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Time Sensitive
Physician Acknowledgement
Senate Bill 863, Section 9767.5.1
City of Burbank

Date Sent: Saturday, November 4, 2023
Attention: Physician, agent or authorized representative of your medical group.
The City of Burbank (COB) is establishing a Medical Provider Network (MPN) with an effective date of January 1, 2022.
You are receiving this notification because you have or are treating an employee of the COB under an approved Workers’ Compensation claim.
The COB Administration will be evaluating your ability to fulfill the COB’s special handling instructions. It is important that you understand the importance of cooperation/collaboration and compliance with the COB’s Special Handling Instructions, Medical Treatment Utilization Review Schedule (MTUS), and the rules and regulations set forth by the State of California Division of Workers’ Compensation.
To be eligible for participation in the COB’s MPN, the attached Physician Acknowledgement must be completed and returned within 30 (thirty) days of receipt of this communication.
Please complete the attached Physician Acknowledgement document if you agree with the regulatory and the COB’s special handling instructions. 
This is a time sensitive document and due within 30 days of this fax.
Failure to submit the Physician Acknowledgement shall result in removal of your practice and physicians from the COB’s MPNs.

Should you have any questions regarding the attached Physician Acknowledgement, please contact us at # 888-297-6272.

If you receive an unsolicited fax or advertisement from Signature Networks PLUS, you may request that we no longer send any future faxes. Please fax this request to 833-604-2026. 
Failure to comply with your request within the shortest reasonable time, not to exceed 30 days, is unlawful.
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 CALIFORNIA WORKERS’ COMPENSATION PHYSICIAN ACKNOWLEDGEMENT
Senate Bill 863 Compliance Requirements - Section 9767.5.1. Physician Acknowledgments

So that we may ensure accuracy within our network directory, please select the option below that is most applicable to your practice:

· My practice/group is open to treating Workers’ Compensation patients. I understand that the City of Burbank’s MPN program is by invitation and nomination only. There may be instances when not all providers at your practice/group/location may be included or invited. If accepted, the participating practice/physician/provider will remain on the MPN until this acknowledgement is terminated in writing by submission to Signature Networks PLUS via fax # 833-604- 2026 or via email snpacknowledgement@snp-plus.com. 
· [bookmark: _Hlk66102567]My practice/group does not accept Workers’ Compensation patients.
· My practice/group plans to discontinue accepting and treating Workers’ Compensation patients on _____________.

By submission of a provider listing, the practice/physician/provider is affirming that all the physicians/providers listed have been informed that the Medical Treatment Utilization Schedule (“MTUS”) is presumptively correct on the issue of the extent and scope of medical treatment, diagnostic services, and have a valid and current license number to practice in the State of California.

CITY OF BURBANK MEDICAL PROVIDER NETWORK (MPN) SPECIAL HANDLING INSTRUCTIONS


· The provider acknowledges that the City of Burbank is currently developing a Medical Provider Network (MPN). To be eligible for invitation into the MPN, the provider acknowledges that they shall be incompliance with the City of Burbank’s Special Handling Instructions.
· The provider acknowledges that in the event they are not in compliance with the City of Burbank’s Special Handling Instructions, the City will work with the provider from the date of the Physician Acknowledgement Letter through September 10, 2021.
· The provider acknowledges that the City of Burbank will be utilizing data analytics to establish a provider ranking.
· The provider acknowledges that confirmation of status within the MPN will be available on the City of Burbank’s website, once established.

RETURN TO WORK


1. The City of Burbank has a robust return to work (RTW) program. City employees (including Police and Fire) are not to be taken off work unless the provider has spoken with the Workers’ Compensation Administrator (WCA). Leaving a voicemail message does not equate to spoken with. If you are unable to reach the WCA, a status of off-work consists of medically incapacitated and/or the day of a surgical procedure that would require the employee to recover for a brief period of time.

2. Restrictions shall not include the following:

a. No use (only if the employee is placed in an immobilizing device)
i. Acceptable: limited use
b. Sedentary work only
i. Acceptable: sit and stand as tolerated
c. No driving – (employees are responsible for getting themselves to and from work)
i. Acceptable: No driving a City vehicle
WORK STATUS


3. A written work status will be provided to the employee following each visit with clearly identified work restrictions. A copy of the work status shall be emailed to workcomp@burbankca.gov or faxed to 818-238-5019 immediately after the exam. Work statuses are not to be sent directly to the claims examiners.
4. The work status shall include the following information:
a. Employee name
b. Claim number
c. Date of injury
d. Time in and time out
e. Medical plan of action
f. Follow up appointment date and time

5. The provider is to notify the City of Burbank if the employee fails to attend or cancels a scheduled appointment. Notification is to be sent to workcomp@burbankca.gov or faxed to 818-238-5019.

