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	To:
	  SYNVISC Connection
	From:
	

	Fax:
	
	Date:
	

	Phone:
	
	Pages:
	

	Patient:
	
	
	



 FORMCHECKBOX 
 Denied/Underpaid Claim     FORMCHECKBOX 
 Claim Review       FORMCHECKBOX 
 Claim Tracking

Checklist     
 FORMCHECKBOX 
 Copy of Original Claim(s) Submitted to Payer* 

 FORMCHECKBOX 
 Copy of EOB from Payer (for denied or underpaid claim only)
 FORMCHECKBOX 
 Acknowledgement of Patient Consent
SYNVISC Connection must have the patient’s consent to conduct claim research.  By providing consent, the patient authorizes us to contact the insurer to conduct research on Synvisc-One and SYNVISC and relay the patient’s name, date of birth, social security number, diagnosis, insurance information, etc.  

Do you have the patient’s consent on file in your office?  (  YES      (  NO   
If YES, no additional consent is needed.

If NO, do we have the patient’s consent to proceed?   

(  YES (please have patient sign)   _________________________________             ___________
                                                                                                                                                                               

                                                                    Patient Signature                                        Date
Please contact SYNVISC Connection at (800) 982-8292 between the hours of 9 AM to 8 PM ET if you have any questions. Once you have compiled the necessary information, please return it with this form to (800) 508-8083.   
Thank you
*Please note: For the Claim Review service submit a copy of the claim you intend to submit to the payer.
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In order for us to assist you, please indicate which claim service you are requesting by checking the appropriate box below and use our Clean Claims Checklist to ensure you submit all necessary information in order for us to assist you.











Confidentiality Notice:  This facsimile transmission may contain confidential or legally privileged information that is intended only for the individual or entity named on this transmission sheet.  If you are not the intended recipient, you are notified that any disclosure, copying, distribution, or reliance upon the contents of this facsimile is strictly prohibited.  If you have received this facsimile in error, please notify us immediately by telephone so that we can arrange for the return of the transmitted materials to us at no cost to you.

SONE-00140.A  05/2009


_1136462630.doc
[image: image1.png]SYNVISC
CONNECTION..

EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

DRG]








