent care facility" means:

A facility where ambulatory care is provided outside a hospital emergency
department and is available on a walk in, non-appointment basis.

(DD)(BB) "Utilization review" means:

The assessment of an employee's medical care by the MCO. This assessment
typically considers medical necessity, the appropriateness of the place of care, level
of care, and the duration, frequency or quality of services provided in relation to the
allowed condition being treated.
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4123-6-01.1 Applicability of medical rules. (AMEND)

Unless specifically stated otherwise, the rules of this chapter governing payment of
medical services and supplies shall apply to payments to health care providers in all
claims for industrial work related injuries and/or occupational diseases before the bureau,
self-insuring employers, MCOs, QHPs, and the industrial commission.

However, nothing in these rules shall inhibit or diminish the commission's right to
establish adjudicatory policy under Chapters 4121., 4123., 4127., and 4131. of the
Revised Code, or otherwise prevent the full adjudication of claims properly before the
commission or its hearing officers.
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4123-6-02 Provider access to the HPP - generally. (AMEND)

(A) The bureau is authorized to certify a provider who wishes to participate in the HPP.
The bureau is authorized to recertify a provider at least every one to three years.
The bureau may, but is not required to, recertify providers on a staggered basis, in
order of the provider's initial certification date or such other criteria as the bureau
determines appropriate.

(B) A provider shall be certified or recertified by the bureau to treat injured workers if the
provider is a direct service provider; meets and maintains basic credentialing
criteria under rule 4123-6-02.2 of the Administrative Code; meets and maintains all
other applicable criteria under the workers' compensation statutes and rules; and
completes and signs a provider application and agreement or recertification
application and agreement with the bureau.
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4123-6-02.21 Provider access to the HPP - non-certified provider 
enrollment. (AMEND)

(A) The bureau may enroll non-certified providers eligible under rule 4123-6-06.2 or
4123-6-10 of the Administrative Code or division (N) of section 4121.44 of the
Revised Code to receive reimbursement for goods and services provided to injured
workers, and for this purpose may require such non-certified providers to complete
and sign an enrollment application and agreement as the bureau deems appropriate,
provided such non-certified providers meet the minimum qualifications for their
provider category as set forth in paragraph (C) of rule 4123-6-02.2 of the
Administrative Code. The provider shall notify the bureau within thirty days of any
change in the provider's ownership as reported on the enrollment application.

(B) Persons or entities who do not fall within the provider categories set forth in
paragraph (C) of rule 4123-6-02.2 of the Administrative Code are not eligible for
certification as providers. The bureau may enroll such persons or entities to receive
reimbursement for goods and services provided to injured workers, and for this
purpose may require such persons or entities to complete and sign an enrollment
application and agreement as the bureau deems appropriate.

(C) The certification of providers who fall within the provider categories set forth in
paragraph (C) of rule 4123-6-02.2 of the Administrative Code shall lapse, and the
provider shall be enrolled with the bureau only, if the provider has had no billing
activity with the bureau for a period of eighteen months or longer while certified. If
the provider submits a bill while the provider's certification is lapsed pursuant to
this paragraph, the provider may apply for recertification. However, the provider's
certification shall remain lapsed until the bureau issues a final order approving or
denying the provider's application for recertification.

(D) The enrollment of a non-certified provider, person, or entity pursuant to paragraph
(A), (B), or (C) of this rule shall expire if the non-certified provider, person, or
entity has had no billing activity with the bureau for a period of eighteen months or
longer while enrolled as a non-certified provider.

(E) Lapse of provider certification pursuant to paragraph (C) of this rule and expiration of
provider certification or enrollment pursuant to paragraph (D) of this rule do not
constitute an adjudication order and are not subject to appeal pursuant to rule
4123-6-17 of the Administrative Code.
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4123-6-02.3 Provider access to the HPP - provider application and 
certification criteria. (AMEND)

(A) The bureau shall make available to each provider a provider certification application
and agreement or recertification application and agreement, as applicable, which
shall require the provider to furnish documentation as provided in rule 4123-6-02.2
of the Administrative Code.

(B) The provider application and agreement or recertification application and agreement
shall require the provider to make statements that the provider is without
impairments that would interfere with the provider's ability to practice or that
would jeopardize a patient's health, and a statement that the application is without
misrepresentation, misstatement, or omission of a relevant fact or other acts
involving dishonesty, fraud, or deceit. The provider shall provide to the bureau any
additional documentation requested, and shall permit the bureau to conduct a
review of the provider's practice or facility. The provider shall notify the bureau
within thirty days of any change in the provider's ownership as reported on the
application and agreement, or status regarding any of the credentialing criteria of
paragraph (B) or (C) of rule 4123-6-02.2 of the Administrative Code.

(C) The bureau shall review the application and agreement and all documentation
submitted by the provider. The bureau may cross-check data with other
governmental agencies or licensing bodies. The bureau may refer provider
certification and malpractice issues to the bureau's stakeholders health care quality
assurance advisory committee for review as provided under rule 4123-6-22 of the
Administrative Code.

(D) By signing the provider application and agreement or recertification application and
agreement, the provider agrees to, and the bureau may refuse to certify or recertify
or may decertify a provider for failure to:

(1) Provide health services that are applicable to a work-related work related injury,
and not to substantially engage in the practice of experimental modalities of
treatment.

(2) Acknowledge and treat injured workers in accordance with bureau recognized
treatment guidelines.

(3) Acknowledge and treat injured workers in accordance with the vocational
rehabilitation hierarchy.

(4) Provide adequate on-call coverage for patients.
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(5) Utilize bureau certified providers when making referrals to other providers.

(6) Timely schedule and treat injured workers to facilitate a safe and prompt return
to work.

(7) Release information from the national practitioner data bank or the federation of
state licensing boards. The bureau may submit a report to the appropriate
state licensing board or data bank as required in the event the provider is
decertified.

(8) Practice in a managed care environment and adhere to MCO and bureau
procedures and requirements concerning provider compliance, outcome
measurement data, peer review, quality assurance, utilization review, bill
submission, and dispute resolution.

(9) Adhere to the bureau's confidentiality and sensitive data requirements, and use
information obtained from the bureau by means of electronic account access
for the sole purpose of facilitating treatment and no other purpose, including
but not limited to engaging in advertising or solicitation directed to injured
workers.

(10) Maintain professionalism, integrity, and civility in the provision of services in
the HPP, including in all written and oral communications with the bureau,
the industrial commission, the MCO, injured workers, employers, and their
representatives.

(10)(11) Comply with the workers' compensation statutes and rules and the terms of
the provider application and agreement or recertification application and
agreement.

(E) Upon review and determination by the bureau that the provider has met bureau
credentialing requirements, the bureau shall certify or recertify the provider as a
bureau certified provider.

(F) The bureau may enter into an addendum to a physician's provider certification
application and agreement or recertification application and agreement, offering
appropriate performance incentives to enhance physician proficiency in patient care
and navigation of the Ohio workers' compensation system, to physicians who agree
to:

(1) Perform enhanced duties as the treatment team leader in the care of injured
workers, as set forth in the addendum, and
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(2) Enhanced provider outcome measurement.
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4123-6-02.4 Provider access to the HPP - provider and recertification. (AMEND)

(A) The bureau shall initiate the recertification process by sending certified providers
notice and a recertification application and agreement, which must be completed,
signed and submitted to the bureau if the provider wishes to be considered for
recertification.

(B) Except as otherwise provided in paragraph (E) of this rule, if the bureau receives a
completed and signed recertification application and agreement from a provider, the
provider's certification shall remain in effect until the bureau issues a final order
approving or denying the provider's application for recertification.

(C) If the bureau does not receive a completed and signed recertification application and
agreement from the provider within sixty days from the date of the notice sent in
accordance with paragraph (A) of this rule, the bureau shall send a second notice to
the provider stating that the provider has thirty days from the date of the second
notice to complete, sign and submit the recertification application and agreement to
the bureau if the provider wishes to be considered for recertification.

(D) If the bureau does not receive a completed and signed recertification application and
agreement from the provider within thirty days from the date of the second notice
sent in accordance with paragraph (C) of this rule, the provider's certification shall
lapse. Such lapse of certification is not an adjudication order and is not subject to
appeal pursuant to rule 4123-6-17 of the Administrative Code.

(E) If the bureau receives a completed and signed recertification application and
agreement from a provider after the provider's certification has lapsed pursuant to
paragraph (D) of this rule, the provider's certification shall remain lapsed until the
bureau issues a final order approving or denying the provider's application for
recertification.

(F) All recertification applications and agreements are subject to review as provided in
rule 4123-6-02.3 of the Administrative Code.
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4123-6-02.5 Provider access to the HPP - provider not certified. (AMEND)

(A) A provider not certified or recertified shall cure any defects in the provider
application and agreement or recertification application and agreement within thirty
days of notice by the bureau.

(B) The administrator of the bureau of workers' compensation, pursuant to rule 4123-6-17
of the Administrative Code, may refuse to certify or recertify or may decertify a
provider where the provider has failed to comply with the workers' compensation
statutes or rules, or the terms of the provider application and agreement or
recertification application and agreement.

(C) Notwithstanding paragraph (B) of this rule, the administrator may immediately
revoke or suspend the certification and terminate the enrollment of a provider other
than a hospital, in accordance with section 4121.443 of the Revised Code, if the
bureau determines any of the following apply to the provider:.

(1) The professional license, certification, or registration held by the provider to
practice the provider's profession has been revoked or suspended for an
indefinite period of time or for a period of more than thirty days, subsequent
to the provider's certification to participate in the health partnership program.

(2) The provider has been convicted of or has pleaded guilty to a violation of
section 2913.48 or sections 2923.31 to 2923.36 of the Revised Code or has
been convicted of or pleaded guilty to any other criminal offense related to
the delivery of or billing for health care services.

(3) The bureau determines, by clear and convincing evidence, that the continued
participation by the provider in the health partnership program presents a
danger of immediate and serious harm to claimants.

(D) The administrator may impose disciplinary sanctions upon a provider where the
provider has failed to comply with the workers' compensation statutes or rules
governing providers or the terms of the provider application and agreement or
recertification application and agreement. In imposing a disciplinary sanction
against a provider the administrator may consider, but is not limited to, suspending
all reimbursements to a provider.
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4123-6-02.51 Provider access to the HPP -- Denial of provider, entity or 
MCO enrollment/ or certification based on criminal conviction 
or civil action. (AMEND)

(A) The administrator may refuse to enroll, certify or recertify, or may terminate
enrollment, or decertify from participation in the HPP, any provider, entity or MCO
that:

(1) Is owned, directly or indirectly, by an individual or entity that has a felony
conviction in any jurisdiction, a conviction under a federal controlled
substance act, a misdemeanor conviction for an act involving dishonesty,
fraud, or misrepresentation, a conviction for a misdemeanor committed in the
course of practice, or a felony or misdemeanor conviction involving
dishonesty, fraud, or misrepresentation related to any compensation or
benefits payable under Chapter 4121., 4123., 4127., or 4131. of the Revised
Code, or court supervised intervention or treatment in lieu of conviction
pursuant to section 2951.041 of the Revised Code or the equivalent law of
another state.

(2) Has one or more owners, shareholders, members, partners, managing
employees, officers or directors, who have a conviction or court supervised
intervention or treatment in lieu of conviction as described in paragraph
(A)(1) of this rule; and including any provider, entity or MCO that is no
longer so described because of a transfer of ownership or interest to an
immediate family member or a member of the person's household in
anticipation of or following a conviction or court supervised intervention or
treatment in lieu of conviction as described in paragraph (A)(1) of this rule.

(3) Is owned directly, or indirectly, by an individual or entity who has engaged in
specific conduct which demonstrates financial irresponsibility. Such conduct
shall include, but not be limited to:

(a) Specific examples of insolvency of businesses owned or controlled by the
individual or entity;

(b) Specific examples of failures to pay debts or judgments;

(c) Specific examples of activity which has defrauded any person, entity or
organization, regardless of whether such activity has resulted in
criminal prosecution;

(d) Any finding of fraud in a civil or administrative proceeding related to any
compensation or benefits payable under Chapter 4121., 4123., 4127., or
4131. of the Revised Code or the equivalent laws of another state.
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(B) The administrator may refuse to enroll, certify or recertify, or may terminate
enrollment or decertify from participation in the HPP, any provider or entity that:

(1) Is owned, directly or indirectly, by an individual or entity that has been
convicted of or pleaded guilty to a criminal offense as set forth in the
appendix to rule 4123-6-02.2. The provider or entity is ineligible for
enrollment, certification, or recertification for the same period of ineligibility
provided in the appendix to rule 4123-6-02.2 for the criminal offense.

(2) Has one or more owners, shareholders, members, partners, managing
employees, officers or directors who have a conviction or plea of guilty to a
criminal offense as set forth in the appendix to rule 4123-6-02.2. The provider
or entity is ineligible for enrollment, certification, or recertification for the
same period of ineligibility provided in the appendix to rule 4123-6-02.2 for
the criminal offense.

(3) It is owned directly, or indirectly, by an individual or entity who has engaged in
specific conduct which demonstrates financial irresponsibility as described in
paragraph (A)(3) of this rule.

(4)(C) For the purposes of this paragraphparagraphs (A) and (B) of this rule:

(a)(1) "Entity" means any sole proprietorship, partnership, corporation, professional
association, limited liability company or any other business organization
doing business in this or any other state.

(b)(2) "Immediate family member" means a person's spouse; natural or adoptive
parent; child or sibling, stepparent, stepchild, stepbrother or stepsister;
father-, mother-, daughter-, son-, brother- or sister-in-law; grandparent or
grandchild; or spouse of a grandparent or grandchild.

(c)(3) "Managing employee" means an individual (including a general manager,
office manager, business manager, administrator or director) who exercises
operational or managerial control over the provider, entity or MCO or part
thereof, or directly or indirectly conducts the day-to-day operations of the
provider, entity or MCO or part thereof, or is involved in the billing functions
of the provider, entity or MCO or part thereof.

(d)(4) "Member of household" means, with respect to a person, any individual with
whom they are sharing a common abode.

(e)(5) "Owned directly or indirectly" means having an interest that includes
ownership, as an individual or through any other entity or entities, of five
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percent or more in the provider, entity or MCO at issue.

