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	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


	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 cochlear implants 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 02-69000-03, Cochlear Implants. For Medicare members, refer to National Coverage Determination (NCD) for COCHLEAR Implantation (50.3) for more information.


	Section C


Complete ALL entries in this section:
	Is unilateral or bilateral cochlear implantation or diagnostic analysis and programming of cochlear implant being considered for the following criteria?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	The cochlear implant is U.S. Food and Drug Administration (FDA) approved and used in accordance with FDA labeling.

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	The individual is age 12 months or older.

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	There is bilateral severe-to-profound prelingual or postlingual (sensorineural) hearing loss.
Describe threshold of hearing loss in decibels:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Has the member had limited or no benefit from hearing aids?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the member able to participate in a post-implant rehabilitation program in order to achieve benefit from the implant?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Are there any contraindications to surgery (e.g., active or chronic infections of the middle ear, external ear or mastoid cavity; tympanic membrane perforation; cochlear ossification; lesion(s) of the 8th cranial (acoustic) nerve, central auditory pathway or brainstem)?
If Yes, explain:       


	Section D – Replacement Devices


	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this replacement for an existing device that cannot be repaired?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this replacement required as a result of a change in the member’s condition that makes the present unit non-functional and improvement is expected with a replacement unit?


	Section E – Medicare Members 


	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the member have a diagnosis of bilateral moderate-to-profound sensorineural hearing impairment with limited benefit from appropriate hearing (or vibrotactile) aids?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the member have the cognitive ability to use auditory clues and a willingness to undergo an extended program of rehabilitation? 

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the member free from middle ear infection, an accessible cochlear lumen that is structurally suited to implantation and free from lesions in the auditory nerve and acoustic areas of the central nervous system?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Are there contraindications to surgery?  

If Yes, explain:       

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the device being used in accordance with Food and Drug Administration (FDA) approved labeling?


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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