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| Submission Date:

Date of Birth:

Patient’s Name:

Proposed Date of Case/Procedure:

Surgeon:
Case/Procedure DRG: Scheduling Unit:

Insurance/Payor: Vendor name(s):

Contracted Vendor: (Yes [CINo Physician Preference: [Yes ONo

Attach Vendor Quote
¥Use Revenue Code Cheat Sheet to enter Revenue Code

Estimated Cost of Implant Components:

Estimated Charges for Implant Components:

Anticipated Reimbursement:

CFOQO / Administration Approval Signature: Approval Date:
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(409) 724-7389 Attending Physician Name:
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