(B)(D) Notwithstanding and in addition to the provisions set forth in this rule, pursuant to
division (C)(1) of section 4121.444 of the Revised Code the administrator may
terminate any agreement between the bureau and a person or a health care provider
or managed care organization or its owner and cease reimbursement to, decertify
and terminate the enrollment of that person, provider, organization, or owner for
services rendered if any of the following apply:

(1) The person, health care provider, managed care organization, or its owner, or an
officer, authorized agent, associate, manager, or employee of a person,
provider, or organization is convicted of or pleads guilty to a violation of
sections 2913.48 or 2923.31 to 2923.36 of the Revised Code or any other
criminal offense related to the delivery of or billing for health care benefits.

(2) There exists an entry of judgment against the person, health care provider,
managed care organization, or its owner, or an officer, authorized agent,
associate, manager, or employee of a person, provider, or organization and
proof of the specific intent of the person, health care provider, managed care
organization, or owner to defraud, in a civil action brought pursuant to section
4121.444 of the Revised Code.

(3) There exists an entry of judgment against the person, health care provider,
managed care organization, or its owner, or an officer, authorized agent,
associate, manager, or employee of a person, provider, or organization in a
civil action brought pursuant to sections 2923.31 to 2923.36 of the Revised
Code.

(C)(E) No person, health care provider, or managed care organization that has had its
agreement with and reimbursement from the bureau terminated by the administrator
pursuant to division (C)(1) of section 4121.444 of the Revised Code, or an owner,
officer, authorized agent, associate, manager, or employee of that person, health
care provider, or managed care organization shall do either of the following:

(1) Directly provide services to any other bureau provider or have an ownership
interest, as an individual or through any other entity or entities, of five
percent or more in a provider of services that furnishes services to any other
bureau provider;

(2) Arrange for, render, or order services for claimants during the period that the
agreement of the person, health care provider, managed care organization, or
its owner is terminated as described in division (C)(1) of section 4121.444 of
the Revised Code;
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(D)(F) The administrator shall not terminate the agreement or reimbursement if the
person, health care provider, managed care organization, or owner demonstrates
that the person, provider, organization, or owner did not directly or indirectly
sanction the action of the authorized agent, associate, manager, or employee that
resulted in the conviction, plea of guilty, or entry of judgment as described in
division (C)(1) of section 4121.444 of the Revised Code.

(E)(G) Nothing in division (C) of section 4121.444 of the Revised Code prohibits an
owner, officer, authorized agent, associate, manager, or employee of a person,
health care provider, or managed care organization from entering into an agreement
with the bureau if the provider, organization, owner, officer, authorized agent,
associate, manager, or employee demonstrates absence of knowledge of the action
of the person, health care provider, or managed care organization with which that
individual or organization was formerly associated that resulted in a conviction,
plea of guilty, or entry of judgment as described in division (C)(1) of section
4121.444 of the Revised Code.

(F)(H) Actions taken by the administrator pursuant to this rule shall be subject to rule
4123-6-17 of the Administrative Code.
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4123-6-02.6 Provider access to the HPP -- selection by an MCO. (AMEND)

(A) The bureau shall maintain a public list of bureau certified providers. The bureau shall
make the list of bureau certified providers available through the bureau's website.

(B) An MCO may, but is not required to, retain a panel of bureau certified providers. A
bureau certified provider is eligible to participate on an MCO's provider panel. A
bureau certified provider may participate in a single MCO panel or may participate
in more than one MCO panel.

(C) A provider identified by an MCO for temporary privileges in its panel of providers
that is not a bureau certified provider shall be assisted by the MCO in applying for
bureau provider credentialing and certification.

(D) The bureau or MCO shall not discriminate against any category of health care
provider when establishing categories of providers for participation in the HPP.
However, neither the bureau nor an MCO is required to accept or retain any
individual provider.

(E) The MCO shall include in its panel or its arrangements with providers a substantial
number of the medical, professional, and pharmacy providers currently being
utilized by employees. An MCO may limit the number of providers on its MCO
provider panel or with whom they enter into arrangements, but must do so based
upon objective data approved by the bureau, such as reasonable patient access,
community needs, the potential number of employees the MCO is applying to
service, and other performance criteria, without discrimination by provider type.

(F) A bureau certified provider must follow the medical management and return to work
management approaches of the MCO medically managing an employee's claim,
whether or not the provider is on the MCO's provider panel, or has an arrangement
with the MCO. MCO guidelines may not be more restrictive for a non-panel
provider than for an MCO panel provider.
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4123-6-02.7 Provider access to the HPP - provider decertification 
procedures. (AMEND)

(A) Except as otherwise provided in paragraph (C) of this rule, the administrator of the
bureau of workers' compensation shall follow the procedures set forth in this rule to
terminate the enrollment of and decertify a non-facility provider who has failed to
comply with a workers' compensation statute or rule.

(1) If the bureau determines a provider has committed three or more reported
violations of the same workers' compensation statute or rule in a six month
period, or five or more reported violations of any workers' compensation
statute or rule in a six month period, the bureau shall send the provider
written notification of the violations by certified mail.

(2) If the bureau determines the provider has committed two or more subsequent
reported violations of any workers' compensation statute or rule for which the
provider previously received notice pursuant to paragraph (A)(1) of this rule,
and the subsequent violations occurred any time within the twelve six month
period following the calendar month in which the provider received notice
pursuant to paragraph (A)(1) of this rule, the bureau shall send the provider
written notification of the violations by certified mail, which shall include a
thirty day period within which the provider must submit and implement a
correction plan to the bureausigned by the provider. The bureau will enter the
correction plan shall be entered into the provider's certification file and the
provider's certification file shall have the notation will document that the
provider is "under correction plan" during the twelve six month period
following the calendar month in which the provider's thirty day
implementation period provided above expires.

If the provider fails to submit a correction plan within the thirty day
implementation period satisfactory to the bureau, which satisfaction shall not
be unreasonably withheld, the bureau shall send the provider written
notification of the failure by certified mail, which shall include a notice of
proposed enrollment termination and decertification complying with rule
4123-6-17 of the Administrative Code.

(3) If the bureau determines the provider has committed two or more subsequent
reported violations of the same workers' compensation statute or rule for
which the provider previously received notice pursuant to paragraph (A)(2) of
this rule and submitted a correction plan satisfactory to the bureau, and the
subsequent violations occurred any time within the twelve six month period
following the calendar month in which the provider's thirty day
implementation period provided in the notice sent pursuant to paragraph
(A)(2) of this rule expires, the bureau shall send the provider written
notification of the violations by certified mail, which shall include a notice of
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proposed enrollment termination and decertification complying with rule
4123-6-17 of the Administrative Code.

(4) If the bureau determines a provider who has twice received written notice
pursuant to paragraph (A)(1) of this rule for violation of the same workers'
compensation statute or rule has committed a subsequent reported violation of
the same workers' compensation statute or rule within three years of the date
written notification was first sent to the provider by the bureau pursuant to
paragraph (A) of this rule, the bureau shall send the provider written
notification of the violation by certified mail, which shall include a notice of
proposed enrollment termination and decertification complying with rule
4123-6-17 of the Administrative Code.

(5) The bureau may, in its discretion, may consider mitigating circumstances in its
application of the procedures set forth in paragraphs (A)(1) to (A)(4) of this
rule with regard to an individual provider. Mitigating circumstances may
include, but are not limited to:

(a) The violations related to the provision of emergency treatment;

(b) At the time the violations occurred, the provider was not aware a workers'
compensation claim was involved;

(c) The provider was initially bureau certified within six months prior to the
violations;

(d) The violations were due to bureau or MCO error;

(e) The provider billed the bureau for goods or services in fewer than five
workers' compensation claims in the twelve months prior to the
violations;

(f) Other documented justification as deemed sufficient by the bureau.

(6) If any notice sent by certified mail pursuant to this rule is returned because the
party fails to claim the notice, the bureau shall resend the notice by ordinary
mail to the party at the party's last known address appearing in the bureau's
records and shall obtain a certificate of mailing.

(B) Providers whose enrollment is terminated and who are decertified pursuant to
paragraph paragraphs (A)(2), (A)(3), or (A)(4) of this rule shall be eligible to apply
for and be considered for recertification and reenrollment at any time after two
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years from the date of the final administrative or judicial order of enrollment
termination and decertification.

(C) The procedures set forth in paragraphs (A)(1) to (A)(6) of this rule do not apply to,
and the administrator may proceed directly to enrollment termination and/or
decertification of a provider for, violation of the following:

(1) The Violation of the minimum provider certification criteria set forth in rule
4123-6-02.2 of the Administrative Code.

(2) Acts of misrepresentation, misstatement, or omission of a relevant fact or other
acts involving dishonesty, fraud, or deceit on the provider’s provider
application and agreement or recertification application and agreement.

(3) Acts involving breach of the bureau's confidentiality and sensitive data
requirements, including but not limited to failure to maintain the
confidentiality of injured worker medical or claim information.

(4) Acts involving misuse of information obtained from the bureau by means of
electronic account access for a purpose other than facilitating treatment,
including but not limited to engaging in advertising or solicitation directed to
injured workers.

(5) Acts involving advertising or solicitation directed to injured workers in
violation of rule 4123-6-02.9 of the Administrative Code.

(6) Acts of intentional misrepresentation, misstatement, or omission of a relevant
fact or other acts involving false, fraudulent, deceptive, or misleading
information on reports, information, and/or documentation submitted by the
provider, the provider's employees, or the provider's agents to the bureau,
industrial commission, claimant, employer, or their representatives, MCO,
QHP, or self-insuring employer in connection with a workers' compensation
claim.

(7) Upon peer review recommendation of the bureau of workers' compensation
stakeholders' health care quality assurance advisory committee (HCQAAC)
pursuant to rule 4123-6-22 of the Administrative Code, the bureau of workers'
compensation pharmacy and therapeutics (P&T) committee pursuant to rule
4123-6-21.2 of the Administrative Code, or other peer review committee
established by the bureau.

(8) The reasons for immediate revocation or suspension of a provider's certification
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set forth in paragraph (C) of rule 4123-6-02.5 of the Administrative Code.
Revocation or suspension in accordance with section 4121.443 of the Revised
Code.
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4123-6-02.8 Provider requirement to notify of injury. (AMEND)

(A) HPP: Within one working business day of initial treatment or initial visit of an
injured worker, a provider must report the employee's injury or occupational
disease in accordance with either paragraph (A)(1) or (A)(2) of this rule.

(1) A provider may report an injury to the MCO responsible for medical
management of the employee's treatment. When reporting the injury to the
MCO, the provider shall do so in accordance with procedures established by
the bureau.

(2) A provider may report an injury to the bureau through the bureau's website
pursuant to rule 4125-1-02 of the Administrative Code.

(B) QHP: Within one working business day of initial treatment or initial visit of an
injured worker, a provider must report the employee's injury or occupational
disease to the QHP or employer.

(C) Self-insuring employer (non-QHP): Within one working business day of initial
treatment or initial visit of an injured worker, a provider must report the employee's
injury or occupational disease to the self-insuring employer.
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4123-6-02.9 Provider access to the HPP - provider marketing. (AMEND)

(A) No bureau certified or enrolled provider shall engage in any advertising or
solicitation directed to injured workers which is false, fraudulent, deceptive, or
misleading.

(B) No bureau certified or enrolled provider shall hire, arrange for, or allow any other
individual or entity to engage in any advertising or solicitation directed to injured
workers on behalf of the provider which is false, fraudulent, deceptive, or
misleading.

(C) No bureau certified or enrolled provider shall pay, allow, or give, or offer to pay,
allow, or give, any consideration, money, or other thing of value to an injured
worker, or to any other person, firm, or corporation (including but not limited to
free or discounted examinations, treatment, or other goods or services) as an
inducement to or in return for the injured worker ordering or receiving from the
provider any goods or services for which payment may be made by the bureau,
MCO, QHP, or self-insuring employer under Chapter 4121., 4123., 4127., or 4131.
of the Revised Code.

(D) A bureau certified provider that violates this rule may be subject to termination of
enrollment, decertification, or disciplinary sanctions pursuant to the rules of this
chapter of the Administrative Code.
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4123-6-03.4 MCO participation in the HPP - MCO certification. (AMEND)

(A) Upon review by and satisfactory to the bureau that the managed care organization has
met bureau certification standards, the bureau shall certify an MCO as eligible to
contract with the bureau to provide medical management and cost containment
services for injured workers and employers.

(B) MCO certification by the bureau shall be for a period of two years. Upon approval by
the bureau, an MCO may expand its coverage area after the first year of
certification and every year thereafter.

(C) The bureau may certify any number of MCOs for each county or statewide. Upon
approval by the bureau, an MCO may expand its coverage area after the first year
of certification and every year thereafter.

(D) The bureau shall maintain a current list of all bureau certified MCOs. The list shall
include the name and address of each MCO and the counties in which the MCO is
certified.

(E) An MCO may apply to the bureau for recertification beyond the first two years of
certification.
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4123-6-03.7 MCO participation in the HPP - bureau's authority to 
decertify, to refuse to certify or recertify an MCO.
(NO CHANGE)

(A) Should the administrator determine that sufficient evidence exists that an MCO has
failed to maintain any of the requirements set forth in division (F) of section
4121.44 of the Revised Code, or to reasonably comply with or to perform in
accordance with the terms of a contract between the bureau and the MCO entered
into pursuant to division (B)(4) of section 4121.44 of the Revised Code, or has
violated a rule adopted under section 4121.441 of the Revised Code, the
administrator has the authority to decertify, or refuse to certify or recertify an
MCO, in accordance with rule 4123-6-17 of the Administrative Code and Chapter
119. of the Revised Code.

(B) Upon a final order of the administrator to decertify, or refuse to recertify an MCO,
employees and employers shall not receive services from such MCO pursuant to
the HPP.

(C) Upon a final order of the administrator to decertify or refuse to recertify an MCO,
any obligation of a provider to provide services under the HPP pursuant to a
contract or agreement with such MCO shall be null and void.
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4123-6-03.9 MCO participation in the HPP - MCO disclosure of 
relationship. (NO CHANGE)

(A) If an MCO is affiliated with another individual, corporation, or entity that has had or
contemplates activities of any nature with the Ohio workers' compensation system
including but not limited to third party administrators, medical or vocational
rehabilitation providers, professional employer organizations, and/or transitional
work developers:

(1) To the extent such relationship creates or presents either the opportunity for a
conflict of interest or preferential treatment or the appearance of a conflict of
interest or preferential treatment for the managed care organization and/or the
other individual, corporation, or entity, the MCO shall provide to the bureau a
written description of the resolution of such opportunity for or the appearance
of a conflict of interest satisfactory to the bureau; and shall disclose the
potential conflict of interest and its resolution to the employers and injured
workers assigned to the MCO.

