
INSURANCE VERIFICATION REQUEST
Fax: +1 (888) 522-7153 

Email: biolabs@advantagerma.com
Phone: (800) 609-2195  

v.6 05.08.2025

PLEASE PROVIDE ANY ADDITIONAL E-MAIL ADDRESS FOR BIOLAB HOLDINGS TO SEND RESULTS TO:
E-mail:_________________________________________________________ E-mail:_________________________________________________________

E-mail:_________________________________________________________
E-mail:_________________________________________________________

E-mail:_________________________________________________________
E-mail:_________________________________________________________

Distributor Name:______________________________________________________  Distributor Email:__________________________________________

Reimbursement Support Program 

LAST NAME:_________________________________________________ 

FIRST NAME:_________________________________________________

DOB:____________________________

PATIENT’S ADDRESS:_____________________CITY: ______________

STATE:_______ ZIP CODE:________________________ 

PROVIDER NAME:___________________________________________

PROVIDER NPI#:____________________________________________

TAX ID#:_____________________________________________________

PTAN#:_____________________________________________________

ADDRESS:___________________________________________________

OFFICE CONTACT NAME:____________________________________

PHONE:______________________________EXT:______

FAX:___________________________________________

CITY:_____________________STATE:________ZIP:_________________

FACILITY NAME:____________________________________________

FACILITY NPI#:_____________________________________________

TAX ID#:____________________________________________________

ADDRESS:__________________________________________________

SERVICE TYPE:

    OUTPT       OFFICE       SURGERY CTR     HOSPICE
    OTHER:____________________________________________

CITY:________________________STATE:________ZIP:__________

PATIENT INFORMATION:

PRIMARY INSURANCE:________________________________________

PRIMARY POLICY #:__________________________________

SECONDARY INSURANCE:_____________________________________

SECONDARY POLICY #:_______________________________

INSURANCE INFORMATION:

REQUESTING PROVIDER INFORMATION: PLACE OF SERVICE INFORMATION:

SERVICES:
DOS:______________________________
PRODUCT (CHECK ONE AND ADD UNITS):

Membrane WrapTM (Q4205):__________ units/cm2  X __________________ applications = ___________________ total anticipated units 
Membrane Wrap - LiteTM (Q4373):__________ units/cm2  X ______________ applications = ______________ total anticipated units 
Membrane Wrap - HydroTM (Q4290):__________ units/cm2  X ______________ applications = ______________ total anticipated units 
Tri-Membrane WrapTM (Q4344):__________ units/cm2 X ______________ applications = _______________ total anticipated units 
Microlyte® SAMTM (A2005):__________  units/cm2  X _________________ applications = ________________ total anticipated units 
Microlyte® PainGuardTM (A2040): _________  units/cm2  X ______________ _  applications = _______________  total anticipated units 
Apis® (A200׏): _________  units/cm2  X ______________ _  applications = _______________   total anticipated units 

ICD-10 DIAGNOSIS CODE(S):_______  _______  _______  _______  _______  _______  _______  _______  _______  _______
CPT APPLICATION CODE(S):_______  _______  _______  _______  _______  _______  _______  _______  

PROVIDER SIGNATURE:___________________________________________________________________ DATE:___________________________ 

ALL SECTIONS OF THIS FORM MUST BE COMPLETED. ANY MISSING INFORMATION COULD DELAY THE PROCESSING TIME OF THE REQUEST. IF YOU NEED 
ASSISTANCE FILLING OUT THIS FORM, PLEASE CONTACT THE CLIENT SERVICES TEAM.

This authorization is not a guarantee of payment. Payment is contingent upon eligibility, benefits available at the time the 
service is rendered, contractual terms, limitations, exclusions, and coordination of benefits, and other terms & conditions set 
forth in the member’s evidence of coverage.

The information contained in this form, including attachments, is privileged and confidential & is only for the use of the 
individual or entities named on this form. If the reader of this form is not the intended recipient or the employee or the agent 
responsible to deliver to the intended recipient, the reader is hereby notified that any dissemination, distribution, or copying of 
this communication is strictly prohibited. If this communication has been received in error, the reader shall notify the sender 
immediately and shall destroy all information received.
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(504) 313-1540

(407) 484-0363
george.bolaris@metairiemedical.com


