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Physician Reviewer Voucher
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Physician Name 

License#  MO                                                                Area/Dept


Date to PR                                                                     Due From PR
	QIO Control

Number
	Patient’s Name
	Admit

Date
	Case Type
	Review
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	Review

Minutes
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I certify that the above charges are true, correct, and complete to the best of my knowledge.

__________________________________________

Physician Signature

Date

Address__________________________________

       ___________________________________ (If not submitted previously or changed)























_________________________________________

Approval

           

Date

19 ______  884  __________








*If you need UPS pickup after the review is complete or have any questions please contact Karla Thornsberry @ 800-735-6776 ext 116. *
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