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Investigational Device Coverage Form (Time of Service)
**This form is to be completed at the time of implant**
Scan and email the completed form to IDENotification@iuhealth.org  on the day of service. 
*Include the name of the trial in the subject line
	Patient Information

	Patient Name:
	

	Patient Medical Record Number (MRN):
	

	FIN #:
	

	Date of Implant:
	

	Device Name:
	

	Investigational Device Exemption Number (IDE #):
	

	Clinical Trial #:
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