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BWC Board of Directors 

 

Medical Services and Safety Committee Agenda 
Thursday, June 17, 2010 

William Green Building 

Level 2, Room 2 

 2:00 P.M. – 3:30 P.M. 

Call to Order 

   Jim Harris, Committee Chair 

 

Roll Call 

  Mike Sourek, scribe  

 

Approve Minutes of May 27, 2010 meeting 

    Jim Harris, Committee Chair 
 

Review and Approve Agenda 

    Jim Harris, Committee Chair 

 

New Business/ Action Items 

1.   Motions for Board consideration:  

 A.  For First Reading 

  Medical and Service Provider Fee Schedule, Rule 4123-6-08 

    Freddie Johnson, Director of Managed Care Services 

Jean Stevens, ICD-9 Management Analyst Supervisor, 

Medical Policy 
 

 

 

Discussion Items 

 

 1.  Medical Services Division Report 

 

 2.  Committee Calendar 

             Jim Harris, Committee Chair 

 

Adjourn 

 Jim Harris, Committee Chair 
 
Next Meeting: Wednesday, July 28, 2010  
 *  Not all agenda items may have materials * *  Agenda subject to change 
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BWC Board of Directors 

 

    Medical Services and Safety Committee 
Thursday, May 27, 2010 

Level 2, Room 2 (Mezzanine) 

30 West Spring St. 

          Columbus, OH  43215 
 

Members Present:  James Harris, Chair 

    James Hummel 

    Thomas Pitts 

    William Lhota, ex officio 

 

Other Directors Present:  Charles Bryan, David Caldwell, Alison Falls, Kenneth Haffey, 

James Matesich, Larry Price, and Robert Smith  

    

Members Absent:  None 

 

Counsel present:  James Barnes, General Counsel  

 

Scribe:   Michael J. Sourek, Staff Counsel 

 

 

CALL TO ORDER 

 

Mr. Harris called the meeting to order at 2:35 PM, and the roll call was taken.  All 

members were present. 

 

MINUTES OF APRIL 29, 2010 

 

Mr. Harris asked for any changes to the minutes of April 29, 2010.  With no changes, Mr. 

Hummel moved to have the minutes of April 29, 2010 be approved, and Mr. Pitts 

seconded the motion.  The motion passed with a 3-0 unanimous roll call vote. 

 

REVIEW AND APPROVAL OF AGENDA 

 

Mr. Harris asked for any changes to the agenda.  With no changes, Mr. Pitts moved to 

have the agenda approved, and the motion was seconded by Mr. Hummel.   The motion 

passed with a 3-0 unanimous roll call vote. 

 

NEW BUSINESS/ ACTION ITEMS 

 

1. Motions for Board Consideration 

 

A. For Second Reading 

 

1. Group Experience and Group Retrospective Safety Program Requirements 

– Rule 4123-17-68 
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Mr. Abe Al-Tarawneh, Superintendent of the Division of Safety and Hygiene, (DSH), Ms. 

Michelle Francisco, Safety Council Program Manager, and Ms. Robin Watson, Industrial 

Safety Consultant Specialist, presented the second reading of the Group Experience and 

Group Retrospective Rating Safety Program Requirements, Rule 4123-17-68.  Mr. Al-

Tarawneh noted a interested parties grid was provided, and the Bureau has continued 

engagement with interested parties. 

 

Mr. Al-Tarawneh noted the proposal requires sponsors to monitor the group 

membership’s participation in training, and the sponsor must pick training topics related 

to group members’ safety issues.  The proposal modernizes the previous rule and 

provides ease in understanding.  The proposal requires both sponsors and affiliates be 

held to the same standards.  Also, the proposal w ill require sponsors to issue a safety 

accountability letter to their members, report the number of members participating in the 

8-hour and 2-hour training; and changing the reference in the rule language from a “ 9 key 

safety elements”  to the 10-Step Business plan for safety, and requiring sponsors to have 

training address common injury types among their members.   In response to input from 

interested parties, Mr. Al-Tarawneh reported that the changes to the rule language were 

made since last month’s reading and were related to employers not completing the two-

hour training requirement as well as language that was perceived as requiring 

implementation of the Ten Step Business Plan for Safety by employers participating in 

the program. Mr. Al-Tarawneh also noted that BWC’s Division of Safety and Hygiene 

intends to form a working group with interested parties to review and evaluate the rule in 

next year. 

 

Mr. Hummel asked what changed with the 2-hour training requirement.  Mr. Al-Tarawneh 

replied the Bureau proposed having employers not complying with this requirement 

become ineligible for the program in future years.  Input from interested parties 

suggested employers may be removed from the program due to paperwork issues rather 

that not completing the training.  Mr. Hummel asked if employers still had to do the 2-

hour training requirement, and Mr. Al-Tarawneh replied in the affirmative. 

 

Mr. Hummel moved that the Medical Services and Safety Committee recommend that the 

Bureau of Workers’ Compensation Board of Directors approve the Administrator’s 

recommendation to amend rule 4123-17-68 of the Administrative Code, “ Group 

Experience and Group Retrospective Safety Program Requirements,”  w ith the motion 

consenting to the Administrator amending rule 4123-17-68 as presented at the meeting.  

The motion was seconded by Mr. Pitts, and the motion passed with a 3-0 unanimous roll 

call vote. 

 

2. Fifteen Thousand Dollar Medical-Only Program – Rule 4123-17-59 

 

Mr. Ronald Suttles, Supervisor, Employer Programs and Ms. Kathy Arnett, Management 

Analyst Supervisor, presented the second reading of the Fifteen Thousand Dollar 

Medical-Only Program, Rule 4123-17-59.  Ms. Arnett noted the rule changes were 

necessary because of statutory changes.  The rule now requires a medical provider accept 

the Bureau’s fee schedule and cannot bill an injured worker the difference if an employer 

participates in this program.  Based on a suggestion at last month’s meeting, an 
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additional change requires an employer participating in the program must remit payment 

to the medical provider within 30 days of invoice receipt. 

 

Mr. Hummel asked if balance billing had occurred in the past.  Ms. Arnett replied in the 

affirmative, and in those instances, the Bureau educated the medical provider.  Mr. Harris 

inquired if education meant the medical provider had to refund payments made by 

injured workers, and Ms. Arnett replied in the affirmative. Mr. Pitts questioned how many 

employers were in this program.  Ms. Arnett indicated the figure has been consistently 

around 3,000 employers. 