(2) The MCO and the other affiliated corporation or entity shall implement
complete separation of functions, offices, systems, and staff. Complete
separation of staff shall include, but not be limited to, medical and vocational
rehabilitation case management staff and marketing staff.

(B) For purposes of this rule, an individual, corporation, or entity is "affiliated with an
MCO" when it:

(1) Owns, is owned by, or is under common ownership with an MCO, directly or
indirectly through one or more intermediaries;

(2) Controls, is controlled by, or is under common control with an MCO, directly or
indirectly through one or more intermediaries;

(3) Has a contractual or other business arrangement with an MCO;

(4) Has one or more owners, shareholders, partners, members, officers, directors or
other persons who exercise operational or managerial control in common with
the MCO.
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4123-6-03.10 Conflict of interest. (NO CHANGE)

No individual who is an officer or employee of an MCO shall represent a claimant or
employer in any matter before the industrial commission, the bureau of workers'
compensation, or a court of competent jurisdiction.

[ stylesheet: rule.xsl 2.14, authoring tool: i4i 2.0 Apr 9, 2003, (dv: 0] print date: 07/22/2020 12:51 PM



4123-6-04.3 MCO scope of services - MCO medical management and 
claims management assistance. (RESCIND)

(A) The MCO shall refer a medical treatment reimbursement request in an inactive claim
to the bureau, with the MCO's recommendation, for a determination of both the
causal relationship between the original injury and the current incident precipitating
the treatment request and the necessity and appropriateness of the requested
treatment as provided in rule 4123-3-15 of the Administrative Code.

(B) The MCO, in conjunction with the employer, employee, attending physician, and the
bureau claims personnel assigned to the claim, shall provide medical management
and cost containment services that provide the injured worker high-quality,
cost-effective medical care that focuses on minimizing the physical, emotional, and
financial impact of a work-related injury or illness and promotes a safe and timely
return to work.

(C) The MCO shall comply with bureau procedures for reporting injuries to the bureau
and employers, and shall instruct the provider to forward to the MCO and the
bureau, subject to the confidentiality provisions contained in rule 4123-6-15 of the
Administrative Code, all necessary data to effectuate medical and claims
management.

(D) MCO guidelines may not be more restrictive for a non-panel provider than for an
MCO panel provider. An MCO may not create a procedure that restricts an
employee's option to change providers.

(E) An MCO shall provide medical management and return to work management services
for the life of a claim, as long as the employer remains assigned to the MCO,
regardless of the date of injury of the claim. In cases where an employee has
multiple claims with different employers, each claim shall remain with the
associated employer and shall be managed by that employer's current MCO.

(F) Either the MCO or the bureau may schedule an independent medical examination
(IME) of the claimant to assist in the alternative dispute resolution (ADR) process
under rule 4123-6-16 of the Administrative Code.

(1) An ADR IME shall be limited to issues relating to medical treatment disputes,
and shall not include extent of disability issues. An ADR IME shall not be
conducted at the request of an employer and does not substitute for an
examination permitted under section 4123.65.1 of the Revised Code.

(2) If an ADR IME is scheduled under this rule, the parties, and their
representatives, if any, shall be promptly notified as to the time and place of
the examination, and the questions and information provided to the doctor.
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An electronic copy of the ADR IME report shall be submitted to the claim
file. The claimant shall be reimbursed for the claimant's traveling and meal
expenses, in a manner and at the rates as established by the bureau from time
to time.

(3) If an ADR IME is scheduled under this rule to assist in resolving a medical
dispute, the IME and the ADR process shall be completed in accordance with
the requirements of rule 4123-6-16 of the Administrative Code.

(4) If a claimant refuses to attend an independent medical examination to assist in
the alternative dispute resolution process, the MCO shall refer the issue to the
bureau, and the claimant's right to benefits may be suspended during the
period of refusal.
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4123-6-04.3 MCO scope of services - MCO medical management and 
claims management assistance. (NEW)

(A) The MCO, in conjunction with the employer, injured worker, attending physician,
and the bureau claims personnel assigned to the claim, shall provide medical
management and cost containment services that facilitate the provision of
high-quality, cost-effective medical care focused on minimizing the physical,
emotional, and financial impact of a work related injury or illness and as
appropriate, promotes a safe and timely return to work.

(B) The MCO shall educate employees and employers regarding access to and use of
medical services for work related injuries or illnesses, and assist the bureau in
educating employers and providers, whether in state or out of state, as to bureau
rules, policies and initiatives.

(C) The MCO shall comply with bureau procedures for reporting injuries to the bureau
and employers, and instruct the provider to forward to the MCO and the bureau, in
accordance with rule 4123-6-15 of the Administrative Code, all necessary data to
effectuate medical and claims management.

(D) The MCO shall review all bills submitted to it for payment by a provider consistent
with the MCO’s previous treatment reimbursement determination regarding the
service billed, the MCO’s utilization standards, the criteria set forth in rule
4123-6-25 of the Administrative Code, applicable industry standards, and the
requirements of the MCO contract. The MCO shall have in place and operating a
grievance hearing procedure allowing a provider, employer, or injured worker to
grieve a disputed bill payment.

(E) The MCO shall refer a medical treatment reimbursement request in an inactive claim
to the bureau, with the MCO's recommendation, for a determination of both the
causal relationship between the original injury and the current incident precipitating
the treatment request and the necessity and appropriateness of the requested
treatment as provided in rule 4123-3-15 of the Administrative Code.

(F) An MCO shall provide medical management and return to work management services
in a claim, as long as the employer remains assigned to the MCO, regardless of the
date of injury of the claim. In cases where an injured worker has multiple claims
with different employers, each claim remains with the associated employer and is
managed by that employer's current MCO.
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4123-6-04.4 MCO scope of services - fee bill review and audit process. 
(RESCIND)

(A) The MCO shall review all bills submitted to it for payment by a provider consistent
with the MCO's previous treatment reimbursement approval/denial of the service
billed, the MCO's utilization standards, the criteria set forth in rule 4123-6-25 of the
Administrative Code, applicable industry standards, and the requirements of the
MCO contract.

(B) The MCO shall have in place and operating a grievance hearing procedure allowing a
provider, employer, or employee to grieve a disputed bill payment.
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4123-6-04.5 MCO scope of services - bureau claims management. (AMEND)

(A) Upon receipt of notification of a workers' compensation claim, the bureau shall
assign a claim number and shall notify the employeeinjured worker, employer and
MCO of that claim number. The bureau shall determine the compensability of the
claim and the allowed conditions of the claim pursuant to the provisions of section
4123.511 of the Revised Code. The bureau will notify all parties and the MCO of
the allowed conditions in the claim.

(B) Upon referral from an MCO of a medical treatment reimbursement request in an
inactive claim, after considering the MCO's recommendation the bureau will
determine, as provided in rule 4123-3-15 of the Administrative Code, both the
causal relationship between the original injury and the current incident precipitating
a medical treatment reimbursement request and the necessity and appropriateness
of the requested treatment. The bureau will notify all parties and the MCO of its
determination.

The employer or employee injured worker, or representative may appeal the
bureau's order to the industrial commission pursuant to section 4123.511 of the
Revised Code.

(C) The bureau shall not make medical payments in a disallowed claim or for conditions
not allowed in a claim until permitted to do so under the provisions of section
4123.511, 4123.512, or 4123.66 of the Revised Code or except as provided by the
rehabilitation rules of chapter, or Chapter 4123-18 of the Administrative Code. The
bureau shall notify all parties and the MCO when a claim or conditions are allowed
or disallowed and indicate whether treatment rendered therefore may or may not be
paid.

(D) During the adjudication process, the provider may continue to render or the MCO
may continue to manage medical services on behalf of the employee, but the bureau
shall not pay for medical services in a disallowed claim or for disallowed
conditions. If the claim or condition is disputed, the MCO shall inform the
employee and the provider that the services provided may not be covered by
workers' compensation and may be the responsibility of the employee.
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4123-6-04.6 Return to work assessment. (AMEND)

(A) The bureau may perform a return-to-work assessment of an injured worker who has a
eight or more days of lost time claim as defined in section 4123.52 of the Revised
Code due to a work related injury and who has not returned to work within an
acceptable timeframe as determined by the bureau.

(B) The assessment may include, but is not limited to, the medical case management
goals, identification of barriers, return to work plan, medical stability and
vocational status of the claim.

(C) All findings and conclusions of the assessment and all recommendations for
addressing deficiencies shall be documented in writing to the MCO assigned to the
claim. The assigned MCO shall have five business days from receipt of the bureau's
findings to initiate or complete the recommended action steps identified by the
bureau or propose alternative action steps acceptable to the bureau.

(D) If the assigned MCO does not carry out the recommended action steps or if the MCO
fails to propose an acceptable alternative course of action to resolve the
return-to-work barriers, the bureau may assume the medical and vocational
rehabilitation management of the claim.
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4123-6-05.3 Employer access to the HPP;- certain solicitation practices by 
MCOs prohibited. (AMEND)

(A) An MCO, any individual, corporation, or entity affiliated with the MCO as defined in
rule 4123-6-03.9 of the Administrative Code, or any other individual, corporation,
or entity acting on behalf of an MCO or for the benefit of an MCO, shall not:

(1) Pay, allow, or give, or offer to pay, allow, or give, to any prospective employer
or to any other person, firm, or corporation not an employee or agent of the
MCO, either directly or indirectly, as an inducement to or in return for an
employer's selection of the MCO, any rebate, premium, or kickback, or any
special favor or advantage, or any other valuable consideration or inducement
not provided for under Chapter 4123-6 of the Administrative Code.

(2) Pay, allow, or give, or offer to pay, allow, or give any commission,
consideration, money, or other thing of value to any person, firm, or
corporation not an employee or agent of the MCO for soliciting, negotiating,
procuring, placing, writing, renewing, forwarding, or transmitting to the
bureau an employer's selection of the MCO.

(B) Notwithstanding paragraph (A) of this rule, the MCO may reimburse to a trade or
business association certain expenses in accordance with the following
requirements:

(1) The trade or business association shall meet the requirements for being a
sponsoring organization for group rating under section 4123.29 of the
Revised Code and rules 4123-17-61 to 4123-17-68 of the Administrative
Code.

(2) The MCO may reimburse to the trade or business association only its actual and
reasonable expenses incurred in educating its member employers on bureau
and MCO medical management and cost containment services and related
rules, policies, and processes.

(3) The MCO may reimburse to the trade or business association only its actual and
reasonable expenses incurred in marketing the MCO to its member
employers, subject to the limits set forth in paragraph (B)(4) of this rule.

(4) The reimbursement of a trade or business association's actual and reasonable
expenses incurred in marketing the MCO to its member employers during a
calendar year shall not exceed sixteen one-hundredths of one per cent of the
premium of those employers that are members of the trade or business
association and that have selected the MCO. The premium used in calculating
allowable reimbursement under this rule shall be the premium used by the
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bureau to calculate payments to the MCO under the payment provisions of
the MCO contract.

(5) The MCO and the trade or business association shall keep accurate records of
all marketing and education services provided to its member employers for a
period of four years from the date of performance of any such service. The
MCO and the trade or business association shall provide the bureau with
access to such records within a reasonable time after a request for audit of
such records by the bureau.

(C) Except as provided in paragraph (B) of this rule, no person, firm, or corporation not
an employee or agent of the MCO shall knowingly receive any payment,
commission, rebate, premium or kickback, or any other valuable consideration or
thing of value prohibited under paragraph (A) of this rule.

(D) For purposes of this rule, "affiliated with an MCO" shall have the same meaning as in
paragraph (B) of rule 4123-6-03.9 of the Administrative Code.

(E) Agent of the MCO.

(1) For purposes of this rule, "agent" of the MCO means:

(a) An insurance agent or broker contracted by the MCO and licensed by the
Ohio department of insurance pursuant to Title XXXIX of the Revised
Code;

(b) A corporation or entity contracted by the MCO to conduct non-telephonic
marketing that has not had and does not contemplate having activities
of any nature with the Ohio workers' compensation system so as to
create a conflict of interest or the appearance of a conflict of interest
under rule 4123-6-03.9 of the Administrative Code;

(c) A telemarketer or telemarketing firm contracted by the MCO who has
obtained a certificate of registration from the Ohio attorney general in
accordance with Chapter 4719. of the Revised Code.

(2) "Agent" of the MCO does not include the following:

(a) A third party administrator, group rating sponsor, business or trade
association;
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(b) An individual, corporation, or entity affiliated with the MCO that has had
or contemplates having activities with the Ohio workers' compensation
system so as to create a conflict of interest or the appearance of a
conflict of interest under rule 4123-6-03.9 of the Administrative Code.
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4123-6-05.4 Employer access to the HPP;- payment for referrals 
prohibited. (AMEND)

(A) An MCO shall not solicit, receive, or accept any payment, commission,
consideration, money, or other thing of value, including, but not limited to any
rebate, premium, or kickback, as an inducement to or in return for the MCO's
referral of employers to any sponsoring organization or group for the purpose of
participating in a group experience rating program authorized under section
4123.29 of the Revised Code and rules 4123-17-61 to 4123-17-68 of the
Administrative Code.

(B) An MCO shall not solicit, receive, or accept any payment, commission,
consideration, money, or other thing of value, including but not limited to any
rebate, premium, or kickback, as a an inducement to or in return for the MCO's
referral of employers to any individual or entity for the provision of any goods or
services.

(C) An MCO shall not solicit, receive, or accept any payment, commission,
consideration, money, or other thing of value, including but not limited to any
rebate, premium, or kickback, as an inducement to or in return for the MCO's
referral of injured workers to any provider for the provision of any goods or
services.

(D) An MCO that violates this rule may be subject to decertification and/or termination
of its contract pursuant to the rules of this chapter of the Administrative Code.
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4123-6-06.1 Employee access to medical services -- education by MCO and 
employer. (RESCIND)

(A) An MCO selected by an employer and the employer shall educate employees
regarding access to and use of services offered by the MCO for injuries resulting
from an industrial accident, including information regarding MCO panel providers
or providers with whom the MCO has arrangements. Education of the employee
shall stress, among other things, the need for the employee to report any accident
immediately to the employer, the employee's treating provider, and the bureau, and
shall inform the employee how to seek care through the MCO. The MCO may, at
the request of the employer or upon its own initiative, provide MCO identification
cards to the employer for distribution to each employee.

