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NUCC Instruction Manual available at: www.nucc.org

OMB APPROVAL PENDING

Disclaimer: The information contained in this document is provided to help you understand the reimbursement process. It is not intended to increase or maximize
reimbursement by any payer. We strongly recommend that providers consult their payer organization with regard to local reimbursement policies. The information
contained in this document is provided for information and training purposes only and represents no statement, promise or guarantee by Uroplasty, Inc. concerning
levels of reimbursement, payment, or charge. Providers are encouraged to contact their local payers with questions regarding coverage, coding, or payment.
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