 

Mr. Pitts moved that the Medical Services and Safety Committee recommend that the 

Bureau of Workers’ Compensation Board of Directors approve the Administrator’s 

recommendation to amend rule 4123-17-59 of the Administrative Code, “ Fifteen 

Thousand Dollar Medical-Only Program,”  w ith the motion consenting to the 

Administrator amending rule 4123-17-59 as presented at the meeting.  The motion was 

seconded by Mr. Hummel, and the motion passed with a 3-0 unanimous roll call vote. 

 

DISCUSSION ITEMS 

 

1. Pharmacy Program Overview 

 

Dr. Robert Balchick, Medical Director, Mr. Johnnie Hanna, Pharmacy Program Director, 

and Ms. Christine Sampson, Pharmacy Program Operations Manager, presented a 

continuation of the Pharmacy Program Overview.  Mr. Hanna reiterated that during the 

first three quarters of 2009, the Bureau’s drug rebate program covered all of the 

administrative cost for the pharmacy program.  In 2010, drug rebates are expected to be 

$6 million. The Bureau is developing a process to allocate these refunds to the benefit of 

employers.  

 

Mr. Hanna noted the top 5 medication classes represented 80% of total reimbursements 

by the Bureau, but only 49% of the total number of prescriptions dispensed.  Analgesics 

were first in each category, and a significant decrease in topical local anesthetics was 

based on limiting Lidoderm to only the approved usage by the Food and Drug 

Administration.  Lidoderm reimbursements went from $10 million to $400,000 per 

annum. 

 

Mr. Hanna compared 2009 prescription data for the Bureau with national averages. The 

Bureau figures were validated with the pharmaceutical benefits manager (PBM).   

National averages were used as there are no workers’ compensation specific figures 

available.  The Bureau’s generic fill rate was 74% versus 61% nationally.  The Bureau’s 

average cost of prescription was $86.97 versus $183.36 nationally, and the Bureau’s 

average rebate per prescription was $3.06 v. $3.31 nationally. The Bureau’s pursuit of 

generic substitutes has been very cost effective, and for 2009, prescription costs 

increased 5.4% versus 7% to 9% nationally.  Lower cost drugs with large volumes tend to 

lead to misuse; one Bureau goal is to focus on safety and efficacy, and this goal was a 

driving force of the Pharmacy and Therapeutics Committee (PTC). Mr. Harris inquired if 

an injured worker could only receive a generic drug.  Mr. Hanna replied that if the injured 

worker requests a brand drug over a generic equivalent, and the drug is on the Bureau’s 

maximum allowable cost (MAC) list, the injured worker has to pay the difference between 
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the brand name and generic drug.  Mr. Pitts asked if a physician recommended a brand 

name drug, whether the request would be reviewed by an MCO.  Mr. Hanna said the 

request would be reviewed by the PBM, not an MCO.  The prescription is known as a 

“ dispense as written”  prescription; if there is only one generic equivalent available for the 

drug, the Bureau would fully reimburse the prescription as these drugs are not on the 

Bureau’s MAC list.  Mr. Hanna emphasized some drugs are available only in brand name 

form; if there is a need for one of these drugs available in brand name form only, the 

injured worker will get the brand name drug.  Mr. Harris asked if there was no generic 

equivalent, the Bureau would reimburse the price in full, and Dr. Balchick responded in 

the affirmative. 

 

Mr. Hanna said the Bureau’s Pharmacy Program had strategic goals for 2009-2012 broken 

down into 2 categories: improving utilization and monitoring utilization.  There were 3 

subcategories of improving utilization goals: developing a formulary by rule; amending or 

promulgating other rules as necessary; and working to im prove therapeutic decisions and 

outcomes.  Developing a formulary would provide prescribers with a comprehensive list 

of covered drugs, allow for proactive review of new drugs for admission, and focus all 

formulary decisions first on clinical safety and efficacy.  Amending and promulgating 

rules would address first fill prescriptions and assignment, establish an autonomous PTC, 

establish a pharmacy lock-in program, establish a charge structure driven by strategic 

pricing, and manage injectable drugs presently managed by MCOs.  Assignment involves 

claims at their onset; if a pharmacy does not accept assignment of the prescription until 

the claim is approved, an injured worker has to pay out of pocket for the prescription and 

then obtain reimbursement. PTC, a group of 6 physicians and 6 pharmacists that 

examines whether a drug works and whether the drug is safe, would be instrumental in 

developing the Bureau’s formulary and be driven from a clinical perspective.  PTC is a 

subcommittee of the Healthcare Assembly and Advisory Committee. The Ohio 

Administrative Code requires changes to make the committee autonomous.  The 

pharmacy lock-In program would improve safety and decrease misuse of medications by 

having injured workers choose their pharmacy provider.  There was a recent instance 

where an injured worker went to 18 different pharmacies to fill prescriptions in a 3 month 

period. Strategic pricing is an issue because the “ Average Wholesale Price”  program will 

expire by September, 2011.  Before implementing strategic pricing, the Bureau would 

present the recommendations to the Board of Directors. Likewise, injectable drug 

strategies were in their infancy, and stakeholder input would be obtained before seeking 

rule changes. Working to improve therapeutic decisions and outcomes involved 

maximizing application of the PBM’s monitoring and intervention capacity, implementing 

medication therapy management for chronic pain patients, partnering with other state 

agencies, and establishing comparative metrics through the OSU project.   

 

With regard to monitoring utilization goals, Mr. Hanna noted 3 strategic goals: 

centralizing management of the Drug Utilization and Prior Authorization Review process, 

which would avoid discrepancies on how medications are reviewed statewide and 

maximize opportunities to create prospective and retrospective interventions in 

medication use; creating and monitoring key utilization metrics with PBM and Bureau 

databases; and engaging the PTC to provide therapeutic guidelines and oversight, which 

would be necessary in deciding medical utilization and what drugs should be reimbursed.  

Mr. Hanna noted all injured worker prescriptions go through edits with the PBM, 

including prescription volume, interaction with other drugs, multiple prescribers, and 
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multiple pharmacies.  The PBM had significant capacity for data editing and determining 

why a medication is being used and if it is being used safely and effectively.  Currently 

the Bureau was working with the Ohio Pharmacy Association for chronic pain situations.   

