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PT. Name DOB
Address City State Zip
Phone Number Cell Phone __Insurance
Date of Test Time of Test Physician Ordering Test
Is it okay to leave a message if unable to contact ? OYES ONO

Exam to be ordered:

Reason for exam:

Symptoms (If using "R/O" a symptom must be recorded ):

Previous Imaging OYES ONO Dr. Phone: Fax:

Date: Physician's Signature

INSURANCE VALIDATION/PRIOR AUTHORIZATION

Insured: Employer
Primary Insurance ID:
Secondary Insurance ID:
Tertiary Insurance ID:

Validator's Name

PT. Name DOB

Procedure Code Verification__ OYES ONO
Policy Effective Date PAR/AIM_ OYES ONO
Ded: Co-Insurance By:__ UOYES ONO
Prep Date:

ALL FIELDS MUST BE FILLED OUT

ALL PRIOR AUTHORIZATIONS MUST BE DONE PRIOR TO SCHE DULING
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