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‘atient Name: 3 f Date of Birth: Male Female
‘atient Address: i SSN#:
ity: State:_ - Zip: | Telephone#:
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Insurance Name: [[] 427.61 Supra Ventricular Premature Beats l:l Other ]

Ins Phone:

Member [D#: Group ID#:

785.1 Palpitations / 426.9 (Conduction Disorder un ecified)
| p specified
[[] 780.2 Syncopy and Collapse / 780.4 Dizziness

] 427.0/1 Paroxysmal Supraventricular/Ventricular Tachycardia
[] 785.0 Tachycardia Unspecified
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Physician Name:

Physician Phone:

[] 427.31 Atrial Fib. / 427.81 Sinoatrial Node Dysfunction
[ 427.32 Atrial Flutter

[] 427.9 Cardiac Dys. Unsp. / 426.89 Other Conduction Dis.
t [ 426.10 - 426.13 Atrioventricular Block Unspecified

D 42781 Sinoatrial Node Dysfunction

[ 426.6 Other Heart Block / Blocks

ICD9 Codes

4 Medicare Billing Codes - Private Insurance Billing Codes
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-0?1 CPT 93228 (Mobile Cardiac Telemetry) CPT 93270, 93272 (93228%) (Telemetry Monitoring)
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=[] crro3225,93207 (athythna totats are [ ] cP193225,93227, (anhythmiaotais
detected and billed on the first day of monitoring)

B ® Statément of Medical Necessity

é' The requested service(s) are medically indicated and necessary to the health of the patient. | understand that this procedure is mobile cardiac

= telemetry monitoring, providing a signicantly higher yield for capturing cardiac arrhythmias associated with the indications

E and diagnosis of this patient. | decide the length and duration of the monitoring. | am responsible for my own billing procadures.
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% Physician Signature

v @ Patient Signature

> | hereby authorize the cardiac lab to inquire, appeal, and receive all information on iy behalf regarding the procedure(s) on this order.
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