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• Stay connected and find out What’s 
New! Scan and Get registered for 
current news about the Industrial 
Commission of Arizona.



Current 2025 Claims Seminar Manual
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• Scan and Download the current 
• 2025 ICA Claims Seminar Manual



Adjuster Authorization?
Log into Community Account & 
Register in ‘Class Registration
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Celebrating 100 Years

Medical Resource Office

Celebrating 100 Years



About Me

Valerie Ruiz MPH, RDH, PMP

The Program Manager of the MRO Division 
ICA. With more than two decades of experience 
in healthcare, she brings a wealth of clinical 
expertise and program management acumen to 
her role. Valerie holds a Master of Public Health 
(MPH), is a Registered Dental Hygienist (RDH), 
and maintains her Project Management 
Professional (PMP) certification.
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Agenda 

• Initial Injury
• Directing Care

• Ongoing Treatment
• Documentation 

• Fee Schedule
• Payments

• Release from Active Care
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Presenter Notes
Presentation Notes
Some of this today’s information may  be familiar if you have attended our previous trainings on treatment guidelines, preauthorization and peer reviews. These are the fundamentals that must be reviewed to ensure the understanding of these processes. However, there are some updates that have been added so you will get some new information from today’s presentation. 

Today’s agenda will be on: 
Injury
Initial Visit
directing care
TX guidelines
Documentation
FS
Payments 
Release from Active Care
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Initial Injury
A.R.S. § 23-908 (A)

Medical treatment does not 
include: onetime, short-term 
treatment by nonmedical staff that 
requires little technology or 
training to administer, including 
treatment of minor scratches, cuts, 
burns and splinters and other 
issues that ordinarily do not 
require medical care

Presenter Notes
Presentation Notes
ARS 23-908 Is related to recordable (the employer should record every injury) versus reportable (injuries that require medical care) and a bill is generated. 
Definition of Medical TX For the purposes of this subsection, medical treatment does not include any onetime, short-term treatment by nonmedical staff that requires little technology or training to administer, including treatment of minor scratches, cuts, burns and splinters and other issues that ordinarily do not require medical care



Directing Care A.R.S. § 23-908(F)
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An employer can direct an injured 
employee to a physician of the 
employer’s choice for a one-time 
evaluation. Following that visit, the 
injured worker may return to that 
physician or pursue treatment with 
a physician of his/her choice.  

There are exceptions to this rule …………

Presenter Notes
Presentation Notes
An employer can direct an injured employee to a physician of the employer’s choice for a one-time evaluation. Following that visit, the injured worker may return to that physician or pursue treatment with a physician of his/her choice.



Directing Care

Self-insured 
employer 
that has complied 
with the 
requirements of 
A.R.S. § 23-1070(F)
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Presenter Notes
Presentation Notes
On the right you will find a list of self-insured employers; however, only the ones with the check marks in last box have complied with the requirements and can direct care the entire time. 

You can find an inclusive list on the claims division webpage on the ICA website. 



Ongoing Treatment A.R.S. § 23-1062

“…shall receive 
[medical, surgical, and 
hospital benefits or 
other 
treatment...reasonably 
required [emphasis 
added] at the time of 
the injury, and during 
the period of disability.”
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Presenter Notes
Presentation Notes
The injured worker, “…shall receive [medical, surgical, and hospital benefits or other treatment...reasonably required [emphasis added] at the time of the injury, and during the period of disability.”

Benefits that are also included in the medical benefits are translation services and reimbursement for reasonable travel expenses if the employee must travel more than twenty-five miles from the employee's place of residence to obtain medical care for the injury.

If you the payer chooses to deny treatment or services then you should include documentation on your justification for the denial. 



Legible Medical Reports
A.R.S. § 23-908 (A)
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“…full and complete 
report of every known 
injury to the employee 
arising out of or in the 
course of employment 
and resulting in loss of 
life or injury.”

Presenter Notes
Presentation Notes
Every employer that is affected by this chapter, and every physician who attends an injured employee of that employer, shall file with the commission and the employer's insurance carrier from time to time a full and complete report of every known injury to the employee arising out of or in the course of employment and resulting in loss of life or injury requiring medical treatment. 



