
  
Diagnosis Change Request 

 

Please Fax to 515-241-8881 
                                 ATTN: Billing Team  

 

Patient Name:  Date of Birth 
 

Date of Service: Ordering Provider: 
 

Account Number: Diagnosis Provided: 
 

Test(s) Performed 
 

 
Please check the following that apply: 
 
 No Additional Diagnosis to Support Medical Necessity of Testing 
 Additional Diagnosis ___________________________________ 
 Remove Diagnosis_____________________________________ 
 Change ICD-10 Code to_________________________________ 
 
 
I certify that any diagnosis code(s) added, changed, or clarified above are 
supported by the patient's medical record and were applicable on the date of 
service. 
 
_______________________________   _____________ 
Provider Signature       Date 
 
 
 
 


