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	Fax or mail this
completed form
	
	For RX Fax: (904) 905-9849
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 erythropoesis stimulating agents, including the criteria that meets the definition of medical necessity, dosing, or program exceptions, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com.  Refer to Medical Coverage Guideline 09-J0000-31, Erythropoiesis Stimulating Agents.    Medicare: For Medicare members, visit http://www.cms.gov. Refer to National Coverage Determination 110.21 and Local Coverage Determination (LCD) L29168.


	Section C


Complete ALL entries in this section:

	This medication is:       FORMCHECKBOX 
 administered by the provider.      FORMCHECKBOX 
 self-administered by the member.

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is member picking up medication at a retail pharmacy?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is provider buying the medication and billing Florida Blue directly?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is provider obtaining medication from Caremark for drug replacement?

	This is:      FORMCHECKBOX 
 an initial request.     FORMCHECKBOX 
 continuation of therapy.      FORMCHECKBOX 
 restart of therapy.  

If continuation of therapy, what date was therapy initiated?            
If restart of therapy, what dates was therapy previously used?                      

Why was therapy stopped and restarted?       

	What is the requested agent?        FORMCHECKBOX 
 Procrit®         FORMCHECKBOX 
 Epogen®          FORMCHECKBOX 
 Aranesp®
	Prescribed Dosage:      

	Dosing Frequency:      
	Dosing administration route:      
	Weight:      

	Date of hemoglobin/hematocrit prior to initiation of ESA therapy:      
	Results:      

	Date and of most recen t hemoglobin/hematocrit:     
	Results:      


	Section D - Initiation of ESA epoetin alfa (Procrit® and Epogen®) or darbepoetin alfa (Aranesp)


Check all boxes and complete all entries that apply:

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member receiving concurrent intravenous iron therapy?

	
	
	If No, does the member’s iron status include the following?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Transferrin saturation of 20% or more (based on laboratory data within the last four weeks)

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Ferritin is 80 ng/mL or more (based on laboratory data within the last four weeks)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Have other causes of anemia been ruled out (e.g., hemolysis, bleeding, etc.)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Will the member be using ESA prior to surgery?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member on dialysis?

If No, do the following apply?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	The rate of hematocrit decline indicates the likelihood of requiring a blood transfusion.

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Reducing the risk of alloimmunization and/or other blood transfusion-related risk is a goal.


	Section E


Check the box for the member’s condition and any boxes in that area that apply for ESA therapy initiation:

	 FORMCHECKBOX 
 
Anemia due to Chronic Kidney Disease (CKD)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member on dialysis?

If No, do the following apply?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the rate of hematocrit decline indicate the likelihood of requiring a blood transfusion?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is reducing the risk of alloimmunization and/or other blood transfusion-related risk a goal?


	 FORMCHECKBOX 
 
Zidovudine-induced Anemia

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s endogenous serum erythropoietin level is 500 mUnits/ mL or less?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the dose of Zidovudine exceed 4200 mg weekly?


	 FORMCHECKBOX 
 
Chemotherapy-induced Anemia

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member diagnosed with a non-myeloid, non-erythroid malignancy (e.g. solid tumors, myeloma, lymphoma)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member receiving concomitant chemotherapy for an incurable disease (i.e.intent of chemotherapy is palliative)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member on chemotherapy or has member received chemotherapy in the past 2 months?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is prescriber enrolled in the ESA APPRISE Oncology program?


	 FORMCHECKBOX 
 
Peri-surgery

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member scheduled to undergo elective, non-cardiac, non-vascular surgery?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s hemoglobin greater than 10 g/dL but less than 13 g/dL?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member expected to require more than 2 units of blood during surgery?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member unwilling or unable to provide autologous blood donation?


	 FORMCHECKBOX 
 
Anemia of Prematurity

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s birth weight less than 1500 mg?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member’s gestational age at the time of birth less than 33 weeks?


	 FORMCHECKBOX 
 
Anemia Associated with Myelodysplastic Syndrome (MDS)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s endogenous serum erythropoietin level 500 mUnits/mL or less?


	 FORMCHECKBOX 
 
Anemia Associated with the Management of Hepatitis C

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member receiving concomitant therapy with ribavirin and either Interferon-alfa or Peg-interferon alfa?


	 FORMCHECKBOX 
 
Anemia Associated with the Treatment of Rheumatoid Arthritis (RA)


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member prescribed concomitant therapy for the treatment of RA that is known to cause anemia (e.g., methotrexate)?


	Section F - Continuation of ESA


Check all boxes and complete all entries that apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member had a beneficial clinical response to therapy (defined as a rise in hemoglobin of 1 g/dL or more compared to pre-treatment baseline within 12 weeks of therapy initiation for anemia of chronic kidney disease or within 8 weeks of therapy initiation for all other indications)?

If Yes:

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Was the member approved for ESA by another health plan?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member met Florida Blue’s initial criteria for coverage?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Within the past 6 months, does evaluation of the member’s iron status indicate the following?

	
	
	 FORMCHECKBOX 

	Transferrin saturation of 20% or more (based on laboratory data within the last four weeks)

	
	
	 FORMCHECKBOX 

	Ferritin is 80 ng/mL or more (based on laboratory data within the last four weeks)

	
	
	If No, explain:      

	
	
	What the member’s current hemoglobin?     Date: 


	Section G


Check the box for the member’s condition and any boxes in that area that apply for ESA therapy continuation:

	 FORMCHECKBOX 
 
Anemia due to CKD


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member on dialysis?


	 FORMCHECKBOX 
 
Zidovudine-induced Anemia


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the dose of Zidovudine 4200 mg/week or less?


	 FORMCHECKBOX 

 Chemotherapy-induced Anemia

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has member been on or received chemotherapy in the past 2 months?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is Prescriber enrolled in the ESA APPRISE Oncology program?


	 FORMCHECKBOX 
 
Anemia of Prematurity


	 FORMCHECKBOX 
 
Anemia Associated with MDS


	 FORMCHECKBOX 
 
Anemia Associated with the Treatment of RA

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member prescribed concomitant therapy for the treatment of RA that is known to cause anemia?


	 FORMCHECKBOX 
 
Anemia Associated with Hepatitis C Management

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member receiving concomitant therapy with ribavirin and either Interferon-alfa or Peg-interferon alfa?


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is ESA being prescribed for any other indication not listed above?

If Yes, describe:      


	Section E – Medicare Members


	What is the requested agent?
 FORMCHECKBOX 
  Epoetin alfa (Procrit® and Epogen®)      FORMCHECKBOX 
 Darbepoetin alfa (Aranesp®)

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Prior to initiating ESA therapy, have other causes of anemia been ruled out?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the member have uncontrolled hypertension?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the member have known hypersensitivity to the active or inactive substances of darbepoetin alfa?

	What is the member’s hemoglobin/hematocrit at the initiation of therapy? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is member experiencing any symptoms?
Check all that apply:

	
	
	 FORMCHECKBOX 

	Angina
	 FORMCHECKBOX 

	Fatigue
	 FORMCHECKBOX 

	Tachycardia

	
	
	 FORMCHECKBOX 

	Congestive heart failure
	 FORMCHECKBOX 

	Hypotension
	 FORMCHECKBOX 

	Weakness

	
	
	 FORMCHECKBOX 

	Cold intolerance
	 FORMCHECKBOX 

	Pulmonary distress
	
	

	
	
	 FORMCHECKBOX 

	Other    Describe: 


Check the box for the member’s condition and any boxes in that area that apply:

	 FORMCHECKBOX 
 
Symptomatic Anemia due to CKD


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member’s iron stores, including transferrin saturation and serum ferritin