Documentation A.R.S. § 23-1062.01 

12

✔Correct patient information

✔Correct provider information

✔Appropriate medical coding –
values and units

✔Date and dates of service

✔Legible medical reports are 
required

Presenter Notes
Presentation Notes
It is important to note: Billing Does NOT have to be on a HCFA (pronounced HICFA) 1500 form – Often Mental health professionals and massage therapists have their organization specific internal form that is used. This should not be a cause for denial of benefits.
Correct patient information
Correct provider information
Appropriate medical coding – values and units
Date and dates of service
Legible medical reports are required





Reimbursement Timeline
A.R.S. § 23-1062.01
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Invoice 
Received

Determination
30 days following receipt or 

acceptance of claim

Payment 30 days 
following determination

Presenter Notes
Presentation Notes
Invoice is received, 30 days to determine payment and 30 days to make the payment

Under Arizona workers’ compensation law, a healthcare provider is entitled to timely payment for services rendered. An insurance carrier, self-insured employer or claims processing representative shall make a determination whether to deny or pay a medical bill on an accepted claim, in whole or in part, including the decision as to the amount to pay, within thirty days from the date the claim is accepted, if the billing is received before the date of acceptance, or within thirty days from the date of the receipt of the billing if the billing is received after the date of acceptance. All billing denials shall be based on reasonable justification. The insurance carrier, self-insured employer, or claims processing representative shall pay the approved portion of the billing within thirty days after the determination for payment is made. If the billing is not paid within the applicable time period, the insurance carrier, self-insured employer, or claims processing representative shall pay interest to the health provider on the billing at a rate that is equal to the legal rate. Interest shall be calculated beginning on the date that the payment to the healthcare provider is due



Fee Schedule 
A.R.S. § 23-908(B)

“fix a schedule of fees to be charged to physicians, 
physical therapists or occupational therapists 
attending injured employees and . . . for 
prescription medicines required to treat an injured 
employee” and to “annually review the schedule of 
fees.” 
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Presenter Notes
Presentation Notes
Arizona Revised Statute 23-908 instructs the Commission to 
Maintain a schedule of fees to reimburse professional services, and
Review the Fee Schedule annually and update as deemed appropriate

The Medical Resource Office is in charge of carrying out the direction in this statute. In order to accomplish this, we follow a process each year that culminates in an updated Fee Schedule that is effective on May 1 of each year. This process has two main components.

The first component deals with the reimbursement values. Towards the end of each year, we work with a contractor and gather the RVUs from the Medicare Physicians’ Fee Schedule. We use this data to create tables with reimbursement values that are calculated by multiplying each service code’s RVU by a conversion factor. We start out with the conversion factor that was used in the previous year’s Fee Schedule to obtain our initial draft. We then evaluate the impact of this data by comparing it to previous year’s data and looking at the change in overall professional healthcare related expenditures. We will then determine the fiscal impact of any change to our system and whether we may need to update the conversion factors.

The second part is looking at  regulations and areas to improve the Guidelines. We have added language to clarify reimbursement for certain services and in some instances, changed how they are reimbursed altogether. The most recent Fee Schedule, for example, features an update in language in the HCPCS guidelines to add clarification to reimbursement for DME items and services that are listed as By Report, have no listed value, or are not included in the fee schedule. This change was initiated due to stakeholder feedback. We document stakeholder input, and many updates ARE based on input and feedback.

After all of this work, the office will consult with the Director's Office, The Legal Division, and other stakeholders to develop the initial proposal for the annual fee schedule update

We are continually monitoring activity in the workers’ compensation system, not only in Arizona, but Nationally as well. We evaluate policies, practices, and regulations to explore what may potentially be best practices here in Arizona. Ultimately, the goal is to ensure that workers who suffer a compensable injury, are able to return to their pre-injury, or as close to it as possible state AND that their rights according to Arizona statute are preserved. This process is ongoing. 

We encourage stakeholders to contact us with questions or suggestions with the fee schedule. 




What’s New in the 2025/2026 Fee 
Schedule?
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Presenter Notes
Presentation Notes
Now lets go over the significant changes in the Fee Schedule for 5/1/2025. 