(B) The MCO shall assist the bureau in educating employers and shall educate providers,
whether in-state or out-of-state, as to bureau initiatives, as set forth in the MCO
contract.
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4123-6-07 Services and supplies never covered. (AMEND)

The following services and supplies are never covered by, and shall not be authorized or
reimbursed by, the bureau or MCO:

(A) Services and supplies that are never covered pursuant to other bureau statutes or
rules.

(B) The following services and supplies, which are never considered to be durable
medical equipment by the bureau:

(1) Home furniture including, but not limited to: reclining

(a) Reclining chairs, non-hospital beds, water beds, lounge beds (such as
adjust-a-sleep adjustable bed, craftmatic adjustable bed, electropedic
adjustable bed, simmons beautyrest adjustable bed). The bureau or
MCO shall reimburse for a seat lift mechanism when medically
necessary and appropriate for an injured worker who requires a
mobility aid to stand from a seated position due to physical limitations
that are reasonably related to the industrial injury (allowed conditions).
However, the bureau or MCO shall not reimburse for the chair
(furniture)(except for the seat lift mechanism portion of a reclining
chair) ;

(b) Non-hospital beds, (such as a water bed, adjust-a-sleep adjustable bed,
craftmatic adjustable bed, electropedic adjustable bed, simmons
beautyrest adjustable bed).

(c) Hospital bed mattresses larger than a standard (eighty inches long,
thirty-six inches wide) size, except for bariatric hospital bed mattresses;

(2) A mattress for a non-hospital bed (including, but not limited to: tempur-pedic,
angelbed, memory foam mattresses). Reimbursement for a hospital bed
mattress is limited to a twin/single size only. The bureau or MCO will not
reimburse for a double, queen or king size mattress for the purpose of
accommodating two people;

(3)(2) Home exercise equipment, including but not limited to such equipment as
treadmills and exercise bikes;

(4)(3) Home whirlpools, including built-in whirlpools and pumps, portable
hydrotherapy pools, jacuzzi tubs, portable saunas and spas, non-portable hot
tubs or whirlpools, and therasaunas.

(5)(4) Unsupervised physical reconditioning programs, including but not limited to
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memberships to or services provided at a health club, YMCA, spa or nautilus
facility, except when the criteria have been met for an injured worker who is
participating in a vocational rehabilitation or remain at work program.

(C) Self-administered sympathetic therapy/interferential therapy.

(D) Prescription smoking deterrent drugs outside an approved smoking cessation
program, except when dispensed while the injured worker is admitted to a hospital
during an approved inpatient admission or during the course of an outpatient visit in
a hospital.

(E) Drug screening of injured workers performed by employers or performed in the
emergency room at the time of injury at the request of the employer.
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4123-6-10 Payment to providers. (AMEND)

(A) HPP.

(1) The MCO shall accumulate medical records and bills for services rendered to
employees injured workers for provider services and submit the bills
electronically to the bureau for payment in a bureau approved format,
utilizing billing policies, including but not limited to clinical editing, as set
forth in the MCO contract. The MCO shall submit a bill to the bureau within
seven business days of its receipt of a valid, complete bill from the provider.

(2) For a provider in the MCO's panel or with whom the MCO has entered into an
arrangement, other than a hospital, the bureau shall electronically transfer to
the MCO for payment to the provider, in accordance with rule 4123-6-14 of
the Administrative Code, either the lesser of the bureau fee schedule, the
MCO contracted fee, or the charges billed by the provider for the allowed
services rendered, or, if applicable under paragraph (A)(7) of this rule, the
MCO negotiated fee.

(3) For a bureau certified provider who is not in the MCO’s panel or with whom the
MCO does not have an arrangement, other than a hospital, the bureau shall
electronically transfer to the MCO for payment to the provider, in accordance
with rule 4123-6-14 of the Administrative Code, either the lesser of the
bureau fee schedule or the charges billed by the provider for the allowed
services rendered, or, if applicable under paragraph (A)(7) of this rule, the
MCO negotiated fee.

(4) For a non-bureau certified provider who is not in the MCO's panel or with
whom the MCO does not have an arrangement, other than a hospital, the
bureau shall electronically transfer to the MCO for payment to the provider
for initial or emergency treatment, in accordance with rule 4123-6-14 of the
Administrative Code, either the lesser of the bureau fee schedule or the
charges billed by the provider for the allowed services rendered, or, if
applicable under paragraph (A)(7) of this rule, the MCO negotiated fee.

(5) For a non-bureau certified provider who is not in the MCO's panel or with
whom the MCO does not have an arrangement, other than a hospital, the
bureau shall electronically transfer to the MCO for payment to the provider
for subsequent treatment after the initial or emergency treatment, in
accordance with rule 4123-6-14 of the Administrative Code, either the lesser
of the bureau fee schedule or the charges billed by the provider for the
allowed services rendered, or, if applicable under paragraph (A)(7) of this
rule, the MCO negotiated fee, only under the following circumstances:
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(a) Where the treatment provided by the non-bureau certified provider is not
reasonably available through a like bureau certified provider and the
MCO has authorized the treatment pursuant to rule 4123-6-06.2 of the
Administrative Code, or

(b) Where the treatment provided by the non bureau certified provider is
reasonably available through a like bureau certified provider, the
non-bureau certified provider may only be reimbursed for the treatment
if the provider becomes bureau certified. If the provider refuses or fails
to become bureau certified, the treatment shall not be reimbursed.

(6) For hospital services, the bureau shall electronically transfer to the MCO for
payment to the hospital, in accordance with rule 4123-6-14 of the
Administrative Code, either the lesser of the applicable amount pursuant to
rule 4123-6-37.1 (inpatient) or 4123-6-37.2 (outpatient) of the Administrative
Code or the MCO contracted fee, or, if applicable under paragraph (A)(7) of
this rule, the MCO negotiated fee.

(7) The MCO shall have authority to negotiate fees with providers, either by
contract or on a case-by-case basis, in the following circumstances:

(a) As permitted under rule 4123-6-08 of the Administrative Code (including
the appendix to the rule);

(b) As permitted under rule 4123-6-37.1, 4123-6-37.2 or 4123-6-37.3 of the
Administrative Code;

(c) As permitted under rule 4123-18-09 of the Administrative Code;

(d) With non-bureau certified providers outside the state, where the treatment
provided by the non-bureau certified provider is not reasonably
available through a like bureau certified provider;

(e) With bureau certified providers and non-bureau certified providers within
the state, where unusual circumstances justify payment above BWC's
maximum allowable rate for the centers for medicare and medicaid
services' healthcare common procedure coding system (HCPCS) level
II and level III coded services/supplies, and such circumstances are
documented and approved by the bureau.

(8) The bureau shall not pay for missed appointments or procedures. If the provider
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customarily charges for missed appointments or procedures, the provider
shall inform the employee injured worker upon the initial or emergency
treatment that the provider charges for missed appointments or procedures
and that such charges are the responsibility of the employeeinjured worker.
Bills must only contain descriptions of services that have been actually
delivered, rendered, or directly supervised by the provider for the actual
conditions treated. A provider shall not transmit to the MCO or bureau any
bill containing false or misleading information that would cause a provider to
receive payment for services that the provider is not entitled to receive.

(B) QHP.

(1) Within each QHP, all payments shall be in accordance with consistent billing
and payment policies and practices established by the QHP and consistent
with the provisions contained in paragraph (K)(5) of rule 4123-19-03 of the
Administrative Code.

(2) With the exception that no financial arrangement between an employer or QHP
and a provider shall incentivize a reduction in the quality of medical care
received by an injured worker, an employer or QHP may pay a QHP panel
provider a rate that is the same, is above or, if negotiated with the provider in
accordance with rule 4123-6-46 of the Administrative Code, is below the
rates set forth in the applicable provider fee schedule rules developed by the
bureau. Nothing in the rules pertaining to the QHP system shall be construed
to inhibit employers or QHPs and providers in their efforts to privately
negotiate a payment rate.

(3) An employer or QHP shall pay a bureau certified non-QHP panel provider other
than a hospital the lesser of the bureau fee schedule or the charges billed by
the provider for the allowed services rendered, unless an alternate payment
arrangement is negotiated between an employer or QHP and the provider in
accordance with rule 4123-6-46 of the Administrative Code.

(4) An employer or QHP shall pay a bureau certified non-QHP panel hospital the
applicable amount under rule 4123-6-37.1 (inpatient) or 4123-6-37.2
(outpatient) of the Administrative Code, unless an alternate payment
arrangement is negotiated between an employer or QHP and the provider in
accordance with rule 4123-6-46 of the Administrative Code.

(5) Employers' financial arrangements with company-based providers remain intact
and services provided by company based providers need not be billed
separately through QHP arrangements.
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(6) An employer in the QHP system shall authorize and pay for initial or
emergency medical treatment for an injury or occupational disease that is an
allowed claim or condition provided by a non-bureau certified provider as
follows:

(a) The employer shall pay a non-bureau certified provider only for initial or
emergency treatment of an employee injured worker for a workers'
compensation injury, unless the QHP specifically authorizes further
treatment. A non-bureau certified provider shall inform the employee
injured worker that the provider is not a participant in the QHP and that
the employee injured worker may be responsible for the cost of further
treatment after the initial or emergency treatment, unless payment for
further treatment is specifically authorized by the QHP. The employee
injured worker may continue to obtain treatment from the non-bureau
certified provider, but the payment for the treatment shall be the
employee's injured worker's sole responsibility, except as provided
above.

(b) An employer or QHP shall pay a non-bureau certified provider that
provides initial or emergency medical treatment or further medical
treatment that has been specifically authorized by the QHP, other than a
hospital, the lesser of the bureau fee schedule or the charges billed by
the provider for the allowed services rendered, unless an alternate
payment arrangement is negotiated between an employer or QHP and
the provider in accordance with rule 4123-6-46 of the Administrative
Code.

(7) An employer or QHP shall pay a non-bureau certified hospital that provides
initial or emergency medical treatment or further medical treatment that has
been specifically authorized by the QHP the applicable amount under rule
4123-6-37.1 (inpatient) or 4123-6-37.2 (outpatient) of the Administrative
Code, unless an alternate payment arrangement is negotiated between an
employer or QHP and the provider in accordance with rule 4123-6-46 of the
Administrative Code.

(8) The employer or QHP shall not pay for missed appointments or procedures. If
the provider customarily charges for missed appointments or procedures, the
provider shall inform the employee injured worker upon the initial or
emergency treatment that the provider charges for missed appointments or
procedures and that such charges are the responsibility of the
employeeinjured worker. Bills must only contain descriptions of services that
have been actually delivered, rendered, or directly supervised by the provider
for the actual conditions treated. A provider shall not transmit to the employer
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or QHP any bill containing false or misleading information that would cause
a provider to receive payment for services that the provider is not entitled to
receive.

(C) Self-insuring employer (non-QHP).

(1) Payment for medical services and supplies by self-insuring employers shall be
equal to or greater than the fee schedule established by the bureau in state
fund claims, unless otherwise negotiated with the provider in accordance with
rule 4123-6-46 of the Administrative Code. All payments by the self-insuring
employer shall be consistent with the provisions contained in paragraph
(K)(5) of rule 4123-19-03 of the Administrative Code.

(2) The self-insuring employer shall not pay for missed appointments or
procedures. If the provider customarily charges for missed appointments or
procedures, the provider shall inform the employee injured worker upon the
initial or emergency treatment that the provider charges for missed
appointments or procedures and that such charges are the responsibility of the
employeeinjured worker. Bills must only contain descriptions of services that
have been actually delivered, rendered, or directly supervised by the provider
for the actual conditions treated. A provider shall not transmit to the
self-insuring employer any bill containing false or misleading information
that would cause a provider to receive payment for services that the provider
is not entitled to receive.

(D) Provider duty to report overpayment. A provider that has identified an overpayment
must report and return the overpayment to the bureau, QHP or self-insuring
employer within sixty days of identifying the overpayment. Providers must exercise
reasonable diligence to identify and quantify overpayments.
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4123-6-14 MCO bill submission to bureau. (AMEND)

(A) The bureau shall review all bills received from the MCO pursuant to paragraph
(A)(1) of rule 4123-6-10 of the Administrative Code for payment eligibility. The
bureau's review may include, but not be limited to, verification of the following:

(1) The services were delivered, rendered, or directly supervised by providers who
meet bureau credentialing and licensing criteria;

(2) The bills conform to standard clinical editing criteria in effect on the billed
date(s) of service, including but not limited to: the bureau's billing and
reimbursement manual, the centers for medicare and medicaid services'
healthcare common procedure coding system (HCPCS), and the national
correct coding initiative (NCCI) guidelines in effect on the billed date(s) of
service.

The

(B) The bureau shall electronically transfer funds to the MCO for allowed payments after
receipt of a proper invoice and after a final adjudication permitting payment for the
bill. Upon receipt of funds from the bureau, the MCO shall pay the provider within
seven days or less. The MCO shall pay to providers at least the amount
electronically transferred by the bureau to the MCO for reimbursement of provider
services.

(B)(C) A provider that bills an MCO for services in expectation of payment from the
MCO is responsible for the accuracy of all billing data and information the provider
transmits to the MCO. The MCO is responsible for the accuracy of translating
billing data received from the provider and the accuracy of transmitting billing data
to the bureau that results in payment to the MCO or to the provider.
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4123-6-14.1 Records to be retained by MCO. (AMEND)

(A) An MCO shall retain records received from providers and subcontractors that are
utilized by the MCO to develop electronic billings to the bureau. The MCO shall
retain any records obtained from the providers and subcontractors that are utilized 
by the MCO to perform its medical management functions, or to substantiate the 
delivery, value, necessity, and appropriateness of goods and services provided to 
injured workers., and to develop electronic billings to the bureau. The

(1) The MCO shall retain records relating to a claim so long as the industrial 
commission and bureau of workers' compensation have continuing
jurisdiction over the claim pursuant to section 4123.52 of the Revised Code.
For records that do not relate to a specific claim, including but not limited to
monthly bank statements, monthly bank records and reconciliations, and
monthly check registers, the MCO shall also create, maintain, and retain for a
period of seven years from the date of the transaction records documenting
transactions with the injured worker, providers, and subcontractors.

