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For Medicare Advantage (BlueMedicare) HMO and PPO Plans: Fax (904) 301-1614

For Post-Service Claims:

Florida Blue

P.O. Box 1798

Jacksonville, FL 32231-0014


	Section A


	Physician Information/
Requesting Provider
	Name:      
	BCBSF No:      
	National Provider Identifier (NPI):      

	
	Contact Name:      
	Phone:      


	Facility Information/
Location where services will be rendered
	Name:      
	BCBSF No:      
	National Provider Identifier (NPI):      

	
	Contact Name:      
	Phone:      


	Member Information
	Last Name:      
	First Name:      

	
	Member/Contract Number (alpha and numeric):      
	Date of Birth:      


	Procedure Information
	Procedure Code(s):      
	Procedure Description:      

	
	Diagnosis code(s):      
	Diagnosis Description:      

	
	Date of Service/Tentative Date:      


	Section B


	Medical Necessity: 
For detailed information on bariatric surgery including the criteria that meet the definition of medical necessity, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 02-40000-10, Bariatric Surgery.


	Section C


	Height:       feet       inches
	Weight:       pounds
	Body Mass Index (BMI):       kg/m²


	Section D


Answer ALL of the following questions and check any boxes that apply:
	Is the request for ANY of the following?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Long-limb gastric bypass ( > 150 cm), laparoscopic gastric plication (also known as laparoscopic greater curvature plication), mini-gastric bypass (using a Billroth type anastomosis), endoluminal (also called endosurgical, endoscopic or natural orifice bariatric procedure ((including but not limited to insertion of the StomaphyX™ device, insertion of a gastric balloon, endoscopic gastroplasty, or use of an endoscopically placed duodenal-jejeunal sleeve) as a primary bariatric procedure or as a revision procedure, biliopancreatic bypass without duodenal switch or a planned two-stage bariatric procedure (e.g., sleeve gastrectomy as an initial procedure followed by biliopancreatic diversion at a later time)?

Describe:      


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Bariatric surgical procedure as a treatment of type 2 diabetes in individuals with a BMI less than 35 kg/m2?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	“Stomach stapling”, jejunoileal bypass or silastic ring vertical gastric bypass (Fobi pouch; limiting proximal gastric pouch)? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for revision of bariatric surgery?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the revision to address perioperative or late complications of a bariatric procedure (e.g., obstruction, stricture, erosion, band slippage/herniation, fistula, disruption/leakage of a suture/staple line, pouch enlargement due to vomiting, nonabsorption resulting in hypoglycemia or malnutrition, weight loss of 20% or more below ideal body weight)? 

Describe:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the revision because of failure due to dilation of the gastric pouch or dilation proximal to an adjustable gastric band?

Select any that apply:

	
	
	 FORMCHECKBOX 

	The dilation is documented by upper gastrointestinal examination or endoscopy

	
	
	 FORMCHECKBOX 

	The initial procedure was induced weight loss prior to pouch dilation

	
	
	 FORMCHECKBOX 

	The individual has been compliant with a prescribed nutrition and exercise program

	
	
	 FORMCHECKBOX 

	Other

Describe:      


	Section E – Adults


Answer ALL of the following questions and check any boxes that apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for a Roux-en-Y gastric bypass (up to 150cm), laparoscopic adjustable gastric banding (FDA approved) , biliopancreatic bypass with duodenal switch, sleeve gastrectomy, biliopancreatic bypass (with small intestine reconstruction) (Scopinaro), or vertical banded gastroplasty?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s body mass index (BMI) 40 kg/m2 or greater?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s BMI 35 kg/m2 or greater with at least one co-morbidity refractory to medical management, such as type 2 diabetes, hypertension, coronary artery disease, obstructive sleep apnea, GERD, osteoarthritis, or pseudotumor cerebri? 

If Yes, list condition(s):      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member made multiple attempts at non-surgical weight loss (e.g., diet, exercise, medications)?

If Yes, list attempts:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member received psychological or psychiatric evaluation with counseling as needed prior to surgical intervention?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Have medically treatable causes for obesity (e.g., thyroid or other endocrine disorders) been ruled out?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is documentation available that supports medical necessity?


	Section F – Adolescents (Less than 18 years of age)


Answer ALL of the following questions and check any boxes that apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for a Roux-en-Y gastric bypass (up to 150cm), laparoscopic adjustable gastric banding (FDA approved), biliopancreatic bypass with duodenal switch, sleeve gastrectomy, biliopancreatic bypass(with small intestine reconstruction) (Scopinaro), or vertical banded gastroplasty?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s body mass index (BMI) 50 kg/m2 or greater with at least one less serious comorbidity refractory to medical management, such as hypertension, dyslipidemia, venous stasis disease, coronary artery disease, nonalcoholic fatty liver disease, GERD, osteoarthritis, recurrent soft tissue infections, significant impairment in activities of daily living?

If Yes, list condition(s):      


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s BMI 40 kg/m2 or greater with at least one serious co-morbidity refractory to medical management, such as obstructive sleep apnea, type 2 diabetes, pseudotumor cerebri?
If Yes, list condition(s):      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member attained a minimum Tanner stage 4 pubertal develoment?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member reached skeletal maturity?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member made multiple attempts at non-surgical weight loss (e.g., diet, exercise, medications)?

If Yes, list attempts:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member received psychological or psychiatric evaluation with counseling as needed, prior to surgical intervention?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Have medically treatable causes for obesity (e.g., thyroid or other endocrine disorders) been ruled out?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is documentation available that supports medical necessity?


	Section E – Medicare Members Only


Answer the following questions for Medicare Advantage Members only:
	Is the surgery being performed at a facility that is:

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Certified by the American College of Surgeons as a Level I Bariatric Surgery Center (program standards and requirements in effect on February 15, 2006)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Certified by the American Society for Bariatric Surgery as a Bariatric Surgery Center of Excellence (program standards and requirements in effect on February 15, 2006)?

	Is the request for ONE of the following?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Roux-en-Y Gastric Bypass (RYGBP)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Biliopancreatic Diversion with Duodenal Switch (BPD/DS)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Laparoscopic Adjustable Gastric Banding (AGB)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Sleeve Gastrectomy

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Vertical Gastric Banding (VGB)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Open adjustable gastric banding. Open sleeve gastrectomy, Laparoscopic sleeve gastrectomy (prior to June 27, 2012) or Open and laparoscopic vertical banded gastroplasty.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Stand-alone laparoscopic sleeve gastrectomy (LSG) for the treatment of co-morbid conditions related to obesity with BMI 35 kg/m2, at least one co-morbidity related to obesity, and where the member has been previously unsuccessful with medical treatment for obesity.
If Yes, explain co-morbidity:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member’s body mass index 35 or greater?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the member have at least one co-morbidity related to obesity?
If yes, explain co-morbidity:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member been previously unsuccessful with medical treatment for obesity?


Additional Comments: 

	     



	I hereby certify that (i) I am the treating physician for above member, (ii) the information contained in and included with this Certificate of Medical Necessity is true, accurate and complete to the best of my knowledge and belief, (iii) the member’s medical records contain all appropriate documentation necessary to substantiate this information. I acknowledge that a determination made based upon this Certificate of Medical Necessity is not necessarily a guarantee of payment and that payment remains subject to application of the provisions of the member’s health benefit plan, including eligibility and plan benefits. Additionally, I further acknowledge and agree that Florida Blue may audit or review the underlying medical records at any time and that failure to comply with such request may be a basis for the denial of a claim associated with such services. 

	Ordering Physician’s Signature:
	Date:      
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