






Do you have a Business Associate Agreement in Place? YES NO
If NO, do not proceed until a Business Associate Agreement is in Place. Call (866) 562-6349 to have one emailed/faxed. 

Physician Information
Physician Name:  NPI: Tax ID: 

Practice Name: Phone: Fax: 

Address/City/State/ZIP

Office Contact Name: Preferred Method of Contact to Receive Response Form:

Fax Email
Office Contact Email: 

Facility Information
Facility Name: NPI: Tax ID: 

Address/City/State/Zip:  Phone: Fax:  

Patient Information
Patient Name:  Date of Birth 

Address/City/State/Zip:  Phone:  Email:  

Insurance Information
Primary Insurance:  Member ID:  Phone:  

Secondary Insurance:  Member ID:  Phone:  

Please provide a copy of the front and back of the patient’s insurance card.

Procedure
Product Use: 

DermACELL (Q4122) # of Applications requested for entire treatment

Matrion (Q4201) # of Applications requested for entire treatment

Place of Service: 

Inpatient Outpatient ASC Office Other

Size of Wound Duration of Wound

Procedure Code(s): Primary & Secondary Diagnosis Code(s): Procedure Date:

Case Status

Pre-Service Post-Service Medicare Appeal

New Pre-authorization   NewPre-determination

Peer to Peer        1st Level appeal        

2nd Level appeal        IRO (External appeal)

Include copy of denial letter and EOB

1st Level appeal – post claim denial

2nd Level appeal – post claim denial

IRO – post claim denial

Include copy of denial letter and EOB

1st Level appeal

2nd Level appeal

HIPAA Authorization- This form may be signed by anyone with authority within the requesting office/facility.

LifeNet Health® and its agent are hereby authorized to release information regarding the above named patient to the Primary and Secondary insurance carriers named above for the express and limited purpose of 
validating coverage for clinical services relating to LifeNet Health®. This authorization may be revoked or modified at any time, upon delivery of my written request to LifeNet Health® and/or . 

Authorized Representative Signature:   Date: 








