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lntroduction 

Welcome to CHOICE Provider Network, a division of Genex Services, LLC. CHOICE 
presents a workers' compensation health care delivery system carefully designed to 
significantly reduce the cost of health care services for the injured worker. We offer 
employers a select network of physicians, hospitals, occupational clinics and ancillary 

services all of which meet the CHOICE Provider Network standard of excellence. At 
CHOICE, we believe that one of the best ways to ensure the cost-effective delivery of quality 
health care is to identify qualified, knowledgeable providers who practice prudent health care 
management and are committed to quality, cost-effective health care and a shared return to 
work philosophy. 

It is our goal to ensure that each employee with a work-related injury or illness receives 
prompt and appropriate health care services. Our medical management process involves 
working directly with the employee as well as the provider who can facilitate many aspects 
of the treatment, recovery, and return to work for the employee. 

At CHOICE Provider Network, we believe that the key to a successful program is a well
developed working relationship with our providers and ongoing education and 
communication. We value your commitment to provide health care to members, and we look 
fotward to helping you serve our employers and their employees. 

Please take the time to review the information and materials contained in this manual. If you 
have any questions, or we can assist you in any way, please do not hesitate to contact a 
CHOICE Provider Network representative. 

We are never more than a phone call away! 

(813) 282-9801
(888) 823-5377

or
www .genexservices.com 

CHOICE Provider Network 
1408 N. Westshore Boulevard 

Suite 700 
Tampa, FL 33607 
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Disability Clas ificatious 

Workers' compensation .is paid based on the following four types of disability:

• Temporary Total Disability
• Temporary Partial Disability
• Permanent Partial Disability
• Permanent Total Disability

• Temporary Total Disability (TTD)

A disability that completely prevents an injured worker from returning to work for a
limited period of time. Many of the injured workers you will see may initially fall
into this classification. Based upon each individual employee, their sustained injury
and the type of work performed, a TTD is subject to reclassification as the injured
worker's condition improves and changes.

• Temporary Partial Disability (TPD)

An injury or illness, which prevents the worker from performing at full capacity for a
temporary period of time. Often a worker is reclassified from TTD as their condition
improves. TPD is by definition temporary and considered subject to change.

• Permanent Partial Disability (PPD)

An injured worker is classified as PPD when they have sustained an injury, which is
permanent, but allows for the worker to return to work with some loss of function. A
loss of a limb, amputation, or inability to have full use of a specific body part would
be classified as PPD. As defined in Florida Statutes under Chapter 446, a pennanent
impairment is determined once the worker has reached maximum medical
improvement.

• Permanent Total Disability (PTD)

This classification is the most extreme type of disability and is defined in the Florida
Statute as a catastrophic injury, whereby the injured worker is unable to return to
work in any capacity.
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Florida Workers' Compensation Managed Care Arrangement 
}�ORMAL GRIEVANCE FORM 

INTENT: The grievance procedure is intended to be self-executing and easy to use. An injured worker mny call the grievance 
coordinolor directly without completing this form. The gricvnnce coordinator may complete the foon for the injured worker. A 
roview regarding the requested medical care will begin immediately, and a doolsion madu within 44 days of receipt unless 
additional infom1ation ls required from outside the servioo nr�a. ·111e review period muy bo extended by mutual ugrcemcnt between 
the injured worker and tlie grievance coordinator, with notice provided to all oilier participating parties. 

The injured worker's participation in the grievanc:e proces, is important to the resolution of medical issues. Individuals 
reviewing the grievance may need to speak directly with and receive input from tile injured worker. If the injured worker is unable 
to participate actively in the grievance process, a patient udvooate may participate on behalf of the iajured worker. 

If the injured worker, employer, or carrier is dissatisfied with the final decision of the griev!lllce committee, the dissatisfied party 
has the right to file a petition for Benefits with the Florida Division of Workers' Compensation. 

Any person who, knowingly and with intent to injure, defraud, or deceive any employee, insurance company, or self-insured 
program, files a statement of claim containing any false or misleading information is guilty of a felony of the third degree. 

Form Completed by:-------,-----,--..,.,......,.......,...-....,...,.------,-�------
Injured Worker/ Provider/ Other 

Signature of Grievance Coordinator 

MAIL TO: Anne Creighton, Grievance Coordinator 
Genex Services, LLC 
1408 N. Westshore Blvd,, Suite 700 
Tampa, FL 33607-45 I 7 
(888) 823-5377
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Date Forni Completed/Signed 

Date Grievance Coordinator Signed 



er vice 

The CHOICE Prm•ider Network Services staff is prepared to assist in ensuring the 
satisfaction of participants in the WCMCA program. We feel very strongly that a top quality 
network is successful and enhanced through ongoing education, communication, and long
term relationships with our community based providers. Our Provider Services tean1 
members are available to answer any questions concerning participation in the managed care 
arrangement, and we welcome any comments, suggestions, and communication. 

