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TexasDepartmentofInsurance
DivisionofWorkers’Compensation
7551MetroCenterDrive,Suite100•MS-94
Austin,TX78744-1645
(800)252-7031phone•(512)804-4378fax


Completeifknown:

DWCClaim#     

CarrierClaim#     



EmployeeRequesttoChangeTreatingDoctor
For use ONLY by Employees NOT in Workers’ Compensation Health Care Networks or Certain Political Subdivision Health Care Plans

Type(orprintinblackink)eachitemonthisform


I.EMPLOYEE/EMPLOYEE’SATTORNEYINFORMATION
1.Employee'sName(First,Middle,Last)
     

2.Employee’sSocialSecurityNumber
     

3.Employee’sMailingAddress(StreetorPOBox,City,State,ZipCode)
     
4.Employee’sTelephoneNumber
(     )     

5.AlternateTelephoneNumber(ifavailable)
(     )     

6.DateofInjury(mm/dd/yyyy)
     

7.Attorney/Representative’sName(ifapplicable)
     

8.Attorney/Representative’sAddress(StreetorPOBox,City,State,Zip
Code)
     



II.EMPLOYERINFORMATION(atthetimeoftheinjury)
9.Employer’sName
     

10.Employer’sAddress(StreetorPOBox,City,State,ZipCode)
     



III.INSURANCECARRIERINFORMATION
11.InsuranceCarrier'sName
     

12.InsuranceCarrier'sAddress(StreetorPOBox,City,State,ZipCode)
     

13.Adjuster’sName
     

14.Adjuster’sTelephoneNumber
(     )     ext.     

15.Adjuster’sFaxNumber
(     )     



IV.TREATINGDOCTORINFORMATION

CurrentTreatingDoctor
16.CurrentTreatingDoctor'sName(First,Middle,Last)andTitle(MD,DO,DC,etc.)
     

17.CurrentTreatingDoctor’sTelephoneNumber
(     )     ext.     

18.CurrentTreatingDoctor'sMailingAddress(StreetorP.O.Box,City,State,ZipCode)

     
19.CurrentTreatingDoctor’sLicenseNumber(ifknown)

     
20.CurrentTreatingDoctor’sFaxNumber
(     )     

ReasonforRequestingaChangeofTreatingDoctor
21.ExplainWhyYouAreRequestingtoChangeYourTreatingDoctor(Attachadditionalsheetsifnecessary.)
     




RequestedTreatingDoctor
22.RequestedTreatingDoctor'sName(First,Middle,Last)andTitle(MD,DO,DC,etc.)
     

23.RequestedTreatingDoctor'sTelephoneNumber
(     )     ext.     

24.RequestedTreatingDoctor’sLicenseNumber
     

25.RequestedTreatingDoctor’sFaxNumber
(     )     

26.RequestedTreatingDoctor’sMailingAddress(StreetorP.O.Box,City,State,ZipCode)
     

27.RequestedTreatingDoctor'sSignature(required) 28.Date(mm/dd/yyyy)
     



V.EMPLOYEE'SAUTHORIZATIONTOCHANGETREATINGDOCTORSANDRELEASEMEDICALRECORDS


Bysigning this form I confirm that Iwish tochangemy treatingdoctor,andI authorizemycurrent treating
doctortofurnishrecordspertainingtomyworkers'compensationclaimtotherequestedtreatingdoctor.

ForTDI-DWCUseOnly

29.Employee'sSignature(required)


30.Date
     

NOTE:Withfewexceptions,uponyourrequest,youareentitledtobeinformedaboutinformationTDI-DWCcollectsaboutyou;receiveandreview
theinformation(GovernmentCode,§§552.021and552.023);andhaveTDI-DWCcorrectinformationthatisincorrect(GovernmentCode,§559.004).





DWC053

DWC053Rev.03/12Page2of2

FrequentlyAskedQuestions
EmployeeRequesttoChangeTreatingDoctor(DWCForm-053)

For use ONLY by Employees NOT in Workers’ Compensation Health Care Networks or Certain Political Subdivision Health Care Plans


Whomayusethisformtochangetreatingdoctors?
Onlyaninjuredemployee(a)whoiscoveredbytheTexasworkers’compensationsystem;(b)whohasaclaimwithadateof
injury orexposure onorafter January1, 1991; (c)who isnot part of ac ertified workers’ compensation health care network
(network); and (d) whose claimdoesnot involvemedicalbenefitsprovided throughapolitical subdivision (political subdivision
healthplan)pursuant to§504.053(b)(2)of theTexasLaborCode,relatingtodirectlycontractingwithhealthcareprovidersor
contractingthroughahealthbenefitspoolmayusethisformtorequestachangeoftreatingdoctor.