 

Mr. Harris inquired on the timeframe of addressing the formulary.  Mr. Hanna noted this 

goal required distributing the formulary as widely as possible and placing it on the 

internet.  The process was iterative, and by end of summer more detailed information 

would be available.  Mr. Matesich inquired how often pharmacies accepted assignment. 

Mr. Hanna replied there were no solid numbers because there was no way the Bureau 

could break down paper drug reimbursement claims; e.g., in some cases, the Bureau 

denied reimbursement that was later overturned by the Industrial Commission.  The 

Bureau had no way of calculating what percentage of paper reimbursements relate to lack 

of assignment.  Mr. Matesich suggested posting a list of pharmacies that will accept 

assignment by region.  Mr. Harris asked for feedback from Mr. Pitts from his experiences 

on paper drug reimbursements.  Mr. Pitts concurred that Mr. Hanna accurately described 

the issue, and the process was laborious.  His experience was that assignment was not a 

small number problem.  Mr. Hanna and Dr. Balchick confirmed that 9% of all  prescriptions 

filled by our providers are thru the accepting assignment process but the number of times 

an injured worker attempts to get a prescription filled and the pharmacy will not accept 

assignment is very difficult to determine.  Many of the large pharmacy chains do not 

accept assignment, and Dr. Balchick added that currently the Bureau will pay a $2.50 fee 

for accepting assignment in addition to the $3.50 dispensing fee per prescription.  If the 

cost of the script was $12.00, the return on investment for the pharmacy in light of the risk 

of assignment was worthwhile; however, if the drug cost $90, the risk-reward is not there 

for a pharmacy.  The Bureau needs to review cost benefit ratios with pricing to determine 

the appropriate level of assignment fee to generate pharmacy incentives.  Mr. Caldwell 

asked if assignment occurs after a claim allow ance.  Mr. Hanna replied the issue was at 

the claim’s onset; once the claim is allowed, all pharmacies participate.  Mr. Pitts asked 

what drugs were injectable drugs.  Mr. Hanna replied medications included 

comprehensive pain medications, such as Morphine or Clonidine that go into pain 

pumps, or local anesthetics. He noted that injectable medications are being given 

disparate treatment by the 19 MCOs. 

 

Mr. Harris asked if the Bureau was working with stakeholders in the chronic pain study.  

Mr. Hanna stated the program was in its pilot stages, and OPA had access to independent 

and chain pharmacists.  The study was open to stakeholder input.  Mr. Pitts asked if the 

program was focusing on chronic pain situations, and Mr. Hanna noted pharmacists 

would collaborate with prescribing physicians on a more intensive basis as to whether 

the medication therapy was appropriate for chronic pain.  Pharmacies would look at Ohio 

Automated Rx Reporting System (OARRS), laboratory values, opiate pain contracts, and 

what collaborative therapies could help.  Dr. Balchick said the Bureau’s role was 

administrative, not clinical.  The Bureau is reimbursing the pharmacist for his/her role in 

managing the case, not setting medical parameters; the function is to facilitate the 

pharmacist’s role.  Mr. Pitts inquired if the goal was to create guidelines or suggestions 

for chronic pain cases.  Dr. Balchick replied in the negative; the medication therapy 

management codes being developed are to encourage a pharmacist’s role in a facilitative 

manner.  The program does not tell the pharmacist how to manage the case.  Mr. Harris 

hoped the Bureau would seek input from all stakeholders before implementing this plan.  

Mr. Pitts noted his experience of seeing drug reviews where some classes of medications 
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are deemed no longer warranted; his concern was a general one as while he could 

understand the need for cost control, he was seeing abstract reviews to justify no 

ongoing medical need for certain medications.  Mr. Hanna noted his experience from 

acute care practice had 98% of pharmacist recommendations accepted.  M edication 

therapy management will follow the same program and information, and the decisions 

will be made based on the case’s complete information. The Bureau was partnering with 

Ohio Department of Jobs and Family Services (ODJFS) to collaborate on better 

medication outcomes.  Dr. Thomas Gretter, Chairman of the ODJFS Drug Utilization 

Review Committee, w ill be a member of the BWC Pharmacy and Therapeutics Committee 

which meets next month.  The agencies are looking for synergies in their programs.  

Finally, the OSU School of Public Health is looking at narcotics usage in the Bureau 

system, and the report should be finished later this year. 

 

Dr. Balchick noted the death rate in Ohio due to unintentional drug poisoning increased 

from 2.9 to 12.8 per 100,000 people between 1999 and 2008, or from 327 to 1,473 deaths 

per year.  Several years ago, an increased trend in narcotics abuse was identified 

nationally, with Scioto County one of the most severe nationally.  The Ohio Department 

of Alcohol and Drug Services and the Ohio Department of Health formed a Poison Action 

Group/New and Emerging Drug Trends committee, of which Dr. Balchick was a member.  

Currently unintentional drug overdose is the leading cause of injury death in Ohio, more 

than motor vehicle accidents.  In terms of Bureau claims, the Bureau identified 137 deaths 

in 2008 because of narcotics abuse, representing 10% of the state’s total, but the Bureau 

pays just 2% of all medical bills in the state.   

 

Mr. Smith inquired what percentage of the unintentional drug overdoses were due to 

provider error.  Dr. Balchick replied that was a very difficult question. If Mr. Smith was 

asking the number of deaths from a doctor prescribing 300 pills as opposed to 30, the 

number was exceptionally small.  However, if the question involves whether the drug 

should have been prescribed, the question is very subjective and difficult. Mr. Smith 

believed the term “ unintentional”  was misleading ; when a young adult steals pills from 

his grandmother’s cabinet that would not seem to qualify. Mr. Smith inquired if Scioto 

County’s problem was primarily due to one drug.  Dr. Balchick said Scioto County had 

unique features where a number of national pain clinics operated.  The clinics would 

operate on a cash-only basis and sometimes prescribe w ithout a medical evaluation.    

Mr. Haffey indicated it seemed there was no difference between drug abuse and 

unintentional drug deaths.  Dr. Balchick noted unintentional drug poisoning encompassed 

a broader term; while narcotics were most significant in unintentional drug poisoning 

deaths, other drugs were involved. Mr. Haffey inquired about what drugs are narcotics, 

and Dr. Balchick provided examples of Codeine, Percocet, Morphine, Oxycontin, and 

Vicodin.  Mr. Caldwell asked if there were different classes for these medications.  Mr. 