In addition to the Provider Manual, a team member of the Provider Services Department is 
available for training to help providers and staff understand participation in the 
CHOICE Provider Network MCA. 

The Provider Services Department can be contacted at (888) 823-5377. 

Please notify Provider Services of any changes in the following: 

• Tax ID number

• Office address
• Billing infonnation
• Telephone or FAX numbers
• Group participation status
• Resignation of a provider ( e.g. retirement, death, out of state move)
• Tennination of Provider Agreement
• Addition of a provider
• Professional liability coverage

Provider Credentialing 
CHOICE Provider Network has adapted criteria that meet national standards in accordance 
with state and federal licensing regulations. In addition to initial credentialing, providers will 
be recredentialed every two years. 

Provider Education 
Florida Statutes previously required workers' compensation physicians to complete a 
minimum of five (5) hours of study that included the subject areas of cost containment, 
utilization control, ergonomics, and the practice patterns adopted by the Division governing 
the physician's field of practice. The statute still recognizes the previous certification, 
however, the State has shifted the responsibility of new and continued certification to the 
managed care arrangement. 

In order to satisfy the new requirements, CHOICE provides its' physicians with this 
education manual. CHOICE is required to keep a signed affidavit on file for each new 
physician stating that the manual has been read and understood and this information is 
communicated to the State so that they can update their list of workers' compensation 
certified physicians. Additionally, CHOICE also provides periodic newsletters to it's 
participating physicians .. 
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Permanent Impairment 

After maximum medical improvement occurs or six (6) weeks before the expiration of 
temporary benefits, whichever occurs earlier, it is necessary to assess if the injured worker 
has a pe1manent impairment. Pe1manent impairment is defined in the statute as any anatomic 
(physiologic) or functional abnormality or loss after maximum medical improvement has 
been achieved which the physician considers stable or non-progressive at the time the 
evaluation is made. This is a purely medical condition. Permanent disability means that the 
actual or presumed ability to engage in gainful activity is reduced or absent because of an 
impainnent which may or may not be combined with other factors such as age, sex, 
education, or socioeconomic status. 

Compensation is not payable for the mental, psychological, or emotional injury arising out of 
depression from being out of work. 

If a doctor other than the employee's treating doctor perfom1s the certification and 
evaluation, the certification and evaluation must be submitted to the treating doctor, and the 
treating doctor must indicate agreement or disagreement with the certification and evaluation. 
The certifying doctor issues a written report to the division, the employee and the claims 
payor certifying that maximum medical improvement has been reached, stating the 
impairment rating, and providing any other infonnation required by the division. 

The following impaim1ent rating guides are to be used for the associated dates of accident: 
Date of Accident Prior to 7/90 ........................ AMA Guides 
Date of Accident beginning 6/21/93 .................. Florida Impairment Rating Guide (FIRG) 

Contact: Florida Workers' Compensation Institute (850) 425-8156 or AHCA 
(Agency for Healthcare Administration) Hotline (888) 419-3456 

CLAIM SUBMISSION 

Claims must be submitted on a HCF A 15 00 form that contains the appropriate CPT-4 and 
ICD-9 codes. Refer to employees authorized to treat form or CHOICE Provider Network 
Client Listing for information regarding where to submit claims. Do not discount fees prior 
to claim submission. Do not submit claims directly to Genex I CHOICE Provider 
Network. 

Note: Check claims for completeness and accuracy; this will expedite the processing. Bill 
only for medical expenses for work related injuries or illness to the Workers' Compensation 
claim payor. 

CHOICE Provider Network adheres to Florida Statutes, Chapter 440, pertaining to 
Florida Workers' Compensation Laws effective January 1, 1997. 

CHOICE Provider Network, A Division of Genex Services, LLC 

1408 N. Wcstshore Blvd., Ste. 700 Tampa, FL 33607 
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• mployec Rights
1. To be provided with information about coverage and services when under a Managed

Care Arrangement.

2. To receive considerate, respectful care, and to be treated with human dignity by MCA
affiliated providers.

3. To know the names and titles of all physicians and other health professionals
involved in your medical treatment.

4. To understand your medical condition, health status, return to work status, and the
recommended course of treatment and alternatives that exist, as well as their risks.

5. To participate actively in decisions regarding your medical care.

6. To be informed of continuing health care requirements following discharge from the
hospital.

7. To refuse treatment, providing you choose to accept responsibility for and the
consequences of such a decision.

8. To refuse to participate in any medical research projects.

9. To have any and all complaints forwarded to the Medical Department, and to receive
an appropriate and timely response.

