
	Certificate of Medical Necessity:
Chiropractic Services (Medicare)
Only use this CMN for Procedure Codes: 98940, 98941, 98942
	[image: image1.jpg]Florida Blue

An Independent Licensee of the
Blue Cross and Blue Shield Association





	


	Fax or mail this
completed form
	
	For Pre-Service: Statewide Fax (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 


	Chiropractor 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:      


	Diagnosis/Procedure  Information
	CPT/HCPCS Code(s):      
	CPT/HCPCS Code Description :      

	
	Diagnosis code(s):      
	Diagnosis Description:       

	
	Date of Initial Service/Tentative Date:      


	Section B


	Medical Necessity:  
Only use this CMN for these Procedure Codes: 98940, 98941, 98942.
For detailed information on chiropractic services, including the criteria that meet the definition of medical necessity, visit the Medicare Coverage Database at http://www.cms.gov/ and review the Chiropractic Services LCD L29099. 


	Section C - Acute or Recurrent Subluxation


	The member has     FORMCHECKBOX 
 acute subluxaton      FORMCHECKBOX 
 chronic subluxation

	Date of Initial injury/onset of symptomology:      

	Date of exacerbation or re-injury:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Is this a flare or exacerbation of an acute or chronic condition?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Is the subluxation related to trauma? 

 If Yes, describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Was an x-ray/MRI/CT scan taken for diagnostic purposes?  

If Yes, when?      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Does the x-ray/MRI/CT scan demonstrate a subluxation? 
If Yes, at what spinal level(s)?      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Was the diagnosis of subluxation made by physician examination?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Does the member have range of motion abnormalities? 

If Yes, describe abnormality and resultant mobility changes:      
Location:      
Limitation percentage of affected area(s):      
ADL limitation type and percentage:       

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Does the member have pain or tenderness?  

If Yes, describe:

Location:      
Pain/tenderness intensity (0-10 scale):      
Pain/tenderness quality:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Is the member experiencing changes in contiguous or associated soft tissues?  

If yes, describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Does the member have asymmetry or misalignment? 

If Yes, identify at which sectional or segmental level:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No
	Does the member have any of the following conditions that may pose contraindications to manipulation?

	
	
	 FORMCHECKBOX 

	Uncertain joint stability

	
	
	 FORMCHECKBOX 

	Severe bone demineralization


	
	
	 FORMCHECKBOX 

	Benign tumors of the spine

	
	
	 FORMCHECKBOX 

	Malignant tumors of the spine

	
	
	 FORMCHECKBOX 

	Bleeding disorder or using anticoagulant therapy

	
	
	 FORMCHECKBOX 

	Radiculopathy with neurologic signs

	
	
	 FORMCHECKBOX 

	Acute arthropathies such as rheumatoid arthritis and/or ankylosing spondylitis

	
	
	 FORMCHECKBOX 

	Acute or healed fractures or dislocations with signs of instability? 

	
	
	 FORMCHECKBOX 

	Instability of the os odontoideum

	
	
	 FORMCHECKBOX 

	Vertebral bone of joint infection

	
	
	 FORMCHECKBOX 

	Myelopathy or cauda equine

	
	
	 FORMCHECKBOX 

	Presence of an arterial aneurysm near the manipulation site

	
	
	 FORMCHECKBOX 

	Vertebrobasilar insufficiency syndrome (cervical spine manipulations only)


	
	
	If ‘Yes’ identify which levels of the spine are affected, if applicable.
     


	Section D - Plan of Treatment and Progress to Goals


	What spinal level(s) is/are being treated? Specify exact:        

	This is     FORMCHECKBOX 
 an initial treatment.     FORMCHECKBOX 
 a subsequent treatment.  
If subsequent, enter which treatment (second, third, etc.)        

	What is the the treatement start date?        

	How many treatments are being requested for coverage?      

	What is the frequency of visits?        visit(s) per       FORMCHECKBOX 
 Day       FORMCHECKBOX 
 Week       FORMCHECKBOX 
 Month       Other:      

	What is the duration of visits?      

	Identify any changes in the treatment plan:      

	What are the specific treatment goals?
      

	List all dates of previous treatment, treatment area(s), and percentage of functional status improvement by treatment area:
      

	List all dates of previous treatment , treatment area(s), and percentage of pain/tenderness improvement:
      

	List any changes to the member that impacts their treatment plan since last  treatment:
      


Additional Comments: 
	     


	I hereby certify that (i) I am the chiropractor 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 Chiropractor’s Signature:
	Date:      
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