
 
 STRICTLY CONFIDENTIAL       TELEPHONE: 866-946-0444* 

     DEDICATED FAX NUMBER: 877-211-7271* 
     WWW.REIMBURSEMENT.ZIMMER.COM 
 

GEL-ONE® Cross-linked Hyaluronate Insurance Benefit Verification Form 

Please Print and Fax* Along With Patient Authorization 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
* To protect patient confidentiality, please be sure to use only the telephone number and fax number provided above. Zimmer has 
established a specially trained, dedicated Gel-One Hyaluronate insurance verification team as well as HIPAA-HITECH privacy and security 
safeguards for the patient data that it receives for insurance verification purposes. The data will not be used for any other purpose.  

 
Note: Gel-One

®
 is a trademark of Seikagaku Corporation.    

©
2014 Zimmer, Inc. 

PATIENT INFORMATION 
Please print clearly 

 
              
Patient Name 
 

              
Name of Guardian (if appropriate) 
 

              
Patient Address 
 

              
City     State  Zip 
 

(     )       (     )     
Phone Number – Home     Other 
 

              
Social Security Number    Date of Birth 
 

 

M  F  

INSURANCE INFORMATION 
Attach front & back of card/s 

 
              
Primary Insurance Co.  Policy Number  Group Number 
 

(     )             
Phone Number    Provider ID # For Insurance 
 

              
Subscriber’s Name   Date of Birth 
 

              
Subscriber’s Relationship to Patient    
 

              
Secondary Insurance Co. Policy Number  Group Number 
 

(     )             
Phone Number    Provider ID # For Insurance 
 

              
Subscriber’s Name   Date of Birth 
 

              
Subscriber’s Relationship to Patient  

Provider is:  ☐ In-Network        ☐ Out-of-Network 

☐ Prior Authorization Requested, if required 

☐If denied due to no HA coverage refer to Zimmer's Access to 

Care 

PHYSICIAN INFORMATION 
 

              
Name of Facility 
 

              
Name of Physician 
 

              
Address 
 

              
City     State  Zip 
 

(     )      (     )      
Phone Number     Fax Number 
 

               (     )      
Office Contact      Phone Number 
 

Email Address            
 

Return Insurance Verification Summary via:  ☐ Fax or ☐ Email 

 
               
Tax ID      NPI# 

 
               
PTAN      DEA# 

GEL-ONE HYALURONATE TREATMENT 
 

Diagnosis:             
 

ICD-9 Code/s:             
 
Right Knee    

Left Knee     

Both Knees     

 
Has patient been treated with Gel-One Hyaluronate before? 

 

Yes   No    
 

Previously Treated:  Right Knee    Left Knee    

Both Knees   

 
Dates of previous treatments:          
 

☐ Provider Will Buy and Bill 

☐ Provider Will Obtain Through Specialty Pharmacy 

(Provider Choice Required) 
 

http://www.reimbursement.zimmer.com/