Hanna replied there are federal drug classes, and they are numbered I through V. Class I 

drugs have no medicinal value, such as LSD.  Class II drugs include all analgesics and 

opiate derivatives, including the mother of all narcotics, Morphine, and Dilaudid, 

Percocet, Oxycontin, and Oxycodone.  Mr. Caldwell asked if a class number made a drug 

illegal or legal, and Mr. Hanna replied in the negative; the Drug Enforcement 

Administration dictates the laws and guidelines for each class of medication.  Vicodin was 

a Class III drug, but sleeping pills and barbiturates were Class IV drugs.  Mr. Pitts asked 

how many drug poisoning cases in Dr. Balchick’s experience involved alcohol, and Dr. 

Balchick said he did not have a figure, but alcohol was not the only problem.  Persons 
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also abuse medication with Valium and sleeping medications, and this problem was why 

the Bureau was examining further. Dr. Balchick noted the number of U.S. deaths due to 

unintentional drug overdoses in 2006 exceeded that of a large jet crash every day for 2.5 

months in a row.   

 

Dr. Balchick noted the Pharmacy Program’s vision was to be recognized as the national 

leader for its efficient and clinically effective delivery of innovative pharmacy services for 

Ohio’s injured workers by 2012.  The Governor has created the Ohio Prescription Drug 

Task Force comprised of legislators, law enforcement, and medical professionals.  Dr. 

Balchick is a member of the task force.  Phase I’s report was released last week, and 

Phase II’s report would come out in October.  The task force focused on 5 areas: 

increasing public awareness; educating prescribers and pharmacists; legislative changes; 

data surveillance and research; and collaboration with law enforcement.  As a first step, 

the OSU Department of Public Health is performing research into the problem and 

engaging in policy development; collaboration is occurring with anyone willing to assist 

in the study. 

 

2. Customer Services Division Report 

 

Mr. Al-Tarawneh and Mr. Michael Rea, Industrial Safety Administrator, presented the 

Customer Services Division Report. The focus of the presentation addressed the BWC’s 

Safety services response to fatalities which are the worst type of injury that can occur at 

any work place, and that w ith such outcome, we are powerless. Mr. Al-Tarawneh added 

“ while nothing can surpass the loss of life, the devastation associated with work related 

fatalities is overwhelming to the family, friends, coworkers and the employer. An 

unfortunate and sad crisis that is very unique, for the magnitude and effect of a fatal 

injury is never bounded. It is w ithin such circumstances, where our mission at BWC 

proves resilience as our customer service is tested against these unbounded terms of 

magnitude and effect. 

 

In most situations we learn about workplace fatalities through news reports before they 

are reported to us. When news reports surface, the service office area in which the 

company with the fatal injury operates is alerted and a response team is assembled to 

offer assistance to the employer. A claim specialist is assigned to the task of contacting 

the employer and MCO to offer assistance and to inform and assist the involved parties 

with the procedures and processes for filing a claim. Our Safety Violations Investigations 

Unit is also alerted to begin working with other Local, State, Federal agencies to 

investigate the circumstances that lead to the accident. 

 

Unfortunately, this month, our system was tested with three instantaneous fatalities, one 

at a private employer workplace and two at two Ohio public employers workplaces. One 

occurred on May 6 and involved a 41 years old Highway Technician employee at the Ohio 

Department of Transportation District Five. The second occurred on May 7 and involved a 

31 years old Inspector employee at the City of Middletown. The third occurred on May 12 

and involved a 52 years old rolling mill operator at a private employer workplace. 

  

Fatalities at public employers’ workplaces carry added challenges since BWC has the 

jurisdiction to enforce the Public Employer Risk Reduction Program safety standards at 

public employers’ workplaces. Accordingly, while we work with employers to handle the 
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claim in a timely and responsive manner, we have to carry on with our responsibility of 

investigating the circumstances that lead to the accident and resulted in the fatal injury 

and, when applicable, cite the employer where violations of PERRP’s standards are 

identified in the workplace.  While I do not want to provide any particulars about our 

investigations, these fatalities are under investigation by our PERRP safety consultants 

and Safety Violations Investigation Unit. Claims relative to these two fatalities were filed 

with BWC and are being processed in a timely fashion to prevent financial hardships to 

the families of the fatally injured workers. 

 

Generally, our safety approach is very straight forward and includes evaluating the 

investigation and the circumstances that lead to the accident, offering assistance to the 

employer to abate the hazard, and if the hazard proves to be a newly recognized hazard to 

certain industries, to make sure we alert those employers to the newly recognized hazard. 

  

Understanding the devastating effect of workplace fatalities, we have started a concerted 

effort at BWC to continually evaluate these claims in our system at the individual level 

and publish an annual analysis report w ith our findings. This work has been recently 

completed and a draft report has been prepared for that purpose, which provides analysis 

of work related and occupational disease fatalities in Ohio’s workplaces for Calendar 

years 2007, 2008, and 2009. 

 

Although the circumstances surrounding each of the fatalities evaluated in those three 

calendar years are sobering, the total number of fatalities in our workplaces has been 

going down over the past three calendar years, 181 in 2007, 156 in 2008, 129 in 2009, and 

41 in the first five months of this year.”  

Mr. Smith inquired how the current fiscal year statistics would compare since 10 months 

of the fiscal year already passed.  Mr. Al-Tarawneh did not have those figures as the 

analysis is performed by calendar year.  Mr. Harris concurred with Mr. Al-Tarawneh 

regarding how sobering workplace fatalities are.   

 

Ms. Falls asked for a point of clarification relative to enforcement and accident 

investigations in private employer’s workplaces Mr. Al-Tarawneh indicated the Bureau 

had enforcement powers over public employers and not private employers.  Mr. Al -

Tarawneh noted that Violations of Specific Safety Requirement, or “ VSSR,”  rules do exist 

and were updated last year.  Ms. Falls inquired what enforcement meant, such as taking 

an employer to Court or fines.  Mr. Al-Tarawneh said SVIU will investigate when VSSRs 

are alleged.  Mr. Caldwell indicated VSSRs were an additional award to an injured worker.  

