Cedars
@@ Sinai
PATIENT REFERRAL

SMALL BOWEL DISEASES AND NUTRITION
Beverly Building, 8700 Beverly Blvd., Lower Level, Los Angeles, CA 90048
Phone: 310-423-0095 e Fax: 310-423-0900
Cedars-Sinai tax I.D.: 95-1644600 e Cedars-Sinai NPI: 1639172372

Instructions: Please complete all of the information below. Fax this form to 310-423-0900 or email it to
GroupSmallBowel&Nutrition@cshs.org. Include recent H&P, consult notes, procedures and imaging reports
(provide imaging CD, if available).

Referral Information
PCP/Referring provider (please print first and last name):

Back office telephone: Fax: National Provider Identifier (NPI):

Patient name (please print last name, first name, middle initial): Date of birth: Age:

Street address:

City: State: ZIP code: Patient email address:

Referral date: Reason for referral:

Diagnosis:

Pre-authorization Must Be Provided Prior to Scheduling
Subscriber I.D.: Subscriber name:

Insurance type:

Authorization number: Authorization start date: Authorization end date:

Referral Type: Office visit
() Shirley Paski, MD (NPI 1518264746) [_] F. Otis Stephen, MD (NPl 1780615906) | (L] New patient consultation
(1 Joo Mi Mok, NP (NPI 1407263676) ) Follow-up

Gl Endoscopic Procedures

Procedure codes need precertification for PPO plans, especially monitored anesthesia care (MAC) codes.
Pre-authorization certification/determination is required for all PPO and HMO insurance prior to outpatient
procedure and anesthesia services (e.g., Anthem Blue Cross, Blue Shield, Aetna, UnitedHealthcare, Cigna, etc.).

) 91110 Small bowel wireless capsule () 45390 Colonoscopy EMR
() 44799 Double balloon enteroscopy ) 43254 EGD EMR

() 43246 Peg placement/replacement

() Other (please specify):

Procedure type: [_] Urgent [] Routine
CPT for monitored anesthesia procedures (MAC):

() 00731 Upper procedures [_] 00811 Lower procedures [_] 00813 Upper & lower combined procedures
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