Introduction 

Added to Resources:
● The Diagnostic and Statistical Manual of Mental Disorders,

Fifth Edition, Text Revision (DSM-5-TR)
● ICD-10 Version 2019

Section A(15) pg. 5
● Added additional guidance for mental health providers

when establishing a diagnosis for injured workers In intro
section A(15)
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Presenter Notes
Presentation Notes
The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision (DSM-5-TR) and ICD-10 2019 has been added to resource section in Intro Introduction Section A(15) pg. 5
Added additional guidance for mental health providers when establishing a diagnosis for injured workers In intro section A(15)
	15. Healthcare providers shall use the appropriate International Statistical Classification of Disease and Related Health Problems (ICD-10 code(s)) published by the World Health Organization (WHO) to classify and code all diseases, signs, and symptoms, abnormal findings, social circumstances, and external causes of injury and/or disease. Mental health providers shall reference the most recent published version of the Diagnostic and Statistical Manual of Mental Disorder (DSM) published by the American Psychiatric Association to define and classify mental disorders when establishing the appropriate ICD-10 code(s). 



Physical Medicine & Rehabilitation

Addition to the bottom of C:

Reimbursement for therapeutic procedures in 
excess of the maximum, without prior 
approval, shall not affect reimbursement for 
therapeutic procedures performed within the 
allowed maximum.
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Presenter Notes
Presentation Notes
Physical Medicine and rehabilitation guidelines 
CPT® codes describing therapeutic procedures (97110-97150 and 97530-97546) are not subject to the multiple modality rule and shall be paid at 100% of their listed value. When performing therapeutic procedure(s), (excluding work hardening/conditioning, 97545-97546, and physical test or measures for functional capacity evaluation, 97750), a maximum of four (4) units or 67 minutes is allowed each day. Approval must be obtained from the payer prior to performing therapeutic procedures in excess of this maximum (e.g. when multiple body parts are treated in a single visit). Reimbursement for therapeutic procedures in excess of the maximum, without prior approval, shall not affect reimbursement for therapeutic procedures performed within the allowed maximum.



HCPCS Guidelines
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DME items that are listed By Report, no listed value, 
or not included in FS:
● Shall be reimbursed at 140% of cost
● DME provider must include copy of original invoice
● Provider must disclose any rebates, reductions, 

discounts or relationship
● Reimbursement may also be predetermined 

agreement between the provider and payer

Presenter Notes
Presentation Notes
A (7) The Reimbursement section of HCPCS Guidelines has been revised per stakeholder meetings that were held. We appreciate all of the stakeholders who were able to attend and provide their input. 
DME items that are listed as By Report, have no listed value, or are not included in the fee schedule, shall be reimbursed at 140% of the actual cost. The DME provider shall include a copy of the original invoice for each item. No additional reimbursement for shipping or delivery shall be provided. If the DME was procured from an intermediary entity (e.g., wholesaler) and not the original manufacturer, the provider must disclose any rebates, reductions, discounts, or relationship with that intermediary entity and the impact on the original manufacturer’s cost of that item. Reimbursement may also be based on a predetermined agreement between the provider and the payer.



HCPCS Guidelines

A(8) was newly added to Reimbursement

Services that are listed as By Report, have no listed value, or are 
not included in the fee schedule, shall be reimbursed based on a 
predetermined agreement between the provider and the payer.

C(5) was added to Billing

Actual shipping or delivery costs necessary to transit DME to the injured 
worker may be billed except those DME items described in 
Subsection (A)(7). Documentation demonstrating the cost of shipping 
shall be included with the invoice.

19



Misunderstood Sections of  Fee Schedule
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Presenter Notes
Presentation Notes
The Medical Resource Office is aware that most carriers use bill review services; however, we feel it is important for adjusters to understand these areas as we will contact the you the adjuster with billing issues. You may need to instruct the bill review how to correctly pay a code. 



Ground Ambulance Services 
A.R.S. § 36-2239A.R.S. § 36-2239
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Presenter Notes
Presentation Notes
ARS 36-2239 establishes that fees for ground ambulance service providers are set by the Arizona Department of Health Services. The law also states that, quote, “an ambulance service shall not charge, demand or collect any remuneration for any service greater or less than or different from the rate or charge determined and fixed by the department as the rate or charge for that service.”

While the Fee Schedule does not apply to ground ambulance service providers, ARS 36-2239 does apply in the worker’s compensation setting. As such, the expectation is that their invoices are paid in compliance with the statute. The Commission added language to the  Fee Schedule clarifying this expectation.

