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TEXAS WORKERS COMPENSATIUN COMMISIION
000 South 1H-85 Southiald Bullding MS-828

Auctin, Teotas 76704
REQUEST FOR COPIES OF CONFIDENTIAL CLAIMANT INFORMATION

Please carefully read the information on both sides of this form and the accompanying instructions. INCORRECTLY
COMPLETED FORMS WILL BE RETURNEDR TO REQUESTOR WITHOUT ACTION. Use this form to request the confidantal
intormation Nsted below. This form must be signed by a party eligible to receive the information requested. The signafure rust
be notarized.

(Please type or print)

. LAl E‘H:;ll i

v |

Sacurity Number

Employes's. Date of Tnjury - -

b Iﬁﬁﬂu@pb'lk '}Iﬂﬁ {l‘éd%ﬁ i .’[N][F'ﬁ\' .
Name Seaqrove, Inc. TWCC/Representative Box No. (If Applicable):
A_:_:ldress 1010 | amar. Suite 350 _ Prepaid Aceaunt No. (F Appleable):
City, State Telephone Na, [0 Avthorized Lagal
. Represaniative
_Houston, Texas Statament

[
OO0 CLAIM FILE INFORMATION: Provides paper
file and/or elactronlc contact data stored on TWCC computer

O Certified O Uneerified

1 Expedited Handling Regquested ($25.00 Additional Charge)

L1 Claim File (Complete)

0O Specific document in file: O Dispute Resclution Contact Data (Electronie)
O Other (Gpecify) - . :
A FEE STATEMENT WILL BE SENT TO REQUESTOR. COPIES WILL BE AVAILAELE UPON RECEIFT OF PAYMENT.
For additional information contact the TWCC REPROGRAPHICS DEPARTMENT (RECORDS DIVISION) - (512) 385-5161

claim information maintained by the Commisgion in the original elaim

0 MEDICAL RECORDS !NFDRMAfION: Provides paper copies of claim information maintained in specific TWCC Medical
Division records.,
Tracking No:

O Expadited Handling Request ($25.00 Additional Charge)

0 Spinal Surgery File (Complete) O Medical Dispute File {Complets)
0 Specific Filw Decument
0 Medical Dispute Resolution Contact Data (Electronic)

A FEE STATEMENT WILL BE SENT TO REQUESTOR. COPIES WILL BE AVAILABLE UPON RECGEIPT OF PAYMENT.
For additional information contact the TWCC MEDICAL REVIEW DIVISION - DISPUTE RESOLUTION DEPARTMENT {512) 440-3747

O HEARINGS RECORD Provides informaticn received at TWCC heasings pertaining to disputes between the healih care provider,
the carier, the employee, the employer and/or TWCC. (Applies to claims with date of injury after January 1. 1881 only.)

O Cedified 0O Unceriffied TWCC Docket No:
O BExpedited Handling Requested (§25.00 Additional Charge)

O Complete Hearings Record

O Specifie document in record: {example: tranacript, original potition, ofe.)
O Video Tape (if avaitable) $5.72 O Audic Tape $3.60 each

REQUESTOR WILL BE ADVISED OF CHARGES. COPIES WILL BE AVAILLARLE UPON RECEIFT OF PAYMENT.
DEPOSIT REQUIRED FOR TAPE TRANECRIPTION: $350.00/hour (estimate).
For additional information contact the TWCC Hearings Bivision - (512) 440-85617.

TWGC-153 (Rev. 12/0/67) COMPLETE BOTH SIDES TEXAG WORKERS' COMPENSATION COMMISSION




IMPORTANT: BY EXECUTING THIS FORM, REQUESTOR REPRESENTS THAT HE OR SHE IS
ENTITLED TO THE INFORMATION REQUESTED AND THAT HE OR SHE HAS FULL AUTHORITY
TOACT AS AREQUESTOR, REQUESTOR ALSO ACKNOWLEDGES HIS OR HER LIABILITY FOR
PAYMENT OF ALL AMOUNTS OWED FOR SERVICES PROVIDED AS A RESULT OF THIS
REQUEST.

The Texas Workers' Gnmpensatlon Act, Texas Labor Cade, Title 5, Section 402.084, limits the release of confidential
information in or derived from a claim file to the categories of parsons listed below. Indicate the category of eligibility
which qualifies you to recelve the information requested. $ign and mmplete the notarization prior to senhding the request
to TWCC. FEligibility will be verified.

[ The employee or the employes's legal beneficiary L1 The workers' compensation insurance carrier..

' i . Requestor must provide injured employes's date of
Ol The employes's or the legal beneficiary's injury of current clairn:

representative (attach letter of representation) el AT.

[J The employer at the time of injury. Requestor must [ The Texas Property and Casualty Insurance Cuaranty

provide injured employee's period of employment Association, if that association has assumed the
to ﬁ obligations of an impaired insurance company

A third party liigant in a lawsuit, in which the cause of
action arises from the incident that gave rise io the
Injury. (COPY OF PETTTION AND ANSWER THEREIN MUST BE
ATTACHED). Regueator must pravide injured employee's

date of injury;

o oA
[J The Texas Certified Self-Ineurer Guaranty
Association

astablished under Subchapter &, Chapter 407, If that
azeocialion has assumed the obligationz of an
impaired employer

[[] Heaith Care Provider who is a party to a Medical
Digpute. (Section 413.031 of the Act.)

1 have read and understood this form and the accompanying instructions. | am entitied to receive the confidential
employee information being requested as indicated above. | understand that it is a Class A misdemeanat ta untawfully
receive, publish, disclose, or distribute confidential information in or derived from an employee's claim file. [Texas Labor
Code, Sections 402,084; 402,088 and 402 061]

Name of Reguestor;

{Pleasa Print)
Position/Title;

Firm Name;
(if applicable)

Signature:

Dafe

State of *

County of

Before me on the above date personally appeared ,
who after first being aworn, said that the statements contained in this request are true.

