
MEDICAL INSURANCE VERIFICATION FOR ORAL SURGERY 

 
Today’s Date: _____________________ Time: _____________   TC: ________________________ Date Verified: _________________ 
 
Patient’s Name: ________________________ DOB: ____________ Relationship: ___________ SS: ____________________ M: __ P: __ 
 
Member’s Name: ______________________________ DOB: ____________ Member ID: _____________________________________ 
 
Employer: ____________________________________ Group #: _________________   Referral Needed?: ________________________ 
 
Insurance Company: ________________________________________________ Plan: __________________ Fee Schedule: ____________ 
 
INSURANCE PAYER NUMBER: _____________________________ACCEPT ATTACHMENTS?:   Yes _______ No ________ 
 
Claim Address: ______________________________________ City: _________________ State: __________ Zip Code: ______________ 
 
Telephone#: ___________________________________ Name of Insurance Person: ___________________________________________ 
 
In Network Benefits? Yes _____ No ______ Out of Network Benefits? Yes _____ No ______   Waiting Period? Yes _____ No ______   
Dates: ______________ 
 
Benefit Coverage:     Employee: ___________ Employee and Spouse: _________ Family: ____________ Other: ____________ 
 
Effective Date: ___________________ Policy Still in Effect? Yes ____ No _____ Termed?____________  Calendar?  Yes ____ No _____ 
 

Office S peciali s t Copay $ Is  Vis i t subject to Ded uctible? Yes_ _ _ _ _ No_ _ _ _ _
Ded uctible $ Met? $ To be Met? $

Out of Pocket $ Met? $ To be Met? $ _ _ _ _ /_ _ _ _ %
 

 

ANESTHESIA (IV SEDATION) IS IT SUBJECT TO REVIEW?   YES______   NO________ 
 
IS ANESTHESIA SERVICES INCLUDED IN PROCEDURE CODES: __________________ 

 
00170    (9220) (Deep IV): __________________________________________________________ 41899 Medical CPT for teeth  
 
00170    (9221) (Addtn’l Deep IV): _____________________________________________________extractions.  Dental codes will print 
 
00170    (9230) (Nitrous Gas): ________________________________________________________ in claim as a link code.  
 

PRE DETERMINATION REQUIRED?  YES____   NO_____ SUBJECT TO DENTAL FIRST?  YES____   NO_____ 

TMJ Consult Code   99205   Valid  Yes  [__]    No  [__] 

TMJ Consult Code  99204   Valid  Yes  [__]    No  [__] 

TMJ Splint Code       21085   Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 

 
Radiology 
CPT Code  70486 (w/out contrast) Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 
   70487 (w/contrast)  Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 
   70488 (w/out contrast) Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 
 
MRI Code  70336    Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__]   
*  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  *  * 

Path Consult Code 99205   Valid  Yes  [__]    No  [__] 

   99204    Valid  Yes  [__]    No  [__] 

Biopsy Surgery Code 40808    Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 

   40810   Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 
   40812   Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 
   40814   Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 
___________________ 21029-21049  Valid  Yes  [__]    No  [__] Needs Pre-Auth     Yes  [__]    No  [__] 
  
Comments: ______________________________________________________________________________________________________________ 
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