Please note, this does not apply to air ambulance service providers as there are other laws governing their services. 

Ambulance Service Providers are essential to the Worker’s Compensation system.



Arizona Specific Codes-AZ003/AZ004
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Presenter Notes
Presentation Notes
AZ003 and AZ004 were implemented to reimburse healthcare providers for their time spent interacting with a nurse case manager (NCM) and are valid
�AZ003 may be billed if time is spent discussing a patient‘s treatment plan or other related information with the NCM when they are present with the patient. This should not be billed if there is no interaction with the NCM who is present during the time that a service, which is billed using a separate CPT® code, is performed. The documentation must include:
The name of the NCM
The name of the organization the NCM is representing
The purpose of the interaction
�AZ004 may be billed if time is spent discussing a patient’s treatment plan or other related information with the NCM when the patient is not present. The documentation must include:
The name of the NCM
The name of the organization the NCM is representing
The purpose of the interaction
�Healthcare providers should be reimbursed according to the current Fee Schedule when these services are performed and the documentation, as indicated above, is included with the invoice.




Arizona Specific Codes-AZ005

23

Presenter Notes
Presentation Notes
Code AZ005 – this code should be billed and reimbursed when the healthcare provider completes additional paperwork that is requested or required either by the Commission, the payer, or a third-party administrator. The form must be attached to the billing to justify the use of this code.

OK, let me clarify a few things. This code is not appropriate when a healthcare provider submits documentation that is part of the normal patient record. Exam notes, treatment notes and the like are not additional. Additional paperwork would be something like a return to work status, or work restrictions that are sent from the payer and require additional time for the physician to prepare and return.

We recently encountered a situation where the payer was requesting that the physician complete special forms in lieu of their regular documentation. In this case, it would require additional time from the healthcare provider’s office to complete the form. Additionally, it was requested by the payer. It seems to meet the criteria to justify billing the codes. Be aware of requests that require additional time from a healthcare provider.

The intent of code AZ005 is to reimburse healthcare providers when additional resources are requested or required to manage a workers' compensation patient. The description is:
�Completion of workers’ compensation insurance forms (i.e. return-to-work status, work restrictions, supportive care restrictions) which are requested or required either by the Commission, the applicable payer (insurance, self-insured employer, or the Special Fund of the Commission), or a third-party administrator of the applicable payer, not to exceed more than one billing in a thirty (30) day period. The applicable form must be attached to the billing.
�Physicians who treat WC patients normally bill for E/M services. These services include medical decision making, counseling, and coordination of care. Determining functional capacity is inclusive and part of an E/M service. It is normal practice to evaluate a patient and make medical decisions regarding their ability to perform ADLs and their normal job functions. This is done regularly for patients who suffer injuries that are not related to their work. Documenting the services provided during an E/M visit is also inclusive. It stands to reason then, that if the physician has billed for a service that includes the history, examination, medical decision making, counseling, and coordination of care, there are no additional resources required to provide the documentation of that visit.
�Going back to AZ005. If the insurance makes a request that requires additional resources, this code should be considered. Keeping in mind that the physician has been reimbursed to determine the patient’s status and manage their care, providing that documentation does not necessarily require additional resources. However, if the physician has been sent specific forms that do require additional resources, as stated earlier, the code should be considered and reimbursed appropriately so long as the documentation demonstrates the use of additional forms or resources.
�The Commission acknowledges that providing services to injured workers may, at times, require additional resources. There are two mechanisms in place external to the use of AZ005. First, the Fee Schedule establishes reimbursement values that are substantially higher than the reimbursement rates for Medicare and commercial payers. The other mechanism is that the level of E/M service that may be billed is determined based on multiple factors including the complexity of the injury and the time spent managing the patient. There are additional E/M codes that may be billed when additional resources are needed to manage a patient. AZ005 should only be used as described previously. The form that was requested should accompany the billing invoice.
�If you believe you have met the criteria in the code description to bill and be reimbursed for AZ005, please appeal the payer's decision explaining how the criteria was met. If, after appealing their decision, the issue is not resolved to your satisfaction, please contact Renee or me and we can assist with communication with the payer.




