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12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 
 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE  I authorize
 payment of medical benefits to the undersigned physician or supplier for
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 DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
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Box 24D
•	Enter the appropriate CPT code(s)
•	Example:

	° 61510 (Craniectomy, trephination, bone flap craniotomy; for 
excision of brain tumor, supratentorial, except meningioma)

	° +61517 (Implantation of brain intracavitary chemotherapy 
agent Note: 61517 is an add-on code; report 61517 in 
conjunction with 61510 or 61518)

Box 21
Enter the appropriate ICD-10-CM diagnosis code(s)

Box 24I-J
National Provider Identifier

ICD-10-CM Diagnosis CodesICD-10-CM Diagnosis Codes

ICD-10-CM Code Description

C71.0
Malignant neoplasm of cerebrum, except 
lobes and ventricles

C71.1 Malignant neoplasm of frontal lobe

C71.2 Malignant neoplasm of temporal lobe

C71.3 Malignant neoplasm of parietal lobe

C71.4 Malignant neoplasm of occipital lobe

C71.5 Malignant neoplasm of cerebral ventricle

C71.6 Malignant neoplasm of cerebellum

C71.7 Malignant neoplasm of brain stem

C71.8
Malignant neoplasm of overlapping sites 
of brain

C71.9 Malignant neoplasm of brain, unspecified

Azurity Pharmaceuticals, Inc. cannot guarantee payment of any claim. Coding, coverage, and reimbursement may vary significantly by payer, plan, patient, and setting of care. 
Actual coverage and reimbursement decisions are made by individual payers following the receipt of claims. For additional information, customers should consult with their payers 
for all relevant coding, reimbursement, and coverage requirements. It is the sole responsibility of the provider to select the proper code and ensure the accuracy of all claims used 
in seeking reimbursement. All services must be medically appropriate and properly supported in the patient’s medical record.
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