Mr. Thomas Wersell, Director of Special Investigations, noted SVIU had a working 

relationship with the Occupational Safety and Health Administration (OSHA) and that 

OSHA has enforcement authority in private employer’s workplaces, and Mr. Al-Tarawneh 

comments regarding VSSRs applied when a VSSR is filed.  Mr. Harris indicated a VSSR 

award to an injured worker ranges from 15% to 50% of compensation paid, which is in 

addition to payments made to an injured worker or his family.  The VSSR payment comes 

from the employer and not the Bureau.  Ms. Falls stated the term “ enforcement”  was 

used more broadly than her understanding.  Mr. Wersell said the Bureau was in 

uncharted waters with OSHA; the Bureau always had a working relationship with the 

federal agency, but now there is a sharing of information.  The Bureau was receiving front 

end information from OSHA that could be used later.  Mr. Pitts commented if an 

employer is subject to multiple violations in a certain time period, fines can be assessed 
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by OSHA.  Mr. Harris complimented SVIU for working with OSHA, as he was of the 

understanding that there was no collaboration between the BWC and OSHA in the past .  

Mr. Wersell commented the relationship is working well. 

 

3. Follow-Up on MCO Public Forums 

 

Mr. Harris said many issues brought up in the MCO Public Forums were being 

collaboratively addressed.  A report outlining timelines and implementation targets has 

been distributed to the Directors.  He encouraged any questions be directed to Mr. Donald 

Berno, Liaison for the Board of Directors, or to Mr. Robert Coury, Chief of Medical 

Services and Compliance. 

 

 

4. Committee Calendar 

 

Mr. Harris noted the June calendar would have a first reading of the Medical and Service 

Provider Fee Schedule and Medical Services Report, which Mr. Berno confirmed. 

 

ADJOURNMENT 

 

Mr. Pitts moved to adjourn the meeting at 3:46 PM, seconded by Mr. Hummel.  The 

meeting adjourned with a 3-0 unanimous roll call vote. 



Common Sense Business Regulation  (BWC Rules) 
(Note: The below criteria apply to existing and newly developed rules) 

Rule 4123-6-08 

Rule Review 

 

1.      The rule is needed to implement an underlying statute. 

 

  Citation:  __O.R.C. 4121.441(A)(8); O.R.C. 4123.66___ 

 

2.      The rule achieves an Ohio specific public policy goal. 

 

  What goal(s):  _  The rule adopts an updated discounted pricing fee schedule for 

workers’ compensation medical services in accordance with O.R.C. 4121.441(A)(8) and Ohio 

Hosp. Assn. v. Ohio Bur. of Workers' Comp., Franklin App. No. 06AP-471, 2007-Ohio-1499.___ 

 

3.      Existing federal regulation alone does not adequately regulate the subject matter. 

 

4.      The rule is effective, consistent and efficient. 

 

5.       The rule is not duplicative of rules already in existence. 

 

6.      The rule is consistent with other state regulations, flexible, and reasonably 

 balances the regulatory objectives and burden. 

 

7.      The rule has been reviewed for unintended negative consequences. 

 

8.      Stakeholders, and those affected by the rule were provided opportunity for input as 

 appropriate. 

 

  Explain:  The proposed fee schedule was placed on www.ohiobwc.com on May 

28, 2010. Stakeholders were notified via email and were given until June 11, 2010 to submit 

comments.    

 

9.      The rule was reviewed for clarity and for easy comprehension.   

 

10.    The rule promotes transparency and predictability of regulatory activity. 

  

11.    The rule is based on the best scientific and technical information, and is designed 

 so it can be applied consistently. 

 

12.    The rule is not unnecessarily burdensome or costly to those affected by rule. 

 

  If so, how does the need for the rule outweigh burden and cost? ____________ 

 

13.    The Chief Legal Officer, or his designee, has reviewed the rule for clarity and 

 compliance with the Governor’s Executive Order. 



 
BWC Professional Provider Fee Schedule Rule 
June 2010 

 

1 

BWC Board of Directors 

Executive Summary 
BWC Professional Provider Fee Schedule Rule 

 
Introduction 
 
Chapter 4123-6 of the Administrative Code contains BWC rules implementing the Health 
Partnership Program (HPP) for state fund employers, including rules relating to the adoption of a 
provider fee schedule. BWC initially enacted the bulk of the Chapter 4123-6 HPP operational 
rules (Ohio Administrative Code 4123-6-01 to 4123-6-19), including OAC 4123-6-08, the 
professional provider fee schedule rule, in February 1996.  
 

Background Law 

R.C. 4121.441(A)(8) 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 injured workers, including but 
not limited to discounted pricing for medical services. 

Pursuant to this statute, BWC adopted OAC 4123-6-08. Since its promulgation in February 1996, 
OAC 4123-6-08 has provided that “. . . the bureau shall develop, maintain, and publish a provider 
fee schedule for the various types of billing codes. The fee schedules shall be developed with 
provider and employer input.”  
 
Pursuant to the 10

th
 District Court of Appeals decision in Ohio Hosp. Assn. v. Ohio Bur. of 

Workers' Comp., Franklin App. No. 06AP-471, 2007-Ohio-1499, BWC is required to adopt 
changes to its fee schedules via the O.R.C. Chapter 119 rulemaking process. BWC has 
undergone a systematic revision of its professional provider fee schedule, and now proposes to 
adopt the newly revised professional provider fee schedule as an Appendix to OAC 4123-6-08. 
 

Proposed Changes 
 
The major substantive changes proposed for the professional provider fee schedule Appendix to 
OAC 4123-6-08 are as follows: 
 

1. BWC adopt Medicare’s 2010 RVUs for all relevant CPT codes. 
2. BWC maintain the current conversion factors 
3. BWC add the following additional HCPCS codes: 

a. HCPCS code S0630 removal of sutures by another qualifying medical 
professional, other than the physician that placed the sutures.   

b. HCPCS code S0209 for wheelchair van mileage.  This code is being added to 
provide a specific reimbursement for wheelchair van mileage.   

c. HCPCS code S5199 Personal care items and HCPCS code S8301 infection 
control supplies.   

4. BWC add a category of service titled “Never Covered (NC). 

5. BWC modify the title of the category of service currently titled “Non-Covered” to “Not 
Routinely Covered (NRC)”.    
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Stakeholder Involvement 
 
The proposed professional provider fee schedule was placed on www.ohiobwc.com on May 28, 
2010. The following stakeholders were notified via email and were given until June 11, 2010 to 
submit comments to BWC via a dedicated email box, providerfeedback@bwc.state.oh.us:   
 

 BWC’s Managed Care Organizations and the MCO League representative 

 BWC’s internal medical provider stakeholder list - 68 persons representing 56 medical 
provider associations/groups 

 Ohio Association for Justice 

 Employer Organizations 
o National Federation of Independent Business (NFIB) 
o Ohio Chamber of Commerce  

 BWC’s Self-Insured Division’s employer distribution list 
 
Feedback received by BWC is summarized on the Stakeholder Feedback Summary 
Spreadsheet. 
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4123-6-08 Bureau fee schedule. 