(2) The MCO shall also create, maintain, and retain records documenting
transactions with the injured worker, providers, and subcontractors that do not
relate to a specific claim, including but not limited to monthly bank
statements, monthly bank records (e.g., deposit slips), account reconciliations
and all supporting documentation (e.g., monthly check registers, outstanding
check lists, voided transactions), and general and subsidiary ledger
accounting records for a period of seven years from the date of the
transaction.

(B) The failure of an MCO to create, maintain, and retain such records shall be sufficient
cause for the bureau to deny payment for goods or services, or for performance
fees, or for declaring overpaid previous payments made to the MCO, and may be
cause for decertification.

(C) As used in this rule, "records" includes, but is not limited to, "record" and "electronic
record" as defined in rule 4125-1-02 of the Administrative Code.
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4123-6-15 Confidentiality of records. (AMEND)

(A) Subject to sections 2317.02, 4123.27, and 4123.88 of the Revised Code, certain
employer premium, payroll, and claim file information is confidential and exempt
from the general open records laws of Ohio, as set forth in section 149.43 of the
Revised Code.

(B) In the course of medical management in the HPP, some confidential information may
be provided by the bureau to the MCO, and/or exchanged among the bureau, the
MCO, the employer and its representative, the employee injured worker and his or
her the injured worker's representative, the provider, and the provider's employees
and agents. All such parties receiving and/or exchanging confidential information
for use in the HPP shall ensure transmission of confidential information through
secured methods approved by the bureau, including but not limited to encryption,
password protection, facsimile, and other secure methods.

(C) All parties receiving and/or exchanging confidential information for use in the HPP
shall not use such confidential information for any use other than to perform duties
required by the HPP, and shall prevent such information from further disclosure or
use by unauthorized persons. MCOs shall not release any confidential information,
other than in accordance with rule 4123-3-22 of the Administrative Code, to any
third parties (including, but not limited to, parent, subsidiary, or affiliate
companies, or subcontractors of the MCO) without the express prior written
authorization of the bureau.

(D) MCOs shall comply with, and shall assist the bureau in complying with, all
disclosure, notification or other requirements contained in sections 1347.12,
1349.19, 1349.191 and 1349.192 of the Revised Code, as may be applicable, in the
event computerized data that includes personal information, obtained by the MCO
for use in the HPP, is or reasonably is believed to have been accessed and acquired
by an unauthorized person and the access and acquisition by the unauthorized
person causes, or reasonably is believed will cause a material risk of identity theft
or other fraud.

(E) MCOs shall comply with all electronic data security measures as may be required by
Ohio law, Ohio department of administrative services or other state agency
directive, executive order of the governor of Ohio, and/or the MCO contract.
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4123-6-16 Alternative dispute resolution for HPP medical issues.(AMEND) 

(A) Pursuant to division (A)(1) of section 4121.441 of the Revised Code, this rule shall
provide procedures for an alternative dispute resolution (ADR) process for medical
disputes between an employer, an employeeinjured worker, or a provider and an
MCO arising from the MCO's decision regarding a medical treatment
reimbursement request (on form C-9 or equivalent). An employee injured worker or
employer must exhaust the ADR procedures of this rule prior to filing an appeal
under section 4123.511 of the Revised Code on an MCO's decision regarding a
medical treatment reimbursement request.

(B) Within fourteen days of receipt of an MCO decision, an employeeinjured worker,
employer, or provider may dispute the decision in writing (on form C-11 or
equivalent) to the MCO. The written medical dispute must contain, at a minimum,
the following elements:

(1) Injured worker name.

(2) Injured worker claim number.

(3) Date of initial medical treatment reimbursement request in dispute.

(4) Specific issue(s) in dispute, including description, frequency/duration,
beginning/ending dates, and type of treatment/service/body part.

(5) Name of party making written appeal request.

(6) Signature of party making written appeal request or the party's authorized
representative.

Written medical disputes that do not contain the minimum elements set forth
in this paragraph may be dismissed by the MCO or bureau.

(C) Upon receipt of a written medical dispute, the MCO shall initiate the ADR process.
The MCO's ADR process shall consist of one independent level of professional
review as follows:

(1) If an individual health care provider eligible to be physician of record would be
providing the services requested in the dispute, the independent level of
professional review shall consist of a peer review conducted by an individual
or individuals licensed pursuant to the same section of the Revised Code as
the health care provider who would be providing the services requested.
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(2) Notwithstanding paragraph (C)(1) of this rule, if the MCO has already obtained
one or more peer reviews during previous disputes involving the same or
similar treatment, the MCO may obtain a different perspective review from a
licensed physician who falls outside the peer review criteria set forth above.

(3) If an individual health care provider not eligible to be physician of record would
be providing the services requested in the dispute, the independent level of
professional review shall consist of a provider review conducted by an
individual or individuals eligible to be physician of record whose scope of
practice includes the services requested.

(4) If the MCO receives a dispute where the requested treatment appears to be the
same as or similar to a previous treatment request for which the MCO
conducted a professional review, and the previous treatment request was
ultimately denied based on the professional review, the MCO may use the
previous professional review to satisfy the independent level of professional
review requirement of this paragraph.

(5) The MCO shall submit a copy of the professional review to the bureau, and the
bureau shall provide the parties to the claim access to the professional review
electronically.

(D) If, upon consideration of additional evidence or after agreement with the party that
submitted the written medical dispute, the MCO reverses the decision under dispute
or otherwise resolves the dispute to the satisfaction of the party, the MCO may
issue a new decision and dismiss the dispute.

(E) Unless the MCO reverses the decision under dispute pursuant to paragraph (D) of this
rule, the MCO shall complete the ADR process and submit its recommended ADR
decision to the bureau electronically within twenty-one days of the MCO's receipt
of the written medical dispute. The MCO may recommend that the employee be
scheduled for an independent medical examination. This recommendation shall toll
the MCO's time frame for completing the ADR process, and in such cases the MCO
shall submit its recommended ADR decision to the bureau electronically within
seven days after receipt of the independent medical examination report.

(F) Within two business days after receipt of a recommended ADR decision from the
MCO, the bureau shall publish a final order. This order shall be mailed to all parties
and may be appealed to the industrial commission pursuant to section 4123.511 of
the Revised Code. The provider and the MCO may not file an appeal of the bureau
order.
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(G) Notwithstanding paragraph (C) of this rule, the MCO may pend a written medical
dispute under the following circumstances:

(1) If the MCO receives a written medical dispute involving a medical treatment
reimbursement request that appears to be the same as or similar to a previous
treatment request for which the MCO conducted a provider review, and the
previous treatment request is pending before the bureau or industrial
commission, the MCO may pend the new dispute until the previous treatment
request has been resolved. Once the previous treatment request has been
resolved, the MCO shall resume the ADR process, and may proceed in
accordance with paragraph (C)(4) of this rule if appropriate.

(2) If the MCO receives a written medical dispute involving a medical treatment
reimbursement request relating to the delivery of medical services for a
condition that is not allowed in the claim, and the issue of the allowance of
the additional condition is pending before the bureau or industrial
commission, the MCO may pend the dispute until the earlier of the final
administrative or judicial decision or the industrial commission staff hearing
officer decision on the allowance of the additional condition, at which time
the MCO shall resume the ADR process.

(H) Notwithstanding paragraph (C) of this rule, an MCO may submit its recommended
ADR decision to the bureau electronically without obtaining an independent level
of professional review under the following circumstances:

(1) The MCO receives a written medical dispute involving a medical treatment
reimbursement request relating to the delivery of medical services that have
been approved by the MCO pursuant to standard treatment guidelines,
pathways, or presumptive authorization guidelines.

(2) The MCO receives a written medical dispute involving a medical treatment
reimbursement request relating to the delivery of medical services for a
condition that is not allowed in the claim, and the issue of the allowance of
the additional condition is not pending before the bureau or industrial
commission.

(I) Either the MCO or the bureau may schedule an independent medical examination
(IME) of the claimant to assist in the ADR process under this rule.

(1) An ADR IME will be limited to issues relating to medical treatment disputes,
and will not include extent of disability issues. An ADR IME will not be
conducted at the request of an employer and does not substitute for an
examination permitted under section 4123.651 of the Revised Code.
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(2) If an ADR IME is scheduled under this rule, the parties, and their
representatives, if any, will be promptly notified as to the time and place of
the examination, and the questions and information provided to the doctor.
An electronic copy of the ADR IME report will be submitted to the claim file.
The injured worker will be reimbursed for travel expenses in accordance with
rule 4123-6-40 of the Administrative Code.

(3) If an injured worker refuses to attend an IME to assist in the ADR process, the
MCO will refer the issue to the bureau, and the injured worker’s right to
benefits may be suspended during the period of refusal.
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4123-6-16.1 HPP medical treatment guidelines. (NO CHANGE)

In reviewing medical treatment reimbursement requests pursuant to rule 4123-6-16.2 of
the Administrative Code and conducting independent reviews of medical disputes
pursuant to rule 4123-6-16 of the Administrative Code, the MCO and the bureau shall
refer to treatment guidelines adopted by the bureau. In the event of a conflict between
these guidelines and any provision of this chapter of the Administrative Code, the
provisions contained in the Administrative Code shall control.
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4123-6-16.2 Medical treatment reimbursement requests. (AMEND)

(A) Medical treatment reimbursement requests (on form C-9 or equivalent) must be
submitted by a provider eligible to submit such requests to the MCO responsible for
medical management of the claim prior to initiating any non-emergency treatment.

The following provider types are eligible to submit medical treatment
reimbursement requests to the MCO:

(1) A physician as defined in rule 4123-6-01 of the Administrative Code;

(2) The following non-physician practitioner types:

(a) Advanced practice nurses;

(b) Physician assistants;

(c) Physical therapists;

(d) Occupational therapists;

(e) Optometrists;

(f) Audiologists;

(g) Licensed independent social workers;

(h) Licensed professional clinical counselors.

(B) Medical treatment reimbursement requests shall be evaluated by the MCO using the
following three-part test (all parts must be met to authorize treatment
reimbursement):

(1) The requested services are reasonably related to the industrial injury (allowed
conditions);

(2) The requested services are reasonably necessary for treatment of the industrial
injury (allowed conditions);

(3) The costs of the services are medically reasonable.
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(C) For informational purposes, the bureau may require the provider to include on the
medical treatment reimbursement request the applicable codes, from the edition of
the centers for medicare and medicaid services' healthcare common procedure
coding system (HCPCS) in effect on the date of the request, for the procedures or
services being requested.

However, review of the request shall be directed to the treatment being requested,
and shall not be construed as approving or denying payment for the specific codes
listed by the provider.

(D) Medical treatment reimbursement requests in inactive claims shall be processed in
accordance with the provisions of rule 4123-3-15 of the Administrative Code.

(E) Medical treatment reimbursement requests submitted by a physical therapist or
occupational therapist must be accompanied by a prescription as required in
paragraph (B) of rule 4123-6-30 of the Administrative Code, and approval of such
requests shall be valid for no longer than thirty days unless the approval specifies a
longer period and such longer period is supported by the prescription. Approval of
all medical treatment reimbursement requests shall be valid for no longer than six
months unless the approval specifies a longer period.

(F) The MCO may dismiss without prejudice medical treatment reimbursement requests
under the following circumstances:

(1) The request has been submitted by a provider who is not enrolled with the
bureau and who refuses to become enrolled, or who is enrolled but
non-certified and is ineligible for payment as a non-certified provider under
rule 4123-6-06.2 or 4123-6-10 of the Administrative Code or division (N) of
section 4121.44 of the Revised Code.

(2) The request is not accompanied by supporting medical documentation that the
submitting provider has examined the injured worker within thirty days prior
to the request, or that the injured worker requested a visit with the provider,
and such evidence is not provided to the MCO upon request (through form
C-9A or equivalent).

(3) The request duplicates a previous request that has been denied in a final
administrative or judicial determination where the new request is not
accompanied by supporting medical documentation of new and changed
circumstances impacting treatment, and such evidence is not provided to the
MCO upon request (through form C-9A or equivalent).
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(4) The underlying claim has been settled, and the dates of service requested are on
or after the effective date of the settlement. If the request includes both dates
of service on or after the effective date of the settlement and dates of services
prior to the effective date of the settlement, the MCO may dismiss without
prejudice only that portion of the request relating to dates of service on or
after the effective date of the settlement.

(5) The underlying claim has been disallowed or dismissed in its entirety, or the
only allowances in the underlying claim are for substantial aggravation of a
pre-existing condition, and the conditions have been determined in a final
administrative or judicial determination to be in a non-payable status.

(6) The services or supplies being requested are never covered by the bureau
pursuant to other bureau statutes or rules.

(7) Unless otherwise provided in this chapter of the Administrative Code, the MCO
has requested from the submitting provider (through form C-9A or
equivalent) supporting medical documentation necessary to the MCO's
evaluation and determination, and such documentation is not provided to the
MCO.

(8) A fee bill for the service was not submitted to the bureau or commission within
the applicable time frame as set forth in rule 4123-3-23 of the Administrative
Code.

(G) If the MCO determines that any approved medical treatment reimbursement request
is not medically indicated or necessary, is not producing the desired outcomes, or
the injured worker is not responding, the MCO may notify the parties of its decision
to discontinue payment of approved treatment that has not already been rendered.

This decision shall be subject to alternative dispute resolution pursuant to rule
4123-6-16 of the Administrative Code.

(H) Notwithstanding any other provision of this rule, the bureau may reserve the
authority to authorize or prior authorize reimbursement for services including, but
not limited to, return to work management services pursuant to paragraph (D) of
rule 4123-6-04.6 of the Administrative Code, caregiver services, and home and
vehicle modifications.
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4123-6-16.3 retroactive medical treatmentReimbursement of 
reimbursement requests. 
(AMEND)

(A) Except as otherwise provided in paragraph (D) of this rule, medical treatment
reimbursement requests submitted retroactively to the MCO responsible for
medical management of claim by a provider eligible to submit such requests,
without just cause, for non-emergency treatment delivered, rendered, or directly
supervised by the provider shall, if approved, be reimbursed at seventy-five per
cent of the applicable fee schedule amount, provider may not balance bill the
injured worker for the difference in amount.