Pharmaceutical Fee Schedule
A.R.S. § 32- 1963.01(L)
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Whenever possible: 
(1) medical practitioners should 
prescribe less costly drugs; and 
(2) pharmacies and medical 
practitioners (under Section VII) 
should dispense generic drugs with 
lower AWP values; 
(3) medical practitioners (under 
Section VI) should administer generic 
drugs with lower AWP values. 

Presenter Notes
Presentation Notes
Generic drugs must be dispensed or administered to injured employees when appropriate. For purposes of this subsection, the definitions in A.R.S. § 32- 1963.01(L) apply. 
Whenever possible: 
medical practitioners should prescribe less costly drugs; and 
pharmacies and medical practitioners (under Section VII) should dispense generic drugs with lower AWP values; 
medical practitioners (under Section VI) should administer generic drugs with lower AWP values. 





Pharmaceutical Fee Schedule
Dispensed vs. Administered
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Presenter Notes
Presentation Notes
The difference between dispensed and administered medication, the dispensed should be paid based on pharmaceutical FS, and the administered should be paid based on the NDC. 



ODG Drug Formulary
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Presenter Notes
Presentation Notes

The ODG Drug Formulary can be found on our website at azica.gov. You can use it on our website at no cost. However, the subscription does require a fee through ODG. 



ODG Drug Formulary

27

Presenter Notes
Presentation Notes
Now lets take a look at the drug formulary by ODG. You will notice the Green Y and the Red N  -  Green Y means generally allowed and Red N does not mean NO, but means more information is required- this is where you as the payer would need to review the supporting documentation from the provider to determine if the N drug is warranted.



Treatment Guidelines
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Presenter Notes
Presentation Notes

Prescribe the use of evidence-based medical treatment guidelines as a tool to support clinical decision making and quality health care delivery to injured employees within the context of Arizona’s workers’ compensation system; 
Adopt the Official Disability Guidelines – Treatment in Workers Compensation (“ODG”), by MCG Health, as the standard reference for evidence-based medicine;
Outline a noncompulsory process for a medical provider or injured employee to seek preauthorization from a payer for medical services or treatment; 
Establish an administrative review process to help resolve disputes between medical providers/injured employees and payers; and
Outline procedures for bringing unresolved disputes to the Industrial Commission for hearing. 



MRO 1.1 Medical 
Treatment 
Preauthorization
Form 

29

Presenter Notes
Presentation Notes
The MRO 1.1 Medical TX Preauthorization Form has a new look and is now 2 pages

No preauthorization is required under the Arizona Workers’ Compensation Act, A.R.S. Title 23, Ch.6, Articles 1 through 11, to ensure payment for reasonably required medical treatment or services. While preauthorization is not required under the Act, a provider may seek preauthorization. This is a copy of the form. A healthcare provider can either download and print the form or complete a copy of the form in a PDF editor. Let’s start with section 1 (Animation) at the top.
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Presenter Notes
Presentation Notes
Section 1 is completed by the healthcare provider, patient or their representative. On our webpage there is a link to this form that also includes detailed instructions for each section

The healthcare provider, patient or their reprepresative will complete section 1 and include documentation to support the medical necessity and appropriateness of the requested treatment or services. After completing the form, it must be sent to the payer either through fax, email, or US postal service.  

When we talk to healthcare providers, we stress the importance that this form be completed entirely and that they include all of their documentation supporting the proposed treatment. 

If the request is incomplete, please return the request to the healthcare provider using their preferred method of communication as soon as possible and prior to the seven day deadline.
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7 Business Days

Presenter Notes
Presentation Notes
Let’s say your office has received a preauthorization request from a healthcare provider. Let’s go through your responsibilities as the payer.
You need to respond to the request by completing Section 2 which I am showing here.
You have (ANIMATION) seven business days to respond. The clock starts the day after your organization receives the request
Please indicate your determination here (ANIMATION). We recently had a peer review request where the healthcare provider indicated that the payer was non-responsive. After communicating with both parties, the payer did respond; however, she noted her response in writing at the bottom of the form. The provider did not see the response and simply thought the payer was returning the form without a decision. Again, please use section two and select the appropriate box.
If your decision is to approve the requested services and returned to the provider, the process is complete. There is nothing more to do.
If you decide to deny or partially deny the requested services, select the appropriate box and return it to the healthcare provider, patient or their representative ALONG with documentation on denial  

