
Balance billing – or a surprise medical bill – happens when you get a bill from a doctor or other health care provider 
who isn’t part of your health plan’s network. Texas law allows consumers to seek mediation to help lower some of 
these bills. You may ask for mediation if:
	 •   You have health coverage through an insured preferred provider organization (PPO) or the Employees 	
	 Retirement System of Texas (ERS). 
	 •   You went to a network hospital, and the bill is from an out-of-network, hospital-based radiologist, anesthe	
	 siologist, pathologist, emergency department physician, or neonatologist. Beginning September 1, 2015, you 	
	 can also ask for mediation for bills from an out-of-network assistant surgeon. 
	 •   The amount you owe the physician is more than $500 (not including copays, deductibles, and 		
	 coinsurance). If the bill is for care provided before September 1, 2015, you must owe $1,000 or more. 

Note: You have the right to ask an out-of-network hospital-based physician for an estimate of charges before you 
get non-emergency care. If you got an estimate and signed it, the physician is not required to mediate if the amount 
billed is less than or equal to the maximum amount projected in the estimate. 

You may not ask for mediation for services provided by an ambulance service, a registered nurse anesthetist, or 
other types of providers. You also may not ask for mediation for claims covered by Medicare, self-funded plans, or 
other types of health plans. If you cannot ask for mediation, you may file a complaint with TDI. After getting your 
complaint, TDI will contact the insurer about your claim.

To ask for mediation, fill out and sign the form and the authorization to release health information. Complete 
one request form for each physician. Also send copies of bills and explanations of benefits from the insurer or 
administrator showing the amounts paid.

Send the completed form and authorization by mail, fax, or email to: 
	 •    Consumer Protection, Mail Code 111-1A 
       	        Texas Department of Insurance  
	        P.O. Box 149091 
	        Austin, TX 78714-9091 
	 •     Fax: 512-490-1007 
	 •     Email: ConsumerProtection@tdi.texas.gov
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Mediation for a Health Insurance Claim
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Health Insurance Mediation Request Form

Name (first, middle, last)

Enrollee Information
Daytime phone number Email address (optional)

Address City, state, ZIP code

Attorney or Representative Information (if you have one)
Name (first, middle, last) Phone number

Address City, state, ZIP code

Insurer or Health Plan Administrator Information
Name of insurer or administrator Phone number

Address City, state, ZIP code

Policyholder name, if different from enrollee Patient name, if different from enrollee

Enrollee or subscriber number Claim number assigned by insurer or administrator 

Out-of-Network Physician Information
Name Phone number

Address City, state, ZIP code

Dates of service at issue

Hospital Information
Name of hospital where services were provided Phone number

Address City, state, ZIP code

Brief description of the claim to be mediated (required)

Group policy number

 Enrollee/ claimant/ representative signature                                                                     Date

(Please type your name on all signature lines in this document if you’re filling out electronically.)

I certify that the information above is true and correct.
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Authorization to Disclose Protected Health Information or Other Confidential Information

I authorize the Texas Department of Insurance to disclose my protected health information or confidential 
information to the facility-based physician making the claim against me and that physician’s representative, my 
health benefit plan’s insurer or administrator, (name of insurer or administrator                                                       ), 
the mediator appointed by the State Office of Administrative Hearings, and the State Office of Administrative 
Hearings, for the purpose of mediating my claim under the requirements of the Insurance Code Chapter 1467. The 
information I authorize TDI to disclose may include mental health records, excluding psychotherapy notes, genetic 
information, including genetic test results, drug, alcohol, or substance abuse records, and HIV/AIDS Test Results/
Treatment. TDI may disclose all of the information I have provided with the Health Insurance Mediation Request 
Form.

Effective time period: This authorization is valid until the earlier of the occurrence of the death of the individual; 
the individual reaching the age of majority; withdrawal of permission; or completion of mediation.

Right to revoke: I understand that I can withdraw my permission at any time by giving written notice stating my 
intent to revoke this authorization to the Texas Department of Insurance. I understand that prior actions taken in 
reliance on this authorization by entities that had permission to access my health information or other confidential 
information will not be affected.

Signature authorization: I have read this form and agree to the uses and disclosures of the information as 
described. I understand that refusing to sign this form does not stop disclosure of health information or other 
confidential information that has occurred prior to revocation or that is otherwise permitted by law without my 
specific authorization or permission. I understand that information disclosed pursuant to this authorization may be 
subject to re-disclosure by the recipient.

A minor individual’s signature is required for the release of certain types of information, including for example, the 
release of information related to certain types of reproductive care, sexually transmitted diseases, and drug, alcohol 
or substance abuse, and mental health treatment (See, e.g., Tex. Fam. Code § 32.003).

                                                            

Signature of individual or individual’s legally authorized representative                                                                    Date

Printed name of legally authorized representative (if applicable)                                                        

If representative, specify relationship to the individual: Parent of minor, guardian, or other                                                   

Signature of minor individual                                                                                                                                         Date

Public Information

When submitting information to the Texas Department of Insurance (TDI), be aware that TDI is subject to the 
Texas Public Information Act.  By law, much of the information you submit to TDI may be considered public 
record, but portions may be confidential. For example, your personal information might be protected by 
the doctrine of common law privacy, the Medical Practice Act, or the Texas Public Information Act.  Sharing 
information for the purpose of this request does not waive these confidentiality protections. 

Additionally, under Chapter 552 of the Texas Government Code, you generally have a right to review or receive 
copies of information about yourself, including private information. You are also entitled to request that TDI 
correct information that TDI has about you that is incorrect. For more information about obtaining information 
from TDI or correcting information kept by TDI, please email us at AgencyCounsel@tdi.texas.gov or review TDI’s 
correction procedures at this link: www.tdi.texas.gov/commish/legal/lccorprc.html.
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