(B) For purposes of this rule, "just cause" includes, but is not limited to:

(1) The treatment requested was emergency treatment;

(2) The provider was not aware that services were for a workers' compensation
claim;

(3) The provider was non-bureau certified and had no established relationship with
the injured worker;

(4) The provider was initially bureau certified within six months prior to the
treatment request;

(5) The treatment requested was for a pending claim allowance or additional
allowance with the bureau or industrial commission;

(6) The treatment provided was within the bureau's presumptive authorization
guidelines, or does not require prior authorization per the bureau's provider
billing and reimbursement manual;

(7) The treatment request was submitted retroactively due to bureau or MCO error;

(8) Other documented justification as deemed sufficient by the bureau.

(C) Determinations that an approved medical treatment reimbursement request shall be
reimbursed at seventy-five per cent of the applicable fee schedule amount pursuant
to paragraph (A) of this rule shall be subject to the grievance hearing procedure for
disputed bill payments provided by rule 4123-6-04.4 4123-6-04.3 of the
Administrative Code.

(D) Retroactive medical treatment reimbursement requests submitted within seven
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calendar days of the initiation of treatment or prior to the date of the physician of
record or eligible treating provider's next encounter with the injured worker,
whichever is earlier, shall not be subject to payment reduction under paragraph (A)
of this rule.
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4123-6-17 Bureau refusal to certify or recertify, action to decertify a 
provider or MCO - standards and procedures for adjudication 
hearings (AMEND)

(A) The administrator of the bureau of workers' compensation may refuse to certify or
recertify or may decertify a provider or MCO as provided in this chapter.

(B) The bureau shall monitor and may investigate a provider or MCO, and may
participate with other state or federal agencies or law enforcement authorities in
gathering evidence for such matters.

(C) Prior to the administrator issuing an adjudication order on the matter, the
administrator shall afford the provider or MCO an opportunity for a hearing in
accordance with the provisions of Chapter 119. of the Revised Code and this rule.

(D) Prior to the administrator entering an adjudication order, the bureau shall send written
notice to the provider or MCO by certified mail containing the following
information:

(1) A statement of the reasons and a summary of the evidence relied upon for the
proposed administrative action concerning the provider or MCO;

(2) A citation of statutes or rules forming the basis for the administrative action;

(3) A statement indicating that the provider or MCO is entitled to a hearing, if
requested within thirty days of the time of the mailing of the notice;

(4) A statement indicating that the provider or MCO may appear at the hearing in
person, and may be represented by an attorney, or may present its position,
arguments or contentions in writing;

(5) A statement that at the hearing the provider or MCO may present evidence and
examine witnesses appearing for and against the provider or MCO, and that
the provider or MCO may request that the bureau issue subpoenas to compel
the attendance of witnesses;

(6) A statement informing the provider or MCO that if the bureau does not receive
a request for a hearing within thirty days of the time of mailing of the written
notice, the administrator may proceed with an adjudication order concerning
the provider or MCO.

(E) If no timely request for a public hearing is made by the provider or MCO, the
administrator may issue an adjudication order concerning the provider or MCO.
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Such order shall be sent by certified mail to the provider or MCO.

(F) If the provider or MCO files a timely request for a hearing, the bureau shall
immediately set the date, time, and place for such hearing, not less than seven nor
more than fifteen days from the bureau's receipt of the request for hearing. The
bureau shall notify the provider or MCO and any representatives of the hearing.
The bureau may continue the date of the hearing upon the application of any party
or upon its own motion. The hearing shall be held at the bureau central office in
Columbus, but if requested by the provider or MCO, the bureau may hold the
hearing in the bureau office closest to the place of business of the provider or
MCO.

(G) Conduct of hearing.

(1) The administrator may conduct the hearing personally or may delegate the
hearing to a referee, who shall be an attorney at law. The referee may be from
the bureau's legal division or an attorney employed by the administrator
especially for such purpose. The burden of proof shall be on the bureau to
establish cause for taking action against the provider or MCO, and shall be by
a preponderance of the evidence. The bureau shall be represented by the
attorney general at the adjudication hearing. A stenographic record of the
hearing shall be made.

(2) Should the hearing be conducted by a referee, the referee shall issue a report
and recommendation, a copy of which shall be sent to all parties and
representatives by certified mail, and which may be objected to in writing
within ten days of receipt of the report and recommendation. The
administrator may approve, disapprove, or modify the report and
recommendation of the referee, but shall not take such action until after the
expiration of the period for objection to the referee's report.

(3) The administrator shall issue a written order and shall send, by certified mail, a
certified copy of the order and a statement of the time and method by which
an appeal may be perfected to the provider or MCO. The administrator shall
also mail a copy of the order to any representative of the provider or MCO.

(H) Should the provider or MCO prevail in the adjudicating hearing, the provider or
MCO may be entitled to attorney fees. The procedure for determining attorney fees
shall be in accordance with pursuant to section 119.092 of the Revised Code.

(I) Should the provider or MCO be adversely affected by the order of the administrator,
the provider or MCO may file a notice of appeal of the decision in accordance with
section 119.12 of the Revised Code.
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(J) Any adjudicating order of the administrator to decertify, or to refuse to recertify a
provider or MCO shall include a clear indication of the beginning date of such
action and the specific medical services or dates of medical services or supplies that
shall be excluded from payment.
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4123-6-18 Data gathering and reporting. (AMEND)

(A) Pursuant to division (L) of section 4121.44 of the Revised Code and division
(A)(6)(A)(1)(f) of section 4121.441 of the Revised Code, the administrator shall
require employees, employers, providers, MCOs, and plans that participate in the
workers' compensation system to report data to be used by the administrator to:

(1) Measure and perform comparison analyses of costs, quality, appropriateness of
medical care, and effectiveness of medical care delivered by all components
of the workers' compensation system.

(2) Compile data to support activities of the MCOs and to measure the outcomes
and savings of the HPP.

(3) Publish and report compiled data on the measures of outcomes and savings of
the HPP to the governor, the speaker of the house of representatives, and the
president of the senate with the annual report prepared under division (F)(3)
of section 4121.12 of the Revised Code.

(B) The administrator shall compile at least annually and make available electronically to
each employer a report that summarizes the performance of each MCO.
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4123-6-19 Remain at work services. (NO CHANGE)

(A) The bureau shall take measures and make expenditures, as it deems necessary, to aid
injured workers who have sustained compensable injuries or contracted
occupational diseases to remain at work.

(B) Remain at work services.

(1) An injured worker is eligible to receive remain at work services when:

(a) The injury results in a medical only claim which is certified by the
employer or is allowed pursuant to a bureau or industrial commission
order or a lost time claim with eight or more days of lost time due to a
work related injury which is certified by the employer or is allowed
pursuant to a bureau or industrial commission order, but the injured
worker is not receiving and has not been awarded temporary total
compensation or salary continuation in the claim; and,

(b) It is documented by the employer, the injured worker, or the physician of
record that the injured worker is experiencing problems that are
work-related and result from the allowed conditions in the claim.

(2) Services provided shall be charged to the employer's risk.

(3) The MCO shall determine the need for remain at work services.

(4) Within five business days of completion of services, the MCO shall submit a
final report to the bureau.

(5) The bureau may audit the MCO's utilization of remain at work services.

(C) Scope of remain at work services.

(1) Remain at work services may include ergonomic study, functional capacity
evaluation, job analysis, physical therapy (on site), occupational therapy (on
site), physical reconditioning, transitional work, gradual return to work, on
the job training, short term training, job modification, tools and equipment,
and remain at work case management.

(2) The bureau will not reimburse an employer for remain at work services that are
provided by the employer (e.g., transitional work, on the job training, gradual
return to work).
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(3) Remain at work services shall cease upon the occurrence of any of the
following:

(a) A bureau, industrial commission or court order subsequently disallowing
the claim.

(b) The claim changes to a lost time claim with eight or more days of lost
time due to a work related injury and the injured worker receives
temporary total compensation or salary continuation in the claim.

(c) The effective date of lump sum settlement.

(4) A claim that changes to a lost time claim with eight or more days of lost time
due to a work related injury may be referred for vocational rehabilitation
services as provided under Chapter 4123-18 of the Administrative Code if the
injured worker is receiving or has been awarded temporary total
compensation or salary continuation in the claim.
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4123-6-20 Obligation to submit medical documentation and reports.
(AMEND) 

(A) A provider is responsible for the accuracy and legibility of all reports, information,
and/or documentation submitted by the provider, the provider's employees, or the
provider's agents to the bureau, industrial commission, claimantinjured worker,
employer, or their representatives, MCO, QHP, or self-insuring employer in
connection with a workers' compensation claim. The provider, the provider's
employees, and the provider's agents shall not submit or cause or allow to be
submitted to the bureau, industrial commission, claimantinjured worker, employer,
or their representatives, MCO, QHP, or self-insuring employer any report,
information, and/or documentation containing false, fraudulent, deceptive, or
misleading information.

(B) Physician's medical reports of work ability.

Physicians

(1) Physicians treating claimants injured workers shall complete, sign, and submit
to the MCO a physician's report of work ability on form MEDCO-14 or
equivalent upon every claimant injured worker encounter, unless:

(1)(a) The claimant injured worker has been awarded compensation for
permanent total disability;

(2)(b) The claimant injured worker returns to work without restrictions within
seven days of the injury; or

(3)(c) The claimant injured worker is seeing the treating physician after the
treating physician has submitted a MEDCO-14 or equivalent releasing
the claimant injured worker to return to the former position of
employment without restrictions.

(C)(2) The physician's report of work ability must include at a minimum the
following:

(1)(a) The date of the report;

(2)(b) The date of the last examination;

(3)(c) The "International Classification of Disease" diagnosis code(s)
recognized in the claim for all conditions and all parts of the body being
treated that are affecting the length of disability, including a primary
diagnosis code, with a narrative description identifying the condition(s)
and specific area(s) of the body being treated;
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(4)(d) Any reason(s) why recovery has been delayed;

(5)(e) The date temporary total disability began;

(6)(f) The current physical capabilities of the claimantinjured worker;

(7)(g) An estimated or actual return to work date;

(8)(h) An indication of need for vocational rehabilitation;

(9)(i) Objective findings; and

(10)(j) Clinical findings supporting the information in this rule.

(D)(C) Treatment plan.

(1) Upon allowance of a claim by the bureau, industrial commission, or
self-insuring employer, the physician of record and other providers treating
the claimant injured worker shall provide and continue to update a treatment
plan to the MCO, QHP, or self-insuring employer according to the format or
information requirements designated by the bureau. A treatment plan should
include at least the following:

(a) Details of the frequency, duration, and expected outcomes of medical
interventions, treatments, and procedures;

(b) The estimated return to work date; and

(c) Factors that are unrelated to the work-related condition, but are impacting
recovery.

(2) Modifications should be made to the initial treatment plan as treatment is
extended, changed, completed, added, deleted or canceled. The modification
should describe the current prognosis for the injured worker, progress to date,
and expected treatment outcomes.

(3) Treatment plans should be updated when significant changes occur in the claim
that impact claims management. Changes include:
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(a) Additional allowance;

(b) Re-activation;

(c) Authorization of expenditures from the surplus fund;

(d) Return to modified or alternative work;

(e) Maximum medical improvement;

(f) Rehabilitation;

(g) A new injury while receiving treatment in the claim.

(4)(D) Supplemental reports or other bureau forms from the attending physician and other
providers may be requested by the bureau, industrial commission, employer, MCO,
QHP, or by the claimant injured worker or representative. These reports shall be
used to determine the appropriateness of a benefit, or bill payment, or allowance.

(E) In accepting a workers' compensation case, a provider assumes the obligation to
provide to the bureau, claimantinjured worker, employer, or their representatives,
MCO, QHP, or self-insuring employer, upon written request or facsimile thereof
and within five business days, all medical, psychological, psychiatric, or vocational
documentation relating causally or historically to physical or mental injuries
relevant to the claim required by the bureau, MCO, QHP, or self-insuring
employer, and necessary for the claimant injured worker to obtain medical services,
benefits or compensation.

(F) Independent medical examinations.

(1) A provider performing an independent medical examination of a claimant
injured worker shall create, maintain, and retain sufficient records, papers,
books, and documents in such form to fully substantiate the accuracy of the
resulting report submitted to the bureau, industrial commission,
claimantinjured worker, employer, or their representatives, MCO, QHP, or
self-insuring employer in connection with a workers' compensation claim.
The provider, the provider's employees, and the provider's agents shall keep
such records in accordance with rule 4123-6-45.1 of the Administrative Code,
and such records shall be subject to audit pursuant to rule 4123-6-45 of the
Administrative Code.
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(2) A provider performing an independent medical examination of a claimant
injured worker shall keep confidential all information obtained in the
performance of the independent medical examination, including but not
limited to knowledge of the contents of confidential records of the bureau,
industrial commission, claimantinjured worker, employer, or their
representatives, MCO, QHP, or self-insuring employer. The provider, the
provider's employees, and the provider's agents shall maintain the
confidentiality of such records in accordance with all applicable state and
federal statutes and rules, including but not limited to rules 4123-6-15 and
4123-6-72 of the Administrative Code.
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4123-6-20.1 Charges for copies of Access to medical reportsdocumentation.
(AMEND)

(A) The purpose of this rule is to provide parties to a workers' compensation claim
reasonable access to and reasonable charges for medical records necessary for the
administration of the claim.

(B) Except as provided in this rule, a medical provider shall not assess a fee or charge the
bureau, industrial commission, MCO, QHP, self-insuring employer, claimant,
employer, or their representatives for the costs of completing any bureau form or
providing any documentation required under requested pursuant to rule 4123-6-20
of the Administrative Code which is required by the bureau, MCO, QHP, or
self-insuring employer and is necessary for the claimant to obtain medical services,
benefits, or compensation.

(1) The bureau shall provide authorized parties to the claim access to all filed
medical records without charge through secure electronic access.

(2) Where the bureau has provided access to medical records electronically and a
party requests copies of such medical records, the bureau may charge a fee
for the copies in accordance with the Ohio public records laws.

(3) Where a provider has filed copies of medical records with the bureau or MCO
and the bureau has provided access to such medical records electronically or
the provider has filed copies of medical records with the self-insuring
employer, if a party requests such medical records of the provider, the
provider may charge a fee for the copies. The provider's fee shall not exceed
the amount allowable under sections 3701.741 and 3701.742 of the Revised
Code.