(A) Pursuant to division (A)(8) of section 4121.441 of the Revised Code, the administrator of 
workers’ compensation, with the advice and consent of the bureau of workers’ compensation 
board of directors, shall develop, maintain, and publish a provider fee schedule for the various 
types of billing codes. The administrator hereby adopts the fee schedule indicated in the attached 
appendix A, developed with provider and employer input effective November 1, 2009 October 25, 
2010. 

(B) Whether the MCO has elected to retain a provider panel or not, an MCO may contract with 
providers. Every provider contract shall describe the method of payment to the providers. The 
MCO shall provide an MCO fee schedule to each provider that contracts with the MCO. The MCO 
fee schedule may be at different rates than the bureau fee schedule. The MCO shall make the 
MCO fee schedule available to the bureau as part of its application for certification. The bureau 
shall maintain the MCO fee schedule as proprietary information. 

Appendix A 

BUREAU OF WORKERS’ COMPENSATION 

PROFESSIONAL PROVIDER FEE SCHEDULE 

EFFECTIVE NOVEMBER 1, 2009OCTOBER 25, 2010 

 

Effective: 10/25/2010 
 
R.C. 119.032 review dates: 3/1/2009 
 
Promulgated Under: 119.03 
Statutory Authority: 4121.12, 4121.30, 4121.31, 4123.05 
Rule Amplifies: 4121.121, 4121.44, 4121.441, 4123.66 
Prior Effective Dates: 2/16/96, 1/1/01, 2/19/09 
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BWC 2010 Proposed Professional Provider and Medical Services 

Fee Schedule Update 
 

Medical Service Enhancements 

 
Prompt, effective medical care makes a big difference for those injured on the job. It is often the 

key to a quicker recovery and timely return-to-work and quality of life for injured workers. Thus, 

maintaining a network of dependable medical and vocational rehabilitation service providers 

ensures injured workers get the prompt care they need. It also ensures access to quality, cost-

effective service. Access for injured workers means the availability of appropriate treatment, 

which facilitates faster recovery and a prompt, safe return to work. For employers, it also means 

the availability of appropriate, cost-effective treatment provided on the basis of medical 

necessity. 

 

The Medical Services Division has focused on improving its core medical services functions. 

Our goals are as follows: enhance our medical provider network, establish a better benefits plan, 

institute an updated and competitive provider fee schedule, improve our managed care processes, 

and establish excellent medical bill payment services. 

 

Professional Provider Fee Schedule 
 

Introduction and Methodology 

As stated, implementing a sound and effective provider fee schedule is a critical component of 

the Medical Services Division’s goals. The Ohio Bureau of Workers Compensation reimburses 

over 70,000 providers for medical services rendered to Ohio’s injured workers. An appropriate 

fee schedule is integral to maintaining an effective and comprehensive network of physicians, 

specialists, and support services and supplies. An equitable and competitive fee for the right 

medical service is essential to maintain a quality provider network across the wide range of 

necessary provider disciplines.  The fee schedule for provider and professional services was 

updated twice in 2009, with the initial updates being implemented in February 2009, and the 

second updates being implemented in November 2009. 

 

The Medical Services Division, pursuant to the yearly fee schedule maintenance schedule has 

completed a review of the current fee schedule with the goal of implementing updated Medicare 

base data used in BWC’s calculations, and identifying corrections to benefit coverage or pricing.  

The proposed updates to the current 2009 BWC fee schedule resulted from the following steps: 

 

A. The evaluation of the 2009 Ohio Fee Schedule against the 2010 coding publication 

for the Federal Center for Medicare and Medicaid Services’ 2010 providers and 

services fee reimbursements; 

B. A review of the current 2009 Professional Provider and Medical Services fee 

schedule as adopted to identify benefit coverage and/or policy changes. 
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Calculating Provider Fees Per the CPT codes   

BWC currently utilizes the Resource-Based Relative Value Scale (RBRVS) developed in 1992, 

by the Federal Center for Medicare and Medicaid Services (CMS) for professional 

reimbursements associated with the CPT© codes. Each year Medicare updates its CPT fees 

under the RBRVS approach. The fee schedule includes services such as office visits, hospital 

care, procedures, etc.  Medicare fees are composed of two component parts: the relative value 

unit (RVU) and a conversion factor (CF).    

 

The foundation of RBRVS is a strong, empirical research methodology.  BWC has utilized the 

RBRVS, at least, since 1997.  The original foundation for RVUs resulted from a late 1980s 

Harvard University study.
1
  CMS, as indicated above, maintains the schedule and Congress is 

required to update the RVUs no less than every five years, as well as develop RVUs for new 

services.   As part of this updating process, CMS relies on the advice and recommendations from 

the American Medical Association/Specialty Society Relative Value Scale Update Committee 

(RUC). 

 

An individual RVU is calculated for each procedure by looking at the associated relative work 

and costs of services. RVUs allow comparison of apples to oranges (i.e., surgery to primary care 

visits) and can relatively and appropriately set the allowable payment for any service in any 

specialty.
2
  Each specific CPT code for a medical service is assigned a RVU based on the degree 

of service intensity the procedure requires. Further, the RVUs reflect costs for overhead and 

malpractice expenses.  Finally, there is a regional cost adjustment. The regional cost adjustment 

is called the Geographical Practice Cost Index (GPCI).   There is a separate GPCI for work 

expended, overhead, and malpractice.   

 

The fee, or the amount of payment, for service, is a function of the multiplication of the service’s 

designated RVU by the ―conversion factor (CF).  The CF is the dollar amount selected for that 

category of service.  CMS cannot change its overall budget, which requires CMS to use a budget 

neutrality factor to maintain reimbursement expenditures in line with the budget.   If the RVU 

adjustments results in a change to CMS’s budget picture, CMS will appropriately modify the CF 

to redress the budget neutrality issue.  While the BWC adopts Medicare’s RVUs for relevant 

CPT Codes, we use our own CF to set the final fee for service.  

