PHYSICIAN
Dr.___________________________________ Provider # ________________________________________________
Address:______________________________
City: __________________________________State: ________  Zip:_________             Phone: __________________                   
Fax: ____________________







Date:______________
	INSURANCE PRE-AUTHORIZATION REQUEST

	______________________________________________________________________ ______________________

Patient Name                                                                                                                          Phone #:
____________________________________________________________________________________________ 
Address                                      City                                             State                                   Zip Code
Date of Birth:___________________________ Social Security #_________________________________________
____________________________________________________________________________________________

Insurance                                      INS Phone                                 Group #                              Authorization #



	Authorization Requested for the following codes:                                       Charges                   Approved Rate:

	G0248

 - Demonstrate home INR monitor 





            $ 250.00                       $____________

G0249

 - Provision of test materials and equipment for home INR monitoring

            $ 200.00                       $____________

G0250

 - Physician review; interpretation and patient management of home INR testing
            $   15.00                      $_____________


	PATIENT DIAGNOSIS

CODE

PATIENT  DIAGNOSIS

CODE

COMPLICATIONS
CODES COVERED
BY MEDICARE

CODES NOT COVERED 
BY MEDICARE

Mechanical Heart Valve

Surgery Date:_________

V43.3

Antiphosphlipid Syndrome
  795.79
Potential Drug/Dietary Interaction
Atrial Fibrillation

427.31

Coagulation Defect/Clotting Disorder
286.9
Frequent Testing
DVT (Deep Vein Thrombosis

453.40

CVA
434.91
Venipuncture Difficulty
Phlebitis & Thrombophlebitis

451.89

Congestive Heart Disease
428.0
Unstable INR
Pulmonary Embolism Iatrogenic

415.11

Cardiomyopathy
425.4
History of Major Bleeding
Pulmonary Embolism Infarction

415.19

History of TIA/Stroke
Hypercoagulable Disorder/

Protein S&C Deficiency

289.81

Patients with Porcine valves
Elderly/Frail
Budd-Chiari Syndrome

(Hepatic Vein Thrombosis)

453.0

Extensive Travel Considerations
· Patient has been on Warfarin (Coumadin®) therapy for >90 days  
· Test Frequency – ONE TEST PER WEEK 
It is medically necessary for this patient to self-test weekly in order to maintain a stable INR, optimize their therapeutic effects and avoid the complication identified on Coumadin© (warfarin)'s product labeling. At this time, the patient or their caregiver has no condition that makes self-testing unsafe (e.g. cognitive disorders) and is capable and compliant with physician instructions. 

Under 42 CFR 410.32(a), This patient qualifies for home PT/INR monitoring for chronic, oral anticoagulation management for patients with mechanical heart valves, chronic atrial fibrillation, or venous thromboembolism (inclusive of deep venous thrombosis and pulmonary embolism) on warfarin.  The monitor and the home testing will be prescribed by a treating physician as provided at 42 CFR 410.32(a), and all of the following requirements will be met: 

1.     The patient will have been anticoagulated for at least 3 months prior to use of the home INR device; and, 

2.   The patient will undergo a face-to-face educational program on anticoagulation management and must demonstrated the correct use of the device prior to its use in the home; and, 

3.    The patient will continues to correctly use the device in the context of the management of the anticoagulation therapy following the initiation of home monitoring; and, 

4.      Self-testing with the device will not occur more frequently than once a week.