(C) A medical provider shall provide copies of medical records to the bureau, claimant,
employer, or their representatives, MCO, QHP, or self-insuring employer as
provided in paragraph (D) of rule 4123-6-20 of the Administrative Code. A medical
provider shall not assess a fee or charge the bureau, industrial commission, MCO,
QHP, or self-insuring employer for the costs of providing medical records or
completing any bureau form or documentation which is required by the bureau,
MCO, QHP, or self-insuring employer and is necessary for the claimant to obtain
medical services, benefits, or compensation.

(1) The bureau shall provide authorized parties to the claim access to all filed
medical records without charge through secure electronic access.

(2) Where the bureau has provided access to medical records electronically and a
party requests copies of such medical records, the bureau may charge a fee
for the copies in accordance with the Ohio public records laws.

(3) Where a provider has filed copies of medical records with the bureau or MCO
and the bureau has provided access to such medical records electronically or
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the provider has filed copies of medical records with the self-insuring
employer, if a party requests such medical records of the provider, the
provider may charge a fee for the copies. The provider's fee shall not exceed
the amount allowable under sections 3701.741 and 3701.742 of the Revised
Code.

(D)(C) As provided in division (B) of section 4123.651 of the Revised Code, a claimant
shall promptly provide a current signed release of medical information, records, and
reports relative to the issues necessary for the administration of the claim when
requested by the employer. The employer shall immediately provide copies of all
medical information, records, and reports to the bureau and to the claimant or the
claimant's representative upon request.
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4123-6-21 Payment for outpatient medication. (AMEND)

(A) Except as otherwise provided in rule 4123-6-21.6 of the Administrative Code,
medication must be for the treatment of an occupational a work related injury or
occupational disease in a claim either allowed by an order of the bureau or the
industrial commission, or recognized by a self-insuring employer. The bureau may
deny a drug or therapeutic class of drugs as not being reasonably related to or
medically necessary for treatment of the allowed conditions in a claim.

(B) Medication may be prescribed by any treating provider authorized by law to prescribe
such medication; however, reimbursement for medication shall be denied under the
following circumstances:

(1) Reimbursement for prescriptions written by providers who are not enrolled with
the bureau and who refuse to become enrolled shall be denied.

(2) Reimbursement for prescriptions written by providers who are enrolled but
non-certified shall be denied except in the following situations:

(a) The prescription is written by a non-bureau certified provider during
initial or emergency treatment of the claimant injured worker if the
claimant's injured worker's claim and treated conditions are
subsequently allowed.

(b) The prescription is written by a non-bureau certified provider who is
outside the state or within the state where no or an inadequate number
of bureau certified providers exist and the MCO has determined that the
treatment to be provided by the non-bureau certified provider is not
reasonably available through a like bureau certified provider and has
authorized the non-bureau certified provider to continue to provide the
treatment.

(c) The prescription is written by a non-bureau certified provider for a
claimant an injured worker with a date of injury prior to October 20,
1993, the provider was the claimant's injured worker's physician of
record prior to October 20, 1993, and the claimant injured worker has
continued treatment with that non-bureau-certified provider.

(C) Drugs covered are limited to those that are approved for human use in the United
States by the food and drug administration (FDA) and that are dispensed by a
registered pharmacist from an enrolled pharmacy provider.

(D) The bureau may require prior authorization of certain drugs or therapeutic classes of
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drugs, and shall drugs above a certain cost threshold, drugs submitted outside a
certain time frame from the date of injury or the last prescription submitted. or
drugs being prescribed for a condition or in a manner not approved by the FDA.
The bureau will publish a list of all such drugs or therapeutic classes of drugs, cost
thresholds, or time frames for which prior authorization is required.

(E) Drugs which fall into one of the following categories may be prior authorized by and
reimbursed through the bureau's pharmacy benefits managerPrescriptions for
compounded drug products:

(1) Compounded Prior authorization may be required for compounded sterile
parenteral and non-parenteral drug products.

(a) "Parenteral" drugs are injectable medications. They may include those
intended for use by the intrathecal, intravenous, intramuscular, or
subcutaneous routes of administration.

(b) All compounded sterile drug products must be prepared and dispensed by
a licensed and enrolled pharmacy provider that is able to demonstrate
compliance with the standards contained in chapter 797 of the United
States pharmacopeia (USP) in effect on the billed date of service.

(2) Drug efficacy study implementation (DESI) drugs or drugs that may have been
determined to be identical, similar, or related;

(3)(2) Compounded non-sterile prescriptions.

(a) Reimbursement for non-sterile compounded prescriptions shall only be
considered for preparations that contain not less than one nor more than
three active pharmaceutical ingredients that have been issued a national
drug code (NDC) number by the FDA, and that contain only one
prescription drug from any specific therapeutic class of drugs (as
defined in the edition of the "American Hospital Formulary Service
Drug Information" in effect on the billed date(s) of service)adopted by
the bureau.

(b) Reimbursement for non-sterile compounded prescriptions shall only be
considered upon the submission of both:

(i) A prior authorization request, and

(ii) A copy of the signed prescription that lists all active pharmaceutical

4123-6-21 2



ingredients and indicates the usual and customary cost of the
prescription. The prescription must comply with the Ohio state
board of pharmacy requirements for a valid prescription set forth
in rules 4729-5-13 and 4729-5-30 of the Administrative Code.

(c) Approval for reimbursement of non-sterile compounded prescriptions will
be for an initial period of ninety days with subsequent approvals
contingent upon clinical documentation of improvement in both pain
and function. Not more than one prescription for a non-sterile
compounded prescription will be approved for reimbursement in any
thirty day period.

(d) The bureau may approve reimbursement for a non-sterile compounded
prescription for topical use only after the injured worker has been
prescribed and has tried for at least thirty days, and the bureau has
reimbursed, a commercially available topical prescription or
over-the-counter product with documentation that the intended
therapeutic benefit was not achieved or an unacceptable adverse event
or allergic reaction occurred.

(F) Drugs which fall into one of the following categories may be approved and
reimbursed by an MCO as part of a comprehensive treatment plan submitted by the
physician of record or treating physician:

(1) Drugs for the treatment of obesity;

(2) Drugs for the treatment of infertility;

(3) Non-compounded parenteral drugs not intended for self-administration;

(4) Drugs used to aid in smoking cessation;

(5) Parenteral drugs used in the treatment of opioid dependency;

(6)(5) Drugs dispensed to a claimant injured worker while the claimant injured
worker is admitted to a hospital during an approved inpatient admission or
during the course of an outpatient visit in a hospital.

(G) Payment for medications to pharmacy providers shall include both a product cost
component and a dispensing fee component.
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(1) Except as provided in this paragraph, product cost component shall be the lesser
of the following: maximum allowable cost, if applicable, or the average
wholesale price (AWP) of the commonly stocked package size minus fifteen
per cent.

(a) For repackaged brand name medications, the product cost component
shall be calculated using the AWP of the original labeler.

(b) For non-sterile compounded prescriptions, the product cost component
shall be limited to the lesser of the usual and customary price maximum
allowable cost, if applicable, for each ingredient, or the AWP of the
commonly stocked package size minus fifteen per cent for each
ingredient.

(c) The maximum reimbursement for any one non-sterile compounded
prescription will be four hundred dollars.

(2) The dispensing fee component for non-compounded prescriptions shall be three
dollars and fifty cents. Only pharmacy providers are eligible to receive a
dispensing fee.

(3) The dispensing fee component for non-sterile compounded prescriptions shall
be eighteen dollars and seventy-five cents.

(4) The dispensing fee component for sterile compounded prescriptions shall be
thirty-seven dollars and fifty cents.

(H) The pharmacy provider is required to bill medication at their usual and customary
charge. The amount paid to the provider will be the lesser of the provider's usual
and customary charge or the reimbursement allowed as determined by the bureau
under paragraph (G) of this rule. The bureau shall not reimburse any third-party
pharmacy biller that submits pharmacy bills on behalf of a pharmacy provider or
that has purchased pharmacy bills from a pharmacy provider for subsequent
submission to the bureau for payment. Pharmacy providers are required to submit
for billing the NDC number of the stock bottle from which the dispensed
medication is obtained. Drugs may be dispensed in unit dose packaging, but the
NDC number of the closest comparable bulk package listed in the bureau or the
bureau's pharmacy benefit manager's payment system must be used for billing
purposes. The pharmacy provider shall:

(1) Maintain a signature log verifying receipt by the injured worker of applicable
covered medications;
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(2)(1) Include prescriber information within bills submitted electronically to the
bureau or the bureau's pharmacy benefits manager for payment. The
prescriber information must include the national provider identifier (NPI) or
the drug enforcement administration (DEA) number;

(3)(2) Not pay, allow, or give, or offer to pay, allow, or give, any consideration,
money, or other thing of value to an injured worker, or to any other person,
firm, or corporation (including but not limited to free or discounted
medications or other goods or services) as an inducement to or in return for
the injured worker ordering or receiving from the provider any medications or
other goods or services for which payment may be made by the bureau, the
bureau's pharmacy benefits manager, or MCO under Chapter 4121., 4123.,
4127., or 4131. of the Revised Code;

(4)(3) Comply with all applicable billing instructions contained in the bureau's
provider billing and reimbursement manual in effect on the billed date(s) of
service.

(I) The bureau may establish a maximum allowable cost for single source or multi-source
medications which are pharmaceutically and therapeutically equivalent, that is,
contain identical doses of the active ingredient and have the same biological effects
as determined by the FDA and designated by an "A" code value in the FDA
publication, "Approved Drug Products With Therapeutic Equivalence Evaluations"
in effect on the billed date(s) of service. The methodology used to determine a
maximum allowable cost for a qualified drug product shall be determined by the
bureau. For multi-source drugs, the The bureau may choose to utilize the maximum
allowable cost list of a vendor or develop its own maximum allowable cost list. For
single source drugs, the maximum allowable cost shall be the drug's AWP price
minus fifteen per cent.

(J) Claimants Injured workers who request a brand name drug or whose physician
specifies a brand name drug designated by "dispense as written" on the prescription
for a medication for which single source or multi-source medications exist that are
pharmaceutically and therapeutically equivalent medication exist, as defined in
paragraph (I) of this rule, shall be liable for the product cost difference between the
established maximum allowable cost price of the drug product and the AWP of the
dispensed brand name drug minus fifteen percent and the established maximum
allowable cost price of the drug product. However, the bureau may approve
reimbursement of the dispensed brand name drug at the AWP of the drug minus
fifteen per cent if the following circumstances are met:

(1) The injured worker has a documented, systemic allergic reaction as a result of
taking the generic equivalent which is consistent with known symptoms or
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clinical findings of a medication allergy; andor

(2) The injured worker has been prescribed, and has tried, other A code drugs in the
therapeutic class another generic equivalent and the intended therapeutic
benefit has not been achieved or an unacceptable adverse event has occurred.

(K) The following dispensing limitations may be adopted by the bureau:

(1) The bureau may publish supply limitations for drugs which represent the
maximum number of days supply that may be dispensed at any one time for a
single prescription.

(2) The bureau may publish maximum prescription quantities which represent the
largest number of units per drug that may be dispensed at any one time for a
single prescription.

(3) Requests submitted that exceed any published days supply limit or maximum
quantity limit shall be denied. Denials may be overridden by the bureau in
cases where medical necessity and appropriateness have been determined.

(4) Refills of drugs not scheduled by the DEA requested before eighty per cent of
any published days supply limit has been utilized will be denied.

(5) Refills of drugs scheduled by the DEA requested before ninety per cent of any
published days supply limit has been utilized will be denied.

(4)(6) Refills requested before seventy-five per cent of any published days supply
limit has been utilized will be denied, except in cases where the dosage of a
drug has been changed and has a new prescription number. Denials may be
overridden by the bureau for the following documented reasons with
supporting documentation:

(a) Pharmacist entered previous wrong day supplyThe injured worker’s
pharmacy is submitting an early refill for a shortened days supply to
support synchronizing the filling or refilling of the prescription in a
manner that allows the dispensed drug to be obtained on the same date
each month;

(b) Out of country vacation or travelThe injured worker is traveling out of the
country and will be unable to refill medications during that time;

(c) Pharmacy The injured worker's pharmacy will be closed for more than

4123-6-21 6



two days.

(d) An emergency or disaster, as defined in division (O) of section 4123.511
of the Revised Code, is declared by the governor of Ohio or the
president of the United States.

(L) Except as otherwise provided in paragraph (F) of this rule, outpatient medications
shall be billed to and reimbursed through the bureau's pharmacy benefits manager.
Pharmacy providers must submit bills for medication by an on-line point-of-service
authorization terminal or a host-to-host link with the bureau's pharmacy benefits
manager's established bill processing system as a condition of provider enrollment
or reimbursement. Submission by paper or by tape-to-tape will not be accepted by
the bureau or the bureau's pharmacy benefits manager.

(M) Claimant A claimant may request outpatient medication reimbursement for
medications shall be in accordance with rule 4123-6-26 of the Administrative Code
using form C-17 or equivalent. Claimant requests for reimbursement shall comply
with all applicable billing instructions contained in the bureau's provider billing and
reimbursement manual in effect on the billed date(s) of service. Claimant
reimbursement may be limited to the following situations:

(1) Claimants whose medication is not payable under division (I) of section
4123.511 of the Revised Code on the date of service, but later becomes
payable;

(2) Emergency situations where an enrolled pharmacy provider with
point-of-service capabilities is not available;

(3) Claimants who reside out of the country.

(N) The bureau may formulate medication utilization protocols for select conditions or
diseases consistent with current medical texts and peer reviewed medical literature.

Compliance with the established protocols shall be monitored through the on-line,
point-of-service adjudication system. Refusal to comply with the established
protocols shall result in refusal of reimbursement for the medications which are not
within the established protocols. This rule does not require the discontinuation of
treatment with medications that are not within the established protocols, but simply
states the bureau's refusal to reimburse for such medications.

(O)(N) A "pharmacy provider" designation and provider number can be obtained by a
provider who meets all the following criteria:
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(1) Has a valid "terminal distributor of dangerous drugs" as defined in section
4729.01 of the Revised Code if located within Ohio; or an equivalent state
license if located outside of Ohio; and,

(2) Has a valid DEA number; and,

(3) Has a licensed registered pharmacist in full and actual charge of a pharmacy;
and,

(4) Has the ability and agrees to submit bills at the point of service.

All state and federal laws and regulations relating to the practice of pharmacy
and the dispensing of medication by a duly licensed pharmacist must be
observed.

