	Tax ID # 94-2222222

Provider # 00C22222

UPIN # A33333
	Sample ENT, M.D., F.A.C.S
Physician Asst., PA-C
	Telephone: (408) 996-2100

	
	80 N. Jackson Ave., Suite A,  San Jose, CA 95116
 SYMBOL 183 \f "MT Extra"  Sample ENT, MD                    Ms. Assistant, PA-C SYMBOL 183 \f "MT Extra"
	
	



	
	
	

	LAST NAME:
	 FIRST NAME:
	Date of Service:

	
	
	

	DOB:      /      /     
	
	

	ASSIGNMENT: I hereby assign my insurance benefits to be paid to the undersigned physician.  I hereby authorize you to give me reasonable and proper medical care by today's standards and I understand that I am financially responsible for non-covered services.  I also authorize the release of any information required to process this claim.

SIGNED: (Patient, or Parent, if Minor)                                                      DATE
	I have been informed by Dr. ________ that the services shown on this superbill/release may be denied by my Medicare Part B as medically unnecessary.  I agree to be personally and fully responsible for these services.

SIGNED                                                                                                          DATE

	  Circle Appropriate Code 

	1
	OFFICE VISITS
	NEW
	EST.
	FEE
	4
	AUDIOLOGY 
	CODE
	FEE  
	5
	ALLERGY
	CODE
	FEE

	
	Minimal (Inj./UA)
	
	99211
	
	
	ENG - 2 Spontaneous Nystagmus 
	92541
	50.00
	
	Spirometry
	94010
	40.00

	
	Focused
	99201
	99212
	
	
	ENG - 5 Positional Nystagmus 
	92542
	45.00
	
	Respiratory Flow/Vol. Loop
	94375
	45.00

	
	Expanded
	99202
	99213
	
	
	ENG - 4 Caloric Vestibular 
	92543
	220.00
	
	Intradermal Allergy Tests
	95024
	900.00

	
	Detailed
	99203
	99214
	
	
	ENG - Optokinectic Nystagmus 
	92544
	35.00
	
	( 135 ) or # ____________
	
	

	
	Comprehensive
	99204
	99215
	
	
	ENG - Oscillating Tracking 
	92545
	30.00
	
	Allergy     1 Vial  -  Dose 10
	95165
	136.00

	
	Complex
	99205
	
	$130
	
	
	
	
	
	Antigens 2 Vials - Dose 20
	95165
	272.00

	
	Consultation Exam
	99245
	
	$200
	
	Spon.  Nystagmus Gaze
	92531
	10.00
	
	Allergy Injection    Qty 1
	95115
	13.00

	2
	SPECIAL PROCEDURES
	
	
	
	
	Evaluation                          E
	92557
	83.00
	
	Allergy Injections  Qty 2
	95117
	22.00

	
	Fiberoptic Laryngoscopy
	92511
	
	$359
	
	Impedance                           I
	92567
	25.00
	
	
	
	

	
	Nasal Endoscopy
	31231
	
	$130
	
	Acoustic Reflex Testing     A
	92568
	20.00
	
	Therapeutic/Diag. Inj.
	90782
	    12.00

	
	Facial Nerve Function
	92516
	
	$35
	
	
	
	
	
	Antibiotic Inj. I/M
	90788
	    12.00

	3
	X-RAYS
	
	
	
	
	HEARING AIDS
	
	
	
	Venipuncture/Collection
	36415
	    10.00

	
	Mandible     
	
	70110
	90.00
	
	Hearing Aid Repair
	V5014
	
	
	
	
	

	
	Mastoid      
	
	70130
	100.00
	
	In the Ear Hearing Aid
	V5050
	
	
	
	
	

	
	Facial                  
	
	70150
	90.00
	
	Behind the Ear Hearing Aid
	V5060
	
	
	
	
	

	
	Sinus Limited       
	
	70210
	60.00
	
	Ear Mold
	O3002
	
	
	
	
	

	
	Sinus               
	
	70220
	90.00
	
	Hearing Aid Batteries
	O4250
	
	
	
	
	

	
	Soft Tissue Neck    
	
	70360
	45.00
	
	
	
	
	
	
	
	

	
	Other: _______________
	
	
	
	
	
	
	
	
	
	
	


	  Indicate Diagnosis by number (1) Primary,  (2) Secondary etc.