R20-5-130 (A) (B) states: 
A payer shall not deny a request for preauthorization solely because the guidelines do not address the requested treatment or services.
A payer shall not deny a request for preauthorization that is supported by the guidelines, unless the payer can rebut the presumption of reasonableness and correctness with a medical or psychological opinion establishing by a preponderance of the evidence that there is a contraindication or significant medical or psychological reason not to authorize the requested treatment or service.
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7 Business Days

Presenter Notes
Presentation Notes
Let’s say your office has received a preauthorization request from a healthcare provider. Let’s go through your responsibilities as the payer.
You need to respond to the request by completing Section 2 which I am showing here.
You have (ANIMATION) seven business days to respond. The clock starts the day after your organization receives the request
Please indicate your determination here (ANIMATION). We recently had a peer review request where the healthcare provider indicated that the payer was non-responsive. After communicating with both parties, the payer did respond; however, she noted her response in writing at the bottom of the form. The provider did not see the response and simply thought the payer was returning the form without a decision. Again, please use section two and select the appropriate box.
If your decision is to approve the requested services and returned to the provider, the process is complete. There is nothing more to do.
If you decide to deny or partially deny the requested services, select the appropriate box and return it to the healthcare provider, patient or their representative ALONG with documentation on denial  

R20-5-130 (A) (B) states: 
A payer shall not deny a request for preauthorization solely because the guidelines do not address the requested treatment or services.
A payer shall not deny a request for preauthorization that is supported by the guidelines, unless the payer can rebut the presumption of reasonableness and correctness with a medical or psychological opinion establishing by a preponderance of the evidence that there is a contraindication or significant medical or psychological reason not to authorize the requested treatment or service.
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99% of all Peer Review requests are due 

to no response within 7 business days

Presenter Notes
Presentation Notes
Section 5 should be used to request a peer review if there is no response within 7 business days from the payer for section 2 and or 4.  

Once Section 5  is completed, it should be sent to the Medical Resource Office at the ICA for review. If peer review is warranted, the request will be sent at the payer’s expense. 

99% of all peer review requests are due to non-response within 7 business days. No response is considered a denial!




Impairment Ratings R20-5-113(B)
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Shall determine whether the patient 
has sustained any impairment of 
function resulting from the industrial 
injury…

Shall provide a final signed 
report…that details the rating of 
impairment and the clinical findings 
that support the rating

Presenter Notes
Presentation Notes
The Introduction section of the Fee Schedule provides clear direction to healthcare providers.  Section E paragraph 9 states “When a healthcare provider discharges a claimant from treatment, the healthcare provider shall determine whether the employee has suffered any impairment of function.” Basically, they need to perform an evaluation to determine impairment at the time an injured worker is discharged. Paragraph 10 goes on to establish that the healthcare provider should include the impairment rating in the final signed report provided to the carrier or self-insured employer. 

The Fee Schedule Guidelines are based on Arizona Administrative Code, Rule 20-5-113. It is the responsibility of the treating healthcare provider to:

One – determine whether the patient sustained any impairment of function from the injury, and

Two – Provide the final report that details the final impairment rating.

Please let us know if you encounter this issue. We are always happy to provide education to all stakeholders.



Informal Payment Dispute Resolution 
Program

35

Presenter Notes
Presentation Notes
Informal Payment Dispute Resolution Program includes MRO as a liaison between the provider and payer to help resolve payment disputes. We realize adjusters do not always have control of the situation, but you are the contact for the payer, you can forward per your internal process. 

Informal Payment Disputes can only be submitted via the web form
We received about 50% of ground ambulance bills incorrectly paid




Be On the Lookout
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azica.gov

Presenter Notes
Presentation Notes
Continue to check out the Medical Resource Office Web Page for upcoming short videos on various topics.

I recommend going to the ICA home page and scrolling to the bottom of the front page and sign up for news from the ICA. This will keep you informed of MRO videos and trainings we plan to add this year. 

Also, this can keep you informed on other division as well. 



Big News for 2026 Fee Schedule
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Dental Fee Schedule!!!!!!!!!

Presenter Notes
Presentation Notes
Arizona Senate Bill 1551 was passed and this allows MRO to add the Dental Fee Schedule for 2026



Thank you
Valerie Ruiz
P: 480.868.6743
Email: mro@azica.gov
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