
missouri department of health and senior services
bureau of communicable disease control and prevention
DIAGNOSTIC SERVICES ELIGIBILITY/AUTHORIZATION (TB) FAX TO: (573) 526-0234

patient’s name sex

male      female
address city county zip code

telephone social security number birthdate (month/day/year)

          
1. is patient covered by medicaid or medicare? 2. is patient covered by any other health insurance? 3. is patient covered by va benefits?

yes      no yes      no yes      no

i affirm by my signature (mark) that the above statements are true to the best of my knowledge. i understand diagnostic services are for
evaluation of tb infection/disease (initial office visit, chest x-ray) with subsequent follow-up visits if necessary and approved through the
__________________________________ county/city health department by the disease investigation unit. Diagnostic Services will only
pay for office visits, chest x-ray and sputum induction (if needed). Any other services obtained are not covered and are the respon-
sibility of client (e.g. CT scans and routine labs).
i also give my permission to the __________________________________ county/city health department to share needed information with
the provider to obtain these services and also authorize the care provider to share information with the county/city health department.

signature of client or parent/guardian (if client is a minor) date

date ppd test given date read results risk factors

physician provider

physician address city county telephone

health department employee signature/health department date

DHSS USE ONLY
pre-authorization number date authorized authorized by

TYPE OF SERVICE NEEDED UNITS AUTHORIZED

first office visit (99205)

subsequent office visits  (99215)

chest x-ray (71020)

chest x-ray interpretation (71020a)

induced sputum collection (89350)

other
mo 580-2615 (7-12) tbc-dsp
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