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Place Patient Label Here

INSTRUCTIONS:
Complete Section A or B for initial ICD implants. Complete Section C  if implanting CRT (BIV). Complete Section D for change outs. 

This form must be completed and submitted before the procedure can be scheduled. Please provide H&P, EP, and Echo reports.
FAX:      University 937-3333          North 937-3336          Germantown 937-6664

Secondary Prevention
A. Indications for implanting cardiac defibrillators for life-threatening tachyarrhythmias:

_______  1.  Documented sustained V-tach, either spontaneous or induced by EPS, not associated  with AMI or a transient or reversible cause. (Class 1b)
If induced, date of Electrophysiology Study (EP): _____________________________            OR

A. _______  2.  Documented episode of cardiac arrest due to V-fib not transient or reversible cause. (Class 1b)

C. Indications for using a CRT/BIV Defibrillator:

_______  1.  Meets criteria selected above in box A or B AND has QRS interval greater than 120 ms (Indicate QRS Interval _________________ )

A. _______  2.  Has NYHA Class IV Heart Failure AND QRS interval greater than 120 ms (Indicate QRS Interval _________________ )

D. Replacement  of existing ICD:

� Malfunction          � Recall          � Battery depletion          � Device End-Of-Life          � Infection          � Upgrade – If BIV, complete section C

Physician Signature _________________________________________ MD # ___________________________ Date____________ Time _______________

Scheduled Date of Procedure __________________  Cath Lab Reviewer ________________________________ Date____________ Time _______________

AND
A. Choose one:

_______  1.  Documented family history with high risk of life-threatening V-tach or V-fib AND
(   )  Long QT syndrome (Class 2b) OR (   )  Hypertrophic cardiomyopathy (Class 2a)  OR (   )  Qualifying condition _______________________

A. _______  2.  Coronary artery disease (CAD) with documented prior MI (Date of MI __________) LVEF equal or less than 35%, and  inducible sustained V-tach or
V-fib (Class 1)

A. _______  3.  Documented MI more than 40 days prior (Date of MI __________) LVEF equal to or less than 30%, AND Patient Does Not Have NYHA Class IV Heart
Failure (Class 1)

A. _______  4.  Ischemic dilated cardiomyopathy, prior MI more than 40 days ago (Date of MI __________) NYHA Class II and III Heart Failure, LVEF equal to or
less than 35% (Class 1)

A. _______  5.  Non-Ischemic dilated cardiomyopathy on optimal medical management greater than or equal to 3 months, NYHA Class II or III Heart Failure, LVEF
equal to or less than 35% (Class 1)

Provider to justify medical necessity for more than single lead devices

APPLIES TO ALL PRIMARY PREVENTION OPTIONS
SDM Completed:  Date ____________________________________ Most Recent LVEF Date _____________________ % _________________

Tool used ______________________________________________ Circle form of measurement:    Cath    Cardiac MRI    Echo    Radionuclide

Primary Prevention
B. Indications for implanting cardiac defibrillators for prevention of tachyarrhythmias in CHF patients (post SCD-HeFT), AND:

� Patient has NONE of the following contraindications:
•  Unable to give informed consent
•  Had a CABG or PTCA/Stent within the past 90 days*
•  Cardiogenic shock or symptomatic hypotension while in a stable

baseline rhythm

•  Clinical symptoms or finding that would make them a candidate for
coronary revascularization

•  Any disease other than cardiac, associated with the likelihood of
survival less than one year

•  Had an acute MI within the past 40 days*
•  Irreversible brain damage from pre-existing cerebral disease

*  Exception if indications for Permanent Pacemaker are met. Complete indications for PPM on Page 2.
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ICD Indications Form
ICD Procedure:
_______  Initial Generator Implant          _______  Generator Change

_______  Lead revision/change only

_______  Reason for Re-Implantation: (check all that apply)

_______  End of Expected Battery Life

_______  Replaced at time of lead revision

_______  Malfunction   _______  Manufacturer Recall   _______  Infection

_______  Upgrade    (   )  Single ICD to Dual ICD    (   )  ICD to CRT-D

Implant Indications

_______  Primary    _______  Secondary

New York Heart Class (NYHA) (Mark One)

_______  I       _______  II       _______  III       _______  IV

Duration and Type of Heart Failure

_______  less than 3 months    _______  3 to 9  months

_______  greater than 9 months

_______  Nonischemic cardiomyopathy    _______  Ischemic cardiomyopathy

Indications for Permanent Pacemaker:
� Yes        � No

IF YES    _______  Class I or Class II Guideline Bradycardia Pacemaker
Indication

Pacing Type: _______  Atrial    _______  Ventricular    _______  Both
Reason Pacing Indicated:
_______  Sick Sinus Syndrome    _______  Mobitz Type II

_______  Complete Heart Block _______  2:1 AV Block

_______  Congenital Heart Block

_______  Other Contractor Approved Indication (please describe)

________________________________________________

Beta Blocker          � Yes        � No

If No, list reason ____________________________________________

ACEI or ARB          � Yes        � No

If No, list reason ____________________________________________

Guideline-Directed Medical Therapy – Maximum Dose
_______  Yes (for 3 month)    _______  Not Documented

_______  Not Attempted    _______  Inability to Complete

Complete or Attach Report:

EKG Date    (Within 30 days) ____________________________________

QRS Interval _____________________________________________

PR Internal ______________________________________________

Intraventricular Conduction
_______  Normal    _______  Paced

_______  LBBB    _______  RBBB

_______  Abnormal Intraventricular Delay, non-specified

Required Labs Performed within 30 days
_______  BUN    _______  Hgb    _______  Sodium

Prior EP Date _______ / _______ / _______ 

_______  No Arrhythmia induced

_______  VT sustained polymorphic

_______  VT sustained monomorphic

_______  Non sustained VT

_______  Ventricular Fibrillation

_______  Ventricular Flutter

Implant Stickers

Historical Elements
_______  CABG                    If Yes, Date ___________________________

_______  PTCA/Stent            If Yes, Date ___________________________

_______  MI                        If Yes, Date ___________________________

_______  Sudden Cardiac Arrest

_______  VF

_______  Ventricular Tachycardia

_______  Monomorphic    _______  Polymorphic    _______  Both

_______  Non-sustained

_______  Primary Valvular Heart Disease (Moderate to Severe)

_______  Syncope

_______  Structural Abnormality

Specify Type ________________________________________

_______  Familial History of Nonischemic Cardiomyopathy

_______  Familial History of Sudden Death

_______  CHF

_______  PPM

_______  Atrial Fibrillation

_______  Paroxsmal

_______  Persistent        � >7 days        � >1 year

_______  Permanent

_______  Research Study (if yes, then)

Study Name _________________________________________

Study Number _______________________________________

Form completed by ______________________________________ Date of Procedure ______________________________________

Physician Name ________________________________________ Date ____________________________ Time ______________

Physician Signature _____________________________________ Physician Number ______________________________________
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