)_ Al i REIMBURSEMENT SUPPORT CENTER
C ENAOLOgIX CONFIDENTIAL ENROLLMENT FORM

LW LWL
Please complete the form and email or fax with required documentation
DETOUR Svslem to (888)570-0498 or email detour@ptabaccess.com

Questions? Call (888) 605-0658

PATIENT INFORMATION

First Name: Middle Name/Initial: Last Name:
Date Of Birth: Gender: Male Female Unspecified
Address: Phone Number

E-Mail

INSURANCE INFORMATION

e of Cov e of Cov
DMedicare Medicare Advanta Medicai Managed Medicaid Medicare ] Medicare Advanta, Medicaid Managed Medicaid
D{\Commercia Worker's Comp Tricare Other Commerci mrJWorker's Comp ricare Other
ary Insurance Name: bndary In nce Name:
Primary Policy Number: Secondary Policy Number:
Primary Group Number: Secondary Group Number:
Policy Holder: Policy Holder:
Policy Subscriber Date of Birth: Policy Subscriber Date of Birth:
Relationship to Patient: Relationship to Patient:
Primary Insurance Phone Secondary Insurance Phone
Number: Number:

DIAGNOSTIC AND CODING INFORMATION

Primary Diagnosis: Secondary Diagnosis:
Date of Surgery: Laterality of planned procedure: Left Right Bilateral
CPT Codes:

0O505T Endovenous femoral-popliteal arterial revascularization, with transcatheter placement of intravascular stent graft(s) and closure by any method, including percutaneous
or open vascular access, ultrasound guidance for vascular access when performed, all catheterization(s) and intraprocedural roadmapping and imaging guidance necessary to
complete the intervention, all associated radiological supervision and interpretation, when performed, with crossing of the occlusive lesion in an extraluminal fashion

Other Code(s):

PROCEDURE PROTOCOL

Site of Service Inpatient Hospital (21) utpatient Hospital (19) Off-Campus Dutpatient Hospital (22) On Campus

PHYSICIAN INFORMATION

Practice Name:
Phone: Address:
NPI: Tax ID:

Physician Name:
Primary Contact:

Contact Phone: Contact Email

FACILITY INFORMATION

Facility Name:
Phone: Address:
Pl: Tax ID:

2

Physician Name:
Primary Contact:

Contact Phone: Contact Email

REQUIRED DOCUMENTATION

Front & Back Insurance Card Clinical Documentation

MM2722-US Rev. 02
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