 

                                                 
1
 Laura A. Dummit, The Basics: Relative Value Units (RVUs), National Health Policy Forum, The George 

Washington University, (February 12, 2009) 
2
 Johnson and Newton, Resource-Based Relative Value Units: A Primer for Academic Family Physicians, 

Department of Family Medicine, University of North Carolina (2002) 
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The following table provides BWCs current CF. 

 
 

The following table demonstrates the payment calculation for two varied services – a simple 

laceration repair and total knee replacement: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Calculating Provider Fees Utilizing HCPCS Codes 

The 3600 HCPCS codes mentioned earlier includes services such as durable medical equipment, 

supplies, medications, vision services, prosthetics and others.  Medicare annually evaluates all of 

* Injections proposed to be paid at $50.00 CF 
**Pathology is currently paid at 125% of Medicare Fee Schedule 
*** Anesthesia is currently paid at $42.50 time the number of base units plus $42.50 per 15 minutes 
Medicare has a single CF of $ 36.000    Medicare’s Anesthesia base rate is $21.114 

Current Conversion  Factors 

Service Grouping Current 
% over  

Medicare 

Radiology 51.00 $         141% 

Physical Medicine 51.00 $         141% 

General Medicine 51.00 $         141% 

Surgery (*) 79.10 $         221% 

Pathology (**) See Below 

Anesthesia (***) 42.50 $         201% 

Calculating Fee Schedule for a CPT code Calculating Fee Schedule for a CPT code 

$3,191.71 $296.26 Reimbursement Rate (Fee Schedule) 

$79.10 $79.10 Times Conversion Factor 

40.35 3.74 Sum of Products 

4.053 1.232 3.2897 0.2464 1.232 0.2000 Malpractice 

13.209 0.927 13.1704 1.7613 0.927 1.9000 Practice Expense 

23.087 0.993 23.249 1.7377 0.993 1.7499 Work 

Product GPCI RVU Product GPCI RVU Calculation 

27447  - total knee replacement 
12001  - simple laceration  
repair Fee Schedule 
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the services and supplies listed under those codes and establish a fee for each of those services.   

The BWC has, at least since 1997, utilized the Medicare set fees with a twenty percent (20%) 

addition. 

 

An example of a HCPCS calculation is as follows:  calculation for a: Range of Motion Device 

(rental) 

  Medicare Fee  +     20%    =     Provider Fee 

        $22.00        +    $4.40   =        $26.00 

 

Calculating Provider Fees Utilizing 66 Local Codes 

The 66 Local codes include services such as supplies, mileage reimbursement, and others.   

Local codes have been devised to assign a coding scheme for services not included in the 

Medicare HCPCS manual.  The BWC performs market pricing to establish the recommended fee 

schedule for professional services and products placed under these codes. 

 

2010 Proposed Fee Schedule Recommendations and Analysis 

Medical Services recommends that BWC adopt Medicare’s 2010 RVUs for all relevant CPT 

codes.  In 2010, the CMS adopted several major changes to the practice-expense portion of the 

relative value unit system that determines pay for individual services, along with more minor 

changes to the work and liability insurance RVUs.  The CMS based some of its RVU changes 

on new information from the Physician Practice Information Survey, a joint effort led by the 

American Medical Association and including 72 specialty societies — among them the 

American College of Radiology and American College of Cardiology, as well as other 

professional health care organizations.  The results were modest increases in average pay for 

physicians traditionally considered to be in primary care, but larger reductions in average pay for 

some other specialists, especially Radiology. 

 

Medical Services further recommends that the current conversion factors, as exhibited in table 

above, remain at their current level.  When evaluating the objective of access to quality care 

against the projected impact of the changes in RVU as illustrated in the table below, it is Medical 

Services belief that access to quality care can be maintained.   

 

Projected Impact of RVU 

 

 

 

 

 

 

 

 

 

 

 

 

 

Specialty 

Percent 

Change 

Evaluation & Management 5.3% 

Gen Med -0.3% 

Pathology -1.9% 

Phys Med 1.6% 

Radiology *-7.8% 

Surgery 1.3% 

Therapeutic  Injection 12.3% 

Undefined 0.0% 

HCPCS & Local Codes -0.2% 

  TOTALS 1.6% 
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Given the potential impact on Radiology reimbursement, a projected 7% decrease, BWC did 

perform further analysis to determine if an Ohio adjustment to offset the RVU impact was 

warranted.   Our research indicated that CMS made a decision to increase the imaging equipment 

utilization rate assumption within the practice-expense RVUs.  What this means is that Medicare 

assumes the amount of time advanced diagnostic imaging equipment is in use during physician 

office hours will increase from 50% to 90% over the next four years.  Given the projected 

increase in usage volume, a decrease in the relative value of radiology service is and will 

continue to be necessitated over the next few years to appropriately reflect the proper expense 

level for each service.  Per that analysis, and Medical Services not having identified an access to 

quality care for this service for Ohio injured workers, the conclusion was that it is appropriate to 

maintain the current conversion factor level for radiological services. 

Medical Services further recommends the adoption of Medicare’s 2010 HCPCS fees with a 

twenty percent (20%) addition.  The 2010 HCPCS were marginally adjusted from the 2009 

Medicare fees.   

 

Medical Services further recommend adding additional HCPCS codes to facilitate additional 

ease in providers rendering and billing for certain selected services.  We proposed to add HCPCS 

code S0630 removal of sutures by another qualifying medical professional, other than the 

physician that placed the sutures.  This code is being added to enable physicians to bill for 

follow-up care for minor surgeries performed in the emergency department.   CPT code 12001 

(simple repair of a superficial wound) is one of the most frequently billed services to Ohio BWC 

(#24).  Generally, this initial repair is performed in an emergency department.  Injured workers 

usually return to a different setting (clinic/office) to have the sutures removed, which proves to 

be more convenient for an IW as well as being a more cost effective site of service.  The BWC 

recognizes the benefit of access to care when post-op suture removal is rendered by a provider 

other than the ED physician.  Therefore we believe this to be a positive inclusion within the 

benefit package. 

 

Medical Services further recommend the addition of HCPCS code S0209 for wheelchair van 

mileage.  This code is being added to provide a specific reimbursement for wheelchair van 

mileage.  The BWC has many injured workers that are wheelchair bound who require routine 

transportation between home and other sites, such as a physician office or a hospital outpatient 

clinic.  By adding this code, we can ensure that companies that transport injured workers will be 

appropriately reimbursed.  Additionally, this code allows BWC to better evaluate and manage 

injured workers’ transportation needs.  