10. To have access to your medical records, and to have the privacy and confidentiality of
these records maintained.

11. To complete an advance directive.

12. To make suggestions for improving the Managed Care Arrangement.

13. To request recommendations of unfavorable medical or administrative decisions by
following the established complaint and grievance procedures.

14. To have all the above rights apply to the person having legal authority to make
decisions regarding your health care.

15. To have CHOICE Provider Network personnel observe your rights.

16. To exercise your rights without regard to sex, race, ethnic, economic, educational, or
religious background.
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F'aJienl Name: D/A: Visit/Review Date: 
�;;[91 l[eh'• �- 1••••1-•C.•••r•11••11•1111J•1'l[IJ�.._ .... ,,�11•:.f-t.-w1• •1�

Assignment of /Imitations or restrictions must be based upon the fnjured employee's speclffc c/ln/ca/ 
dysfunction or status relatocl. to u,e work Injury. Howeve� the presence of �active relevant medical findings 

does not necessatllv cauate to an a11tomat c /lmltatio11 or ros cilo11 /11 function. 
0 21 No functional limitations Identified or restricUons proscribed as of the followlng date: 
0 22. The Injured workers' functional limitations and restriction , Identified In detail below, are of such severity that he/she 

cannot perform activities, even at a sede_ntary level (e.g. hospitalization, cognitive Impairment, Infection, contagion), 
as of the following date: 

· 
. Use add/Uonal sheet If needed. 

[] 23. The Injured worker may rotum to acUvmcs so long as he/she adhorcs to tho functional llmital'!ons and restrictions 
identified below. Identify ONLY those functional activllles that have s11eelfic llmitatlons and re lrlctions for this 
patient Identify Joint and/or body part . Use additional sheet if needed. 

Functional Activity Load Frequency & Duration ROM/ Position & Other Parameters 
� Bend 

� Carrv 
Cllmb 
Grasp 

n Kneel 
D Lift-floor> waist 
D Llft-walst>overhead 
·o Pull
D Push 
O Reach-overheao 
0 Sit 
D Squal 

Stand 
D Twist 

Walk 
I] 
.D Other 

COMMENTS: 
Other choices; Skin C-0nlact/ Exposure; Sensory; Hanel Dexterity; Cognitive; Crawl; Vision; Drive/Operate Heavy Equlpfl'.'lent; 
Environmental Conditions: heat, cold, worklno at hoight.s, vibration; Auditory; Specific Joi> Task(s); etc. 

NOTE: Any functional limitations or restrictions assigned above apply to both on and off the Job activities, and are In 
effect until the next scheduled appointment unless otherwise noted or mod/fled prior to the appointment date. 

Specify those functJonal limitations and restriction$, In Item 23, which are pennanent ff MMI I PIR have been assigned In Item 24. 
SECTION V MAXIMUM MEDICAL IMPROVEMENT I PERMANENT IMPAIRMENT RATING 
24. Patient has achieved maximum medical Improvement?

0 a) YES, Date: 0 b) NO D c) Anticipated MMI date:

-4'°':'�� 

.. 

D d) Anticipated MMI date cannot be determined at this time. Future Medical Care Anticipated: e) D Yes f) D No
Comments: 

:w. % Pennanent Impairment Rating (body as a whole} Body part/system: 
26. Gulde used for calculatlon of Pem1anent lmpalm1er1t Rating (based on date of accident· see Instructions}:

0 a) 1996 FL Unlfonn PIR Schedule 0 b) ou,er, specify
27. Is a residual cllnlcal dysfunctlon or residual functional loss anticipated for the work-related Injury?

D a)YES 0 b)NO 0 c) Undetennlned at this time.
�::r ... [ ... ·-·· e111.-e11!111"ll 

28. Next Scheduled Appointment Date & Time:
• . ,-�--i•••mre ' 

·As (he r17eslcfan, I hereby oftest fh�I all responses herein have been ma.de, In accordance wm1 the ln�rrootions as part of this (01m, to a
reasonal.! e dagree of medical ceitamty based on objective relevant medical findings, are consistent with mr, medical dooumanlallan 
regard1i1g this pB/le11/, and have been shared with the patient. H ·1 ce1fify lo any MM/ I PIR nformafion provided in this form.•
Physician Group: Date: 
Physician Signature: Physician DOH License#:, 
Physician Name: Physician Specialty: 

mnnt name> 
If anv dlrt11;:t blllable services for this vlsl� were rendered bv • provider other than a ohyslclan, please complete sections below: 

'I hereby auest /he/ all responses herein relating lo services I rendered I/ave been made, in accordance with the Instructions as part of this 
fom1, lo a reasonable degree of medical cerlainty based on objective relevant med/cal findings, are consistent with my medical 
doc(lmentalion regardiog 111/s pa/lent, and have been shared with U1e patient.' 
Provider Signature: Provider DOH License #: 
Provider Name: Date: 

crmnt n.imot 
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