(P)(O) The bureau may contract with a pharmacy benefit manager to perform drug
utilization review and on-line bill processing, maintain a pharmacy provider
network and prior authorization program for medications, and provide management
reports. The bureau or its vendor may also contract rebate agreements with drug
manufacturers. The bureau may utilize other services or established procedures of
the pharmacy benefits manager which may enable the bureau to control costs and
utilization and detect fraud.

(Q)(P) The bureau may identify circumstances under which it may consider
reimbursement for pharmacist professional services (also known as cognitive
services) when payment for such services results in a measurable, positive outcome.
The bureau shall be responsible for developing the criteria which will be used to
assess the compensability of billed pharmacist professional services. The bureau
shall be responsible for developing the structure of the reporting of the measurable
outcomes used to justify the payment of pharmacist professional services, which
may include reimbursement for the dispensing fee component. The amount that
could be reimbursed for pharmacist professional services shall be determined by the
bureau.

(R)(Q) The bureau shall retain a registered pharmacist licensed in the state of Ohio to act
as the full-time pharmacy program director to assist the bureau in the review of
drug bills. The pharmacy program director may assist the bureau in determining the
appropriateness, eligibility, and reasonableness of compensation payments for drug
services. The bureau may adopt a drug formulary with the recommendation of the
bureau's pharmacy and therapeutics committee established by rule 4123-6-21.2 of
the Administrative Code, and may consult with the committee on the development
and ongoing annual review of the drug formulary and other issues regarding
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medications.
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4123-6-21.1 Payment for outpatient medication by self-insuring employer. 
(AMEND)

(A) Medication must be for treatment of an occupational a work related injury or
occupational disease in a claim either allowed by an order of the bureau or the
industrial commission, or recognized by a self-insuring employer.

(B) Medication may be prescribed by any treating provider authorized by law to prescribe
such medication.

(C) Drugs covered in self-insuring employer claims are limited to those that are approved
for human use in the United States by the food and drug administration (FDA) and
that are dispensed by a registered pharmacist from an enrolled pharmacy provider.

(D) A self-insuring employer may approve and reimburse for various drugs as a part of a
comprehensive treatment plan submitted by the physician of record or a treating
physician when reasonably related to and medically necessary for treatment of the
allowed conditions in the claim, provided that such approval and reimbursement
shall not constitute the recognition of any additional conditions in the claim even if
such drugs are used to treat conditions that have not been allowed in the claim.

(E) Payment for medications to pharmacy providers shall include both a product cost
component and a dispensing fee component.

(1) Except as provided in this paragraph, product cost component shall be the lesser
of the following: maximum allowable cost established under paragraph
(O)(N) of this rule, if applicable, or the average wholesale price (AWP) of the
commonly stocked package size minus fifteen per cent.

(a) For repackaged brand name medications, the product cost component
shall be calculated using the AWP of the original labeler.

(b) For non-sterile compounded prescriptions, the product cost component
shall be limited to the lesser of the usual and customary price the
maximum allowable cost, if applicable, for each ingredient or the AWP
of the commonly stocked package size minus fifteen per cent for each
ingredient.

(c) The maximum product cost component reimbursement for any one
non-sterile compounded prescription will be four hundred dollars.

(2) The dispensing fee component for non-compounded prescriptions shall be three
dollars and fifty cents, unless the self-insuring employer has negotiated a
payment rate with the pharmacy provider pursuant to rule 4123-6-46 of the
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Administrative Code. Only pharmacy providers are eligible to receive a
dispensing fee.

(3) The dispensing fee component for non-sterile compounded prescriptions shall
be eighteen dollars and seventy-five cents.

(4) The dispensing fee component for sterile compounded prescriptions shall be
thirty-seven dollars and fifty cents.

(F) The pharmacy provider is required to bill medication at their usual and customary
charge. The amount paid to the provider will be the lesser of the provider's usual
and customary charge or the reimbursement allowed as determined in paragraph (E)
of this rule, unless the self-insuring employer has negotiated a payment rate with
the provider pursuant to rule 4123-6-46 of the Administrative Code. Pharmacy
providers are required to submit for billing the national drug code (NDC) number
of the stock bottle from which the dispensed medication is obtained. Drugs may be
dispensed in unit dose packaging, but the NDC number of the closest comparable
bulk package listed in the bureau or vendor payment system must be used for
billing purposes.

(G) The pharmacy provider shall:

(1) Maintain a signature log verifying receipt of applicable covered medications;

(2)(1) Include prescriber information within bills submitted electronically to the
self-insuring employer or its vendor for payment. The prescriber information
must include the national provider identifier (NPI) or the drug enforcement
administration (DEA) number;

(3)(2) Not pay, allow, or give, or offer to pay, allow, or give, any consideration,
money, or other thing of value to an injured worker, of to any other person,
firm, or corporation (including but not limited to free or discounted
medications or other goods or services) as an inducement to or in return for
the injured worker ordering or receiving from the provider any medications or
other goods or services for which payment may be made by the self-insuring
employer or its vendor or QHP under Chapter 4121., 4123., 4127., or 4131. of
the Revised Code;

(4)(3) Comply with all applicable billing instructions contained in the bureau's
provider billing and reimbursement manual in effect on the billed date(s) of
service.
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(H) Claimant reimbursement for medications shall be in accordance with rule 4123-6-26
of the Administrative Code and shall at least be equal to the bureau's established
rate for the medication, unless the self-insuring employer has negotiated a payment
rate with the pharmacy provider utilized by the claimant pursuant to rule 4123-6-46
of the Administrative Code, in which case the claimant reimbursement shall be at
least the rate negotiated with the provider. Claimant requests for reimbursement
shall comply with all applicable billing instructions contained in the bureau's
provider billing and reimbursement manual in effect on the billed date(s) of service.
Requests for reimbursement must be paid within thirty days of receipt of the
request.

(I) Self-insuring employers must obtain a drug utilization review from a physician before
terminating payment for current medications, as follows:

(1) Before Except as otherwise provided in paragraph (I)(7) of this rule, before
terminating payment for current medications, the self-insuring employer shall
notify all parties to the claim (including authorized representatives) and the
prescribing physician, in writing, that a physician drug review is being
performed, or has been performed, regarding the necessity and
appropriateness of the continued use of current medications (by therapeutic
drug class).

(2) The written notice shall inform all parties to the claim (including authorized
representatives) and the prescribing physician that they have twenty-one days
from receipt of the notice to provide additional information and/or medical
documentation to justify the need for continued use of the medications (by
therapeutic drug class).

(3) The self-insuring employer shall provide all medically related information
regarding the medications to an independent physician reviewer for review
and opinion as to the necessity or appropriateness of the medications. If the
self-insuring employer has obtained an independent physician reviewer's
report prior to sending the notice required by paragraph (I)(1) of this rule and
subsequently receives additional information and/or medical documentation
pursuant to paragraph (I)(2) of this rule, the self-insuring employer shall
provide the additional information and/or medical documentation to the
independent physician reviewer and obtain an addendum. The independent
physician reviewer's report (and addendum, if applicable) shall address the
medical rationale, necessity and appropriateness of the drug treatment in the
control of symptoms associated with the allowed conditions in the claim.

(4) When the independent physician reviewer's report (and addendum, if
applicable) indicates the drug treatment is not medically necessary or
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appropriate for treatment or in the control of symptoms associated with the
allowed conditions in the claim, the self-insuring employer may terminate
reimbursement for the medications (by therapeutic drug class) effective as of
the date of receipt of the independent physician reviewer's report, or
addendum if one is obtained, or in the case that a drug is in a therapeutic class
that requires a "weaning-off" period, in accordance with the tapering
schedules set forth in the appendix to rule 4123-6-21.5 of the Administrative
Code or such other date as agreed to by the prescribing physician and
self-insuring employer.

(5) In the event the self-insuring employer terminates reimbursement for the
medications as set forth in paragraph (I)(4) of this rule, the self-insuring
employer or its authorized representative shall provide all parties to the claim
(including authorized representatives) and the prescribing physician with a
copy of the independent physician reviewer's report (and addendum, if
applicable) and the self-insuring employer shall notify the employee injured
worker and the employee's injured worker's representative in writing of its
decision to terminate. The employer's notification to the employee injured
worker and employee's injured worker's representative shall indicate that the
employee injured worker has the right to request a hearing before the
industrial commission.

(6) In the event there is a dispute as to whether the drug treatment is medically
necessary or appropriate for treatment of the symptoms associated with the
allowed conditions in the claim, the disputed matter shall be adjudicated in
accordance with paragraph (K)(5) of rule 4123-19-03 of the Administrative
Code.

(7) The self-insuring employer may terminate current medications that have been
removed from the bureau’s outpatient medication formulary set forth in the
appendix to rule 4123-6-21.3 of the Administrative Code without obtaining a
physician drug review. However, the tapering schedules set forth in the
appendix to rule 4123-6-21.5 of the Administrative Code would apply.

(J) Self-insuring employers may deny initial requests for a drug or therapeutic class of
drugs as not being reasonably related to or medically necessary for the treatment of
the allowed conditions in a claim.

(K) Self-insuring employers may utilize medication utilization protocols formulated by
the bureau for select conditions or diseases consistent with current medical texts
and peer reviewed medical literature.

Refusal to comply with the established protocols shall result in refusal of
reimbursement for the medications which are not within the established protocols.
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This rule does not require the discontinuation of treatment with medications that are
not within the established protocols, but simply states the bureau's or self-insured
employer's refusal to reimburse for such medications.

(L)(K) Through internal development or through vendor contracts, self-insuring
Self-insuring employers may implement a point-of-service adjudication system
contract with a pharmacy benefits manager. Upon implementation, a A
self-insuring employer utilizing a pharmacy benefits manager may require
pharmacy providers to submit bills for medication by an on-line point-of-service
authorization terminal or a host-to-host link with the pharmacy benefits manager’s
established bill processing system as a condition of reimbursement, and may refuse
submission by paper or by tape-to-tape. Self-insuring employers utilizing a
point-of-service adjudication system pharmacy benefits manager may refuse to
reimburse any third-party pharmacy biller that submits pharmacy bills on behalf of
a pharmacy provider or that has purchased pharmacy bills from a pharmacy
provider for subsequent submission to the self-insuring employer for payment.

(M)(L) Self-insuring employers utilizing a point of service adjudication system pharmacy
benefits manager may require prior authorization of drugs or therapeutic classes of
drugs which appear on the bureau's published list of drugs or therapeutic classes of
drugs for which prior authorization is required. Notwithstanding rule 4123-19-03 of
the Administrative Code, the self-insuring employer shall approve or deny a prior
authorization request within three business days of the request.

(N)(M) Self-insuring employers utilizing a point-of-service adjudication system
pharmacy benefits manager may apply the following dispensing limitations,
adopted by the bureau, to medications approved and reimbursed by the
self-insuring employer:

(1) The bureau may publish supply limitations for drugs which represent the
maximum number of days supply that may be dispensed at any one time for a
single prescription.

(1)(2) The bureau may publish maximum prescription quantities which represent
the largest number of units per drug that may be dispensed at any one time for
a single prescription.

(2)(3) Requests submitted that exceed either the days supply limit or maximum
quantity limit shall be denied; provided, however, that the pharmacy provider
may still fill the prescription up to the days supply limit or maximum quantity
limit, as applicable. Denials may be overridden by the self-insured employer
in cases where medical necessity and appropriateness have been determined.
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(4) Refills of drugs not scheduled by the DEA requested before eighty per cent of
any published days supply limit has been utilized will be denied.

(5) Refills of drugs scheduled by the DEA requested before ninety per cent of any
published days supply limit has been utilized will be denied.

(3)(6) Refills requested before seventy-five per cent of the days supply has been
utilized will be denied, except in cases where the dosage of a drug has been
changed and has a new prescription number. Denials may be overridden by
the self-insured employer for the following documented reasons with
supporting documentation:

(a) Pharmacist entered previous wrong day supplyThe injured worker's
pharmacy is submitting an early refill for a shortened days supply to
support synchronizing the filling or refilling of the prescription in a
manner that allows the dispensed drug to be obtained on the same date
each month;

(b) Out of country vacation or travelThe injured worker is traveling out of the
country and will be unable to refill medications during that time;

(c) Pharmacy The injured worker's pharmacy will be closed for more than
two days.

(d) An emergency or disaster, as defined in division (O) of section 4123.511
of the Revised Code, is declared by the governor of Ohio or the
president of the United States.

(O)(N) Self-insuring employers utilizing a point-of-service adjudication system pharmacy
benefits manager may apply the maximum allowable cost list of the
point-of-service adjudication system vendor for multi-source medications which are
pharmaceutically and therapeutically equivalent, that is, contain identical doses of
the active ingredient and have the same biological effects as determined by the
FDA and designated by an "A" code value in the FDA publication, "Approved
Drug Products With Therapeutic Equivalence Evaluations" in effect on the billed
date(s) of service. For single source drugs, self-insuring employers utilizing a
point-of-service adjudication system may utilize as a maximum allowable cost the
drug’s AWP minus fifteen per cent pharmacy benefits manager.

(P)(O) Claimants Injured workers who request a brand name drug or whose physician
specifies a brand name drug designated by "dispense as written" on the prescription
for a medication for which single source or multi-source medications exist that are
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pharmaceutically and therapeutically equivalent medications exist, as defined in
paragraph (O) (I) of this rule 4123-6-21 of the Administrative Code, shall be liable
for the product cost difference between the established maximum allowable cost
price of the drug product and the AWP of the dispensed brand name drug minus
fifteen per cent and the established maximum allowable cost price of the drug
product. However, the self-insuring employer or its vendor may approve
reimbursement of the dispensed brand name drug at the AWP of the drug minus
fifteen per cent if the following circumstances are met:

(1) The injured worker has a documented, systemic allergic reaction as a result of
taking the generic equivalent which is consistent with known symptoms or
clinical findings of a medication allergy; andor

(2) The injured worker has been prescribed, and has tried, other A code drugs in the
therapeutic class another generic equivalent and the intended therapeutic
benefit has not been achieved or an unacceptable adverse event has occurred.

(Q)(P) A self-insuring employer has sufficient grounds to refuse to pay for the dispensing
of drugs and other medications when a pharmacy provider fails to observe any state
or federal law relating to his or her professional licensure or to the dispensing of
drugs and other medication.
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