Stgned

Notary Public, State of

My Commigsion Expires

TWCE-153 (Rev. 12/a07) TEXAZ WORKERS' COMPENSATION COMMISSION



1.

5.

7.

10.

1.

FORM TWCC-153
REQUEST FOR COPIES OF CONFIDENTIAL
CLAIMANT INFORMATION INSTRUCTIQONS

FORM TWCC-153 MUST BE COMPLETED IN ITS ENTIRETY. Please print or type. Send a separate TWCGC-153
request form for each TWCC claim number for which you are requesting copies of confidential employee information.

A requestor MUST Indlicate at sectlon IV the legal basis on which he/she Is eligible to receive requasted confidential
employee information. Only Individuals In the categories listed are entitled to receive coples of confidential
information. See Texas Workers' Compensation Act, Texas Labor Gode, Section 402.084(b).

A An eligible insurance carrier must have handled a workers™ compensation claim for the injured worker.

B. An out-okstais insurance carder or employer, or their legal rapresantative, may be aligitls to receive confidential claim
fite information. Docurnantation of a workers' compansation claim against that employer or the insurance carrier paying
that claim must be providad to determine eligibilty. (see alse number 3 balaw)

c. An eligible party to a medical dispute,

A party ehigible 1o recsive eonfidential daim file information may authorize & legal mepresentative 1o reguest and recsive
tha information on their behalf. Refer to the TWCC Advisory 8501 for requirements and additional information. Cantast Evecttiva
Communication at (512) 7075822 1o obtain a copy of this advisory. To establish eligibilty to tessive confideriial claim file
mformation, the legal representative of & party must provide documentation of raprasentation, e.g. letter of representation from

client, copy of the contract batween the cfient and the rapresantative or Driginal Answer.

The requestor must swear to the comectness of the entitlement information Before a notary public, sign the completed form
batore the notary, and have the natary complate the swom acknowledgment. Tha eriginal signed and notarized form should ba
mailed o parsonally delivarad ta: TEXAS WORKERS™ COMPENSATION COMMISSION, 4000 SOUTH 1H-35 MS-028, ALSTIN,

TEXAS 78704. Incorrectly sHosted forms will be retumed without action,

Coples of this form will be accepted i both sides ara an exact reproduction of the original and inciude an original sianature and
notarization. To request appraval of an aiternate TWCC-153, call TWGC EDI Forms and Information Saction at (512) 440-3853
for instrucions.

Indicate if a certiffed copy is requestad. The copy of the information requested will have a letter of cartification attached which
i eigned or stamped and sealed by the Custodian of Records, er thelr delegate, attesting to the authenticity of the attached
document(s). Sea Section Ul, Certifications are $1.00 adeitions] fee each.

The requestor agreas to pay the full amount due TWCC according to tha lsted feag,

A ‘THE FEES MUST BE FAID PRIOR TO THE SHIPMENT OF THE REQUESTED INFORMATION. Fee statements MUST
ha paid within 30 days of receipt of the sttément. Past dus amourds will be forwarded to the Texas Asmney Ganeral's

Office for colloction which Will requira additional costs,
B. Hearings Division will contact the requester with billing information for records. ‘
c. FEES ARE SUBJECT TO CHANGE, Feas for mafled copies will include an adeftional fee for postans,

Caneellafion of a request for copies of daimant infarmation may be made by ¢alling the responsible divisien at the telaphone
rasmber indicazed and abtaining a cancallation varification number, Cancallation will NOT ralisve raquestar of responsibility for
paymant of amounts owad for services provided PRIUR to natice of cancellation.  Cancallation s NOT AVAILABLE after a fee

statemeant has besn prepared.

For additional assletance in complating a requast, or 1o make an ingquiry regarding the status of a request, contast the TWCE
divizion responsible for handling the requast ot the telaphone number indicated,

To sbtain an injured employee’s claim history, complete and fila Form TWCC-155 Request for Record Check, To obtaln 3 pro-
emplovment check on persons who have baon givan 2 tentative offar of employment, completa and file Farm TWCC-156
Prospective Employmant Authatdion and Gartification,

Govemmantal agencies/Poliical Subdivislons, or mgutatory badies raquasting copies of confidantial elaiman information in a
capacity other than &z an empiloyer, should not completa this form.  Please send wiittan reguest to TWCC Ofiice Of‘_G-BM!'EI
Coursel, M.5. 4D, 4000 South #-H 35, Austin, TX 78704, for detarmination of elgibility to recelve corfidential information.

OHT, - BY EXECUTION OF FCRM TWCC-153, THE REQUESTOR RERRESENTS THAT. HE OR SHE IS ENTITLED.

TO THE INFORMATION REQUESTED AND THAT HE OR SHE HAS FULL AUTHORITY TO ACT AS A REQUESTOR. [T IS
A CLASS A MISDEMEANOR FOR UNALTHORIZED PERSONS TO RECEIVE CONFIDENTIAL CLAIM FILE INFORMATION
ORTO DISCLOSE SUCH INFORMATION TO UNAUTHORIZED PERSONS (TEXAS LABOR CODE § § 402.084, 402.091). THE
REQUESTOR ALSO ACKNOWLEDGES HIS OR HER LIABILITY FOR PAYMENT OF ALL AMOUNTS OWED FOR SERVICES

PROVIDED AS A RESULT OF THIS REQUEST.

TWEC-153 Rev. 12/8/07)
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