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Patient’s Full Signature:  Date: 

If signed by a family member or loved one.  
Please describe the authority to act on behalf of patient.  

Please attach a copy of the representative appointment document if applicable. 

Primary Insurance:       

Primary Insurance Phone:      

Subscriber:  

Subscriber ID #:   

Group #:  

Relationship to Subscriber:  Self             Spouse            Child             Other      

      
Patient Authorization

Secondary Insurance:  

Secondary Insurance Phone:  

Subscriber:  

Subscriber ID #:   

Group #:  

Relationship to Subscriber:  Self             Spouse            Child             Other      

      

Please fax completed form to:  

1(800)790-8590

TMS Physician Information (for the treating physician completing this form) 

Name:   NPI #:  Tax ID #: 

Facility or Practice Name: 

Address:  City:  State: Zip: 

Phone:  Fax: 

TMS Coordinator: Other Key Reimbursement Contact: 

Is your office contracted with this insurance?            Yes            No                    Secondary Plan?            Yes            No

Behavioral Health Insurance Company if different than the primary health insurance:

Are you contracted with the Behavioral Health Insurance Company if different than the primary health insurance?            Yes            No            

Patient Information 
Patient Name:  Date of Birth: 

Address:  City:  State: Zip:

Home Phone:  Work Phone:  Cell Phone:

Patient Insurance Information                  Please attach a copy of the patient’s insurance card(s) – front and back  

Benefits Investigation  
Access Form

19-60030-000 Rev A   07/14

            

(to be used when utilizing NRS Services for the Benefits Investigation)



 

Physician’s Full Signature:         Date: 

 296.20 296.21 296.22 296.23 296.24 296.25 296.26 296.30 296.31 296.32  

 296.33 296.34 296.35 296.36 296.82 311       

Patient Name:                Patient Date of Birth: 

Subscriber ID #:

 

 

CPT Codes: 

 CPT Code 90867: Therapeutic repetitive transcranial magnetic stimulation (TMS) treatment; initial, including cortical mapping,  

 motor threshold determination, delivery and management. 

 Please indicate the anticipated number of TMS sessions.  

 CPT Code 90868: Therapeutic repetitive transcranial magnetic stimulation (TMS) treatment; subsequent delivery and   

 management, per session. 

 Please indicate the anticipated number of TMS sessions.  

 CPT Code 90869: Subsequent motor threshold re-determination with delivery and management. 

 Please indicate the anticipated number of TMS sessions.  

 

Site of Service for Treatment:
      Physician Office     Hospital Outpatient             Other

Physician Certification

Orders: Procedural (CPT®) and Diagnosis (ICD-9) Codes

Benefits Investigation Access Form

www.NeuroStar.com/coverage/ 19-60030-000 Rev A   07/14 

Please fax completed form to:  

1(800)790-8590

NeuroStar Reimbursement Support
hotline: (877)622-2867   fax: (800)790-8590

ICD-9 Codes: (If using more than one diagnosis, please circle the primary diagnosis)

Please Note: The CPT and ICD-9 Coding information listed above represents no statement, promise or guarantee by Neuronetics concerning levels of 

reimbursement, coverage and payment.  Certain guidelines apply to the reporting of the above codes. Please refer to  the proper coding resources and the 

payer’s individual guidelines. Individual payer guidelines may vary according to coding and coverage. It is the responsibility of the provider to determine 

and submit the appropriate codes for the services rendered.
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