Neurophysiology Lab (EEG) Service Requisition 
	Physician Name (PRINTED)

	Date of Order:


	Physician Signature is required for services to be rendered

Physician Signature:

	Primary Care Physician:


	Office Room Number:

	Office Phone:
	Office Fax:


	Patient Name:

	Date of Birth:

	Medical Record Number:


	Insurance:

	Insurance Authorization Number:


	Medicare Regulations


	Medicare regulations require the tests to be medically necessary for the diagnosis and treatment of the patient to qualify for reimbursement
from the program.  The physician must be treating the patient in connection with the diagnosis or complaints listed and this information must accurately reflect the medical reasons for requesting these tests.  The medical necessity of each test ordered on this requisition must be documented in the patient's medical record.  Tests ordered for the purpose of screenings or which the physician believes to be appropriate even if the payer may not allow reimbursement, may not be billed to Medicare except for the purpose of receiving a denial.

	                CPT             Neurophysiology Electroencephalography                                         CHECK BOX TO ORDER

	[]

[]

	95816

95819

	Routine EEG includes recording awake and drowsy

Sleep Deprived EEG includes recording awake and asleep


	                                     Electromyography

	[]

[]

[]

[]

[]

[]

[]

[]

[]

[]

[]

[]

[]

	95860

95861

95864

95864 

95867 

95868 

95869 

95870

95872

95875

92265

51785

95857

	EMG 1 extremity Specify extremity LUE__LLE__RUE__RLE__

EMG 2 extremities Specify extremities LUE__LLE__RUE__RLE__

EMG 3 extremities Specify extremities LUE__LLE__RUE__RLE__

EMG 4 extremities

EMG Cranial Nerve-unilateral

EMG Cranial Nerve-bilateral

EMG Thoracic Paraspinal Muscles (excluding T1 or T12)

EMG Other muscles limited other than thoracic paraspinal cranial nerve supplied muscles or sphincters

EMG Single Fiber

Ischemic Limb Exercise Test

EMG Eye Muscle(s)

EMG Anal/Urethral

Tensilion Test for Myasthenia Gravis


	                                     Nerve Conduction Studies

	[]

[]

[]

[]

[]

[]

[]

	95900

95903

95904

95933

95937

95934

95936

	Motor Nerve(s)

Motor Nerve(s) with F-Wave study

Sensory Nerves

Blink Reflex (Pontogram)

Repetitive Nerve Stimulation (neuromuscular junction testing)

H-Reflex Gastrocnemius/Soleus Muscle

H-Reflex Other than Gastrocnemius/Soleus Muscle                                            


	                                     Evoked Potential

	[]

[]

[]

[]

	95930

92585

95925

95926

	Visual evoked Potential

Brainstem Auditory Evoked Potential

Somatosensory Evoked Potential-Upper Extremities

Somatosensory Evoked Potential-Lower extremities                                        


	                                      Quantitative Sensory Testing


	[]

[]

[]

	0109T

0107T

0108T

	Specify extremity(ies) to be tested LUE__LLE__RUE__RLE__

Specify modality(ies) to be used

 Heat/Pain Sensation______

 Vibratory Sensation______

 Cooling Sensation________


	                                     Biopsy         


	[]

[]

	20205

64975

	Deep Muscle

Nerve

	                                     Autonomic Function Tests    

	[]

[]

	95921

95923

	R/R interval/ valsalva ratio

Sympathetic skin potential

	Reason for the Test/ Special Instructions

	

	SCHEDULING PHONE:   314-268-5555  SCHEDULING FAX:  314-268-5539

	NEUROPHYSIOLOGY LAB (EEG) SERVICE REQUISITION

	SAINT LOUIS UNIVERSITY HOSPITAL


	3635 Vista Ave at Grand Blvd

St. Louis, MO 63110

(314)577-8000
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