NOTE:If you are in a network described in (c) above or a health plan described in (d) above, contact the network or health plan and follow 

their procedures for changing your treating doctor.  If you do not know if you are in a network or this type of health plan, contact your workers’ 
compensation insurance adjuster.

UnderwhatcircumstancesamIrequiredtofiletheDWCForm-053?
Youmust file theDWCForm-053 to requestTexas Department of Insurance, Division of Workers’ Compensation (TDI-
DWC)approvalbeforereceivingservices fromanewtreatingdoctor ifyouaredissatisfiedwiththe initialchoiceof treating
doctorforavalidreasonincluding,butnotlimitedto:

• youbelievetreatmentprovidedbyyourcurrenttreatingdoctorismedicallyinappropriate;
• youbelieveyouarenotreceivingappropriatemedicalcaretoreachmaximummedicalimprovement;
• youareconcernedabouttheprofessionalreputationofyourcurrenttreatingdoctor;
• thereisaconflictbetweenyouandyourcurrenttreatingdoctortotheextentthatthedoctor-patientrelationshipis

jeopardizedorimpaired;or
• your current treating doctor chooses not to coordinate your health care because of communication issues

between the doctor and the insurance carrier regarding the processing of your medical bills. Provide
documentationfromyourcurrenttreatingdoctor,ifavailable.


Youmaynotrequestachangeoftreatingdoctortoobtainanewimpairmentratingormedicalreport.

IMPORTANTNOTE: If you fail to obtain TDI-DWC approval prior to receiving treatment from the new treating doctor, you may be responsible 
for the cost of treatment and the insurance carrier may be relieved of responsibility for payment. In order to obtain TDI-DWC approval, you 
must file the DWC Form-053 unless an immediate change of treating doctor is medically necessary. In that case, you may contact the TDI-
DWC field office handling your claim by telephone to obtain verbal approval. 


YoumustalsofiletheDWCForm-053toimmediatelynotifytheTDI-DWCifyouchangetreatingdoctorsbecause:

• youmovedorchangedresidence;or
• your current treating doctor is unavailable or unable to provide medical care or has retired or died. Provide

documentationfromthedoctor’soffice,ifavailable.

Whyisthenewtreatingdoctor’ssignaturerequired?
Youmustconfirmthattherequesteddoctorwilltreatyoubycontactingtherequesteddoctor’soffice,describingyourinjuryand
askingifthedoctoristakingnewworkers’compensationpatients.Toverifythat thedoctorhasagreedtotreatyou,youmust
havethedoctorsigntheDWCForm-053inBox27.ThetreatingdoctormustbeadoctorasdefinedintheTexasLaborCode
§401.011.Anon-physicianpractitioner,e.g.anursepractitioneroraphysician’sassistant,cannotbeatreatingdoctor.

WheredoIfiletheDWCForm-053?
YoucansubmittheformandanysupportingdocumentationtotheTDI-DWC by:

• faxto(512)804-4378;or
• mailtotheTexasDepartmentofInsurance,DivisionofWorkers’Compensation,7551MetroCenterDrive,Suite100,

MS-94,Austin,Texas78744-1645.

WhatdoestheTDI-DWCdo?
Within10daysofreceivingthesignedDWCForm-053,theTDI-DWCwillreviewandprocesstherequest.

• Iftherequestisapproved, theTDI-DWCwill issueanapprovalorderandsendacopytothe injuredemployee,
injured employee’s representative (if any), insurance carrier, prior treating doctor and newly approved treating
doctor.

• Iftherequestisdenied,theTDI-DWCwillissueadenialorderandsendacopytotheinjuredemployee,injured
employee’srepresentative(ifany),insurancecarrierandrequestedtreatingdoctor.


NOTE:If you do not agree with the TDI-DWC’s decision, you must dispute the decision within 10 days of receiving the order. Contact the TDI-
DWC field office handling the claim at 1-800-252-7031 for more information about the dispute process. The insurance carrier also has the right 
to dispute the decision. 


