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Reason/Symptoms for Exam(s) REQUIRED:
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Medicare and other Insurers require coding of specific/definitive diagnosis(es), sign(s) or symptom(s) to reflect the “medical necessity” for each test. Rule out, Possible or
Probable Conditions cannot be coded. For Medicare Policy information, see the Part B Bulleting or www.noridian.com/medweb
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Note: To ensure correct and appropriate patient care and comply with federal rules and regulations, Chicago Dental Imaging's policy is to require a written referral from the
treating DDS. The referral (order) must include both a diagnosis (narrative) and signs or symptoms pertinent to the exam requested. For more information, please call (773)582-0706.
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