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	Fax or mail this
completed form
	
	Voluntary Pre-Service Coverage Review (VPCR): (877) 219-9448
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 blepharoplasty/brow surgical procedures 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 02-65000-11, Blepharoplasty/Brow Surgical Procedures. 

Medicare: For detailed information on the criteria that meet the definition of medical necessity for Upper Eyelid and Brow Surgical Procedures,visit http://www.cms.gov. Refer to Local Coverage Determination (LCD) L 29301.

	Email photographs to prsmrstatewidepictures@bcbsfl.com.
Photographs, Upper Eyelid Blepharoplasty: Submitted photographs must include front and side(s) view(s) on the operative side(s), with the camera at eye level and the individual looking straight ahead (primary gaze), with manual elevation (taping) of the redundant upper eyelid skin demonstrating restoration of upper visual field measurements to within normal limits.

Photographs, Lower Eyelid Blepharoplasty: Submitted photographs be taken with the camera at eye level and the individual looking straight ahead (primary gaze), with manual elevation (taping) of the redundant upper eyelid skin demonstrating restoration of upper visual field measurements to within normal limits.

Photographs, Brow Lift Procedures: Submitted photographs must must demonstrate that the eyebrow is below the supraorbital rim.

	Visual Fields (Commercial and Medicare):

Untaped visual field degree of impairment:

Right (OD)      
Left (OS)      
Taped visual field degree of impairment:

Right (OD)      
Left (OS) 
Percentage or degree of impairment:

Right (OD)      
Left (OS)      
Margin to Reflex Distance, MRD:
(Blepharoptosis repair only)
Right (OD)      
Left (OS)      



	Section C


Answer all of the following questions and check all boxes that apply:

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	 Is upper eyelid blepharoplasty (unilateral and bilateral) being performed to correct ANY of the following?

	
	
	 FORMCHECKBOX 

	Chronic symptomatic dermatitis or pretarsal skin caused by redundant upper eye lid skin unresponsive to conservative therapy such as education regarding hygiene, antibiotics, etc.
Describe onset, history of  treatment, extent, presence and description of discharge:      

	
	
	 FORMCHECKBOX 

	Prosthesis difficulties in an anophthalmic socket

Describe difficulty and history of  treatment:      

	
	
	 FORMCHECKBOX 

	Periorbital sequelae of thyroid disease

Describe sequelae and history of treatment:      

	
	
	 FORMCHECKBOX 

	Nerve palsy

Describe symptoms and history of treatment:      

	
	
	 FORMCHECKBOX 

	Accidental injury, trauma or congenital defect

Describe injury, trauma or defect and history of treatment:      

	
	
	 FORMCHECKBOX 

	Interference with vision or visual field-related activities such as difficulty reading or driving due to redundant skin overhanging the upper eyelid margin and resting on the eyelashes

	
	
	Describe interference with vision:       
Procedure:   Bilateral (OU)     FORMCHECKBOX 
    Right (OD)     FORMCHECKBOX 
    Left (OS)     FORMCHECKBOX 
     

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is lower eyelid blepharoplasty being performed to treat corneal and/or conjunctival injury, irritation, tearing or pain due to ectropion, entropion or trichiasis? 
Designate condition and describe symptoms and history of treatment:       


	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Is blepharoptosis repair being performed to relieve obstruction of central vision, such as difficulty reading or driving due to eyelid position?
Describe interference with vision:       
Procedure:   Bilateral (OU)     FORMCHECKBOX 
    Right (OD)     FORMCHECKBOX 
    Left (OS)     FORMCHECKBOX 
     

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is brow lift surgery being performed to correct Interference with vision or visual field-related activities such as difficulty reading or driving due to redundant skin overhanging the upper eyelid margin and resting on the eyelashes?
Describe interference with vision:       


	Section D Medicare Only


Answer the following questions and check all boxes that apply:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	 Is upper eyelid blepharoplasty (unilateral and bilateral) being performed to correct ANY of the following?

	
	
	 FORMCHECKBOX 

	Chronic symptomatic dermatitis or pretarsal skin caused by redundant upper eye lid skin unresponsive to 
conservative therapy such as education regarding hygiene, antibiotics, etc.
Describe onset, history of  treatment, extent, presence and description of discharge:      

	
	
	 FORMCHECKBOX 

	Prosthesis difficulties in an anophthalmic socket

Describe difficulty and history of  treatment:      

	
	
	 FORMCHECKBOX 

	Accidental injury, infection, trauma, degeneration, neoplasia, or congenital defect

Describe injury, infection, trauma, degeneration, neoplasia, or defect and history of treatment:      

	
	
	 FORMCHECKBOX 

	Interference with vision or visual field-related activities such as difficulty reading or driving due to redundant skin overhanging the upper eyelid margin and resting on the eyelashes

	
	
	Describe interference with vision:       
Procedure:   Bilateral (OU)     FORMCHECKBOX 
    Right (OD)     FORMCHECKBOX 
    Left (OS)     FORMCHECKBOX 
     

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Is blepharoptosis repair being performed to relieve obstruction of central vision, such as difficulty reading or driving due to eyelid position?

Describe interference with vision:       
Procedure:   Bilateral (OU)     FORMCHECKBOX 
    Right (OD)     FORMCHECKBOX 
    Left (OS)     FORMCHECKBOX 
     

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	 Is brow lift surgery being performed to correct Interference with vision or visual field-related activities such as difficulty reading or driving due to redundant skin overhanging the upper eyelid margin and resting on the eyelashes?

Describe interference with vision:       



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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