	
	
	
	
	
	
	
	

	_____ 477.8
	Allergic Rhinitis
	_____ 530.6
	Esophageal Diverticulitis
	_____ 802.0
	Nasal Fracture, Closed
	_____ 527.2
	Sialoadenitis / Parotitis

	_____ 351.0
	Bell's Palsy
	_____ 530.81
	Esophageal Reflux
	_____ 802.1
	Nasal Fracture, Open
	_____ 759.2
	Thyrogrossal Duct Cyst

	_____ 744.42
	Brachial Cleft Cyst
	_____ 381.81
	Eustach. Tube Dysfunction
	_____ 460
	Nasopharyngitis, Acute
	_____ 245.9
	Thyroiditis

	_____ 491.0
	Bronchitis, Simple Chronic
	_____ 931 
	Foreign Body in Ear
	_____ 380.10
	Otitis Externa
	_____ 388.30
	Tinnitis, Unspecified

	_____ 112.9
	Candidia
	_____ 932
	Foreign Body in Nose
	_____ 381.01
	Otitis Media, Acute Serous
	_____ 210.1
	Tongue Lesion Benign

	_____ 385.33
	Cholesteatoma M/Ear & NOS
	_____ 529.0
	Glossitis
	_____ 381.10
	Otitis Media, Chronic Serous
	_____ 750.0
	Tongue Tie

	_____ 389.03
	Conduct Hearing Loss Mid Ear
	_____ 784.0
	Headache
	_____ 382.00
	Otitis Media, Suppurative
	_____ 463
	Tonsillitis Acute

	_____ 380.4
	Cerumen Impaction
	_____ 708.9
	Hives
	_____ 473.8
	Pansinusitis, Chronic
	_____ 385.01
	Tympanosclerosis (TM only)

	_____ 692.6
	Dermatitis Due to Plants
	_____ 474.10
	Hypertrophy of Tonsils & Adn.
	_____ 384.20
	Perforation of TM Unspec.
	_____ 524.60
	TMJ

	_____ 470
	Deviated Nasal Septum
	_____ 701.4
	Keloid
	_____ 475
	Peritonsillar Abscess
	_____ 708.0
	Urticaria

	_____ 787.2
	Dysphagia
	_____ 464.0
	Laryngitis Acute
	_____ 386.10
	Peripheral Vertigo, Unspec.
	_____ 386.12
	Vestibular Neuronitis

	_____ 474.12
	Enlarged Adenoids
	_____ 383.00
	Mastoiditis, w/o Complication
	_____ 462
	Pharyngitis, Acute
	_____ 478.5
	Vocal Cord Nodule

	_____ 478.0
	Enlarged Nasal Turbinates
	_____ 461.0
	Maxillary Sinusitis, Acute
	_____ 471.8
	Polyp of Sinus
	_____ 478.4
	Vocal Cord Polyp

	_____ 784.7 
	Epistaxis
	_____ 473.0
	Maxillary Sinusitis, Chronic
	_____ 527.6
	Ranula
	_____ 784.49
	Voice Disturbance

	
	
	_____ 389.2
	Mixed Hearing Loss
	_____ 389.10
	Sensorineural Hearing Loss
	
	

	
	
	
	
	
	
	
	


	DIAGNOSIS:
	DESCRIPTION
	REFERRING  MD               &                  UPIN #

	1.


	
	

	
	
	Authorization/TAR#:

	2.


	
	REC'D. BY:
	TODAY'S FEE:
	

	DOCTOR'S SIGNATURE: _________________________________________________
	SYMBOL 111 \f "Wingdings" CASH
SYMBOL 111 \f "Wingdings"  CHECK
	Co-Payment Paid:
	

	NEXT APPOINTMENT:             DAYS                         WEEKS                          MONTHS
	#
	Paid on Account:

(Paid on Previous Balance)
	

	INSTRUCTIONS FOR FILING INSURANCE CLAIMS:

	
	SYMBOL 111 \f "Wingdings" Visa 

SYMBOL 111 \f "Wingdings"  M/C
	Total Amount Paid:
	

	1. COMPLETE THE UPPER PORTION OF THIS FORM, SIGN AND DATE

2. MAIL THIS FORM DIRECTLY TO YOUR INSURANCE COMPANY.  YOU MAY ATTACH YOUR OWN 

   INSURANCE COMPANY FORM IF NECESSARY.
	
	Please remember that payment is your obligation regardless of insurance or other third party involvement.
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