 

Medical Services further recommend the addition of HCPCS code S5199 Personal care items 

and HCPCS code S8301 infection control supplies.  These codes are being added to have a 

specific reimbursement for items such as wipes and anti-bacterial soap. 

 

Lastly, Medical Services recommends addition of a category of service titled ―Never Covered 

(NC), and a modification of the title for ―Non-Covered‖ to ―Not Routinely Covered (NRC)‖.   

These two changes are being made to reduce the confusion that occurred as a result of the 

application of the Miller Test.   Procedures and services listed as ―Non-Covered‖ were defined as 

not covered unless application of the Miller criteria (see OAC 4123-6-16.2(B)(1) – (B)(3)) 

required an exception.   Based on feedback and analysis, it was determined that a title of ―Not 
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Routinely Covered‖ better reflected the reality of the impact of the Miller Test on those 

procedures and services.   Additionally, there are certain procedures and services (i.e. application 

of hot and cold packs) which will never be covered under the benefit plan.  Therefore, to further 

reduce confusion and the misapplication of the Miller test to those procedures and services, the 

new category of ―Never Covered‖ is being created. 

 

Projected Impacts and Outcomes 

 
The financial impact to the state fund is estimated to increase by approximately 2% or 

$2,568,606.00.  The addition of the new codes will increase the ease of access to injured worker 

to receive appropriate services.  Further, the addition of the new codes will reduce challenges 

which providers have faced in rendering and receiving reimbursement for related services.   

Lastly, the recommended changes will bring additional clarity to benefits which are covered, or 

which can be covered pursuant to the application of the Miller Test, versus services which have 

been determined never covered under the Ohio BWC workers’ compensation benefit plan. 

 



Line # Rule # / Subject Matter Stakeholder Draft Rule Suggestions Stakeholder Rationale BWC Response Resolution

1

Increase in 

reimbursement, 

particularly office visits

Nancy Seymour/SI 

administrator

Would like to see fees for office 

service decrease

The 2009 increase in the Conversion Factor 

coupled with the increase in Relative Value 

Unit for Evaluation and Management services 

has made an impact on their medical expenses

BWC understands and expected that a 

potential increase in this area of 

reimbursement would occur, as the 2009 

reimbursement rate was increased with the 

goal of ensuring ensuring access to quality 

care for Ohio's injured workers. The increase 

reflected the reimbursement level necessary 

to facilitate that goal.   Analysis of the 

environment did not result in a different 

finding.

Maintain recommendation for 

Conversion Factor.

2

Pricing of additional 

HCPCS codes

Cory Wedding/Modern 

Medical

Would like to have two new HCPCS 

codes added to the fee schedule 

along with the new additions in the 

July, 2010 HCPCS update 

HCPCS code E1340 was deleted from the 

2010 HCPCS codes. New codes have replaced 

them.  Additionally, several codes will be added 

in July, 2010 which he would recommend be 

included

The codes that the are a part of the 

stakeholder inquiry were not evaluated as 

they were not a part of the Medicare data 

download against which BWC evaluated 

procedures and services.  BWC has 

evaluated the codes presented by the 

stakeholder.  HCPCS code K0739 and 

K0740 did replace a previously deleted code 

and both will be priced and added into the 

rule.  There are six additional newly created 

HCPCS codes which would be new to BWC's 

benefit plan, and will need to be vetted to 

determine inclusion as part of the 2011 

update or benefit plan.   

HCPCS code K0739 and K0740 will be 

priced and added into the rule.  

4

Additional codes for 

mileage reimbursement 

for PT/OT services on 

the medical services fee 

schedule

Rick Wickstrom/President 

Workability Network

Would like to have travel 

reimbursement added for PT/OT 

mileage

PT and OTs should be paid for all travel time 

and mileage both at home and work-site 

locations

BWC does not reimburse travel time and 

mileage to individual PT/OT providers under 

this particular fee schedule. PT/OT providers 

in order to render services under this fee 

schedule must be a staff member of a BWC 

certified home health agency.  PT/OT 

providers can receive travel time and mileage 

reimbursement via the home health agency 

for which they are rendering services . On an 

individual provider basis, travel time and 

mileage for work site therapy is a benefit 

included as part of the Vocational 

Rehabilitation fee schedule (RAW program).  

Maintain current benefit plan and fee 

recommendations.

Stakeholder feedback and recommendations for changes to the BWC Professional Provider and Medical Services Fee Schedule - O.A.C. 4123-6-08 

Page 1 of 1



12 - Month Medical Services & Safety Calendar 
Date June 2010 Notes 

6/17/10 1.  Medical & Service Provider Fee Schedule (1st read)  

 2.  Medical Services Report  

   

Date July 2010  

7/28/10 1.  Medical & Service Provider Fee Schedule (2nd read)  

 2.  Customer Services Report  

Date August 2010  

8/26/10 1.  Medical Services Report  

   

Date September 2010  

9/23/10 1.  Inpatient Hospital Fee Schedule (1st read)   

 2.  Vocational Rehab fee schedule (1st read)  

 3.  Customer Services Report  

Date October 2010  

10/21/10 1.  Outpatient Hospital Fee Schedule (1st read)  

 2.  Inpatient Hospital Fee Schedule (2nd read)  

 3.  Vocational Rehab fee schedule (2nd read)  

 4.  Committee Charter review (1st read)  

 5.  Medical Services Report  

 November 2010  

11/18/10 1.  Outpatient Hospital Fee Schedule (2nd read)  

 2.  Ambulatory Surgical Center Fee Schedule Rule (1st read)  

 3.  Committee Charter Review (2nd read)  

 4.  Customer Services Report  

 December 2010  

12/15/10 
1.  Update Medical and Service Provider Fee Schedule to conform with new 

Medicare rates (possible waive 2nd read)  

 2.  Ambulatory Surgical Center Fee Schedule Rule (2nd read)  

 3.  Medical Services Report  

   

 2011  

   

Date January 2011  

TBD 1.  Customer Services Report  

Date February 2011  

TBD 1.  Medical Services Report  

Date March 2011  

 1.  Customer Services Report  

Date April 2011  

TBD 1.  Medical Services Report  

   

Date May 2011  

TBD   
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