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MED HEALTH SERVICES
PITTSBURGH CARDIOVASCULAR INSTITUTE

200 JAMES PLACE
MONROEVILLE, PA 15146

TEL/ 412.373.7125 FAX/ 412.373.6861

Abdomen + Renal + Aorta
(76705 76770 93978)
Abdominal

Abdominal, Limited

RUQ + Doppler
(76705 93975)
Abdominal Aorta Duplex
(93978)
Renal + Doppler + Bladder
(76770 93975 76857)
Renal + Doppler
(76770 93975)
Renal + Bladder
(76770 76857)
Renal (no doppler - no bladder)
(76770)
Bladder, Limited Pelvic
(76857)
Pelvic
(76856)
Prostate
(76856)
Thyroid
(76536)
Carotid Duplex
(93880)
Echocardiogram, Congenital Anomalies
(93303 93320 93325)

Venous Upper Extremities bilateral unilateral
(93965 93970) (93965 93971)

Venous Lower Extremities bilateral unilateral
(93965 93970) (93965 93971)

Arterial Upper Extremities bilateral unilateral
(93923 93930) (93923 93931)

Arterial Lower Extremities bilateral unilateral
(93923 93925) (93923 93926)

Testicular w/scrotal doppler
(76870 93975)
Testicular
(76870)
Other Vascular Doppler
(93975)
Venous Duplex for Reflux
(93970 93965)
Soft Tissue Sonography
(76881)
Other
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Echocardiogram, Non-Congenital Anomalies
(93306)
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(05/11)

I request that payment of authorized Medicare/Insurance benefits be made to MHS
and/or PCI and/or Oliver W. Caminos, MD and Associates for any services furnished
to me by that provider of service. I authorize any holder of medical information to
release on my behalf said information to any third party payer or its agents any and
all medical information needed to determine these benefits. I understand I will be
responsible for any deductible, co-pays, co-insurances, and/or any non-covered
services within 45 days after determination of my insurance carrier.

Patient / Responsible party