REQUEST FOR AUTHORIZATION (RFA)


6. RFA’s are to be emailed to workcomp@burbankca.gov or faxed to 818-238- 5019.  RFA’s are not to be sent directly to the claims examiners.
7. Providers are to respond to inquiries about work status and/or authorization request the same day.
8. Treatment recommendations are to comply with MTUS and ODG guidelines.





PR4/MMI REPORTING/RELEASED FROM CARE


9. A PR4 is to be completed once the employee has reached MMI status. This includes employees that have been discharged from care. If you choose not to utilize the PR4 provided by the State of California Division of Workers’ Compensation, then the narrative report shall include the following:
a. Employee name
b. Claim number
c. Date of injury
d. Time in and time out
e. MMI or P&S date
f. Description of how the injury/illness occurred
g. Relevant medical history
h. Objective findings
i. Physical Examination
j. Diagnostic test results
k. Diagnosis
l. Impairment rating
m. Pain assessment if applicable
n. Apportionment
o. Functional Capacity Assessment/Work Restrictions

10. The PR4 is be submitted to the City of Burbank in compliance with Title 8, California Code of Regulations, Section 9785(h).
RECORD KEEPING


11. It is the responsibility of the provider to maintain proper records of treatment when the City employee is treating with the provider for more than one date of injury.
a. Reporting is not to be combined
Failure to comply with the State of California Division of Workers’ Compensation Rules and Regulations, and the City of Burbank Medical Provider Network may result in suppression from the City of Burbank MPN.
Additional resources are available to you at no charge through the Division of Workers’ Compensation (DWC). DWC Physician Education http://www.dir.ca.gov/dwc/CaliforniaDWCCME.htm



If this acknowledgement is being completed for a group, please include a roster detailing each physician’s credential and specialty and/or sub-specialty within the group that is currently accepting and treating Workers’ Compensation patients. Also indicate if the provider will act as Primary Treating Physician and if the provider will accept a case “By Referral Only”. Please refer to MPN Participating Provider data form.

[bookmark: _Hlk74213977]Physician Acknowledgement - 20200610

If your practice has more than one practitioner, please attach your roster of physicians/providers and include their full name, degree, specialty and if prior authorization is required before the provider can see the injured worker.

PLEASE INCLUDE DEMOGRAPHIC INFORMATION INCLUDING ROSTER AND TELEPHONE NUMBERS FOR ALL LOCATIONS INCLUDING THE CAQH PROVIDER PACKET FOR EACH PRACTITIONER

Please return the signed acknowledgement and completed Participating Provider Data Form to SNP for processing.

Provider Certification:

By signing below, I hereby acknowledge and agree that I have read and understand the contents of this acknowledgement, and I am affirming that the option selected above is true and correct.  I also understand that I will be bound by the continuity of care guidelines for patient treatment for the City of Burbank MPN. 

If you need to make a change to your election, please submit the change in writing to Signature Networks PLUS via fax# 833-604-2026, or via email – snpacknowledgement@snp-plus.com



Name of Group/Physician/Provider


Name of Individual Completing Acknowledgement 


Signature (Physician or Authorized Representative)

Date:  	

Physician / Group Tax Identification:  	

Phone Number:  	 Extension:			

Fax Number:  	

Email: 	
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 	MPN Participating Provider Data Form	
Please enter provider’s full name and degree below. You may attach additional pages with roster that includes specific practitioner information.



	Last Name
	
	First Name
	
	Middle Initial
	
	Degree

	Provider Tax Identification Number
	
	NPI #
	
	
	
	

	Practice Tax ID Number
	
	Billing Practice Name
	
	Practice URL
	
	



 General Information for provider	

Name    	

Please list Legal Entity Name of Provider, if different	 	

	Do all providers bill using the same TIN?
Yes	No
	If yes, please provide TIN




If Group submits bills on provider’s behalf, please provide NPI number of Group (if applicable)	 	

 	Contact Name    ____	____     ____
_____________                   Email Address



	Telephone Number
	(         )	-	___
	Fax Number
	  (	)	-        	



Practice Information	
Primary Address
 	Address    	
Suite Number



	City    	
	State   	
	Zip Code    	
	-	
	County    	



	Telephone Number
	  (	)	-	
	Fax Number
	  (	)	-	



Office Administrator   	
Billing Address
Name as appears HCFA/Billing form    	

 	Address    	
Suite Number



	City    	
	State   	
	Zip Code    	
	-	
	County    	



	Telephone Number
	  (	)	-	
	Fax Number
	  (	)     _-          	

	Specialty Information
	(if applicable)



 	Primary Specialty
Yes	No
If yes, list specialty
Subspecialty
Yes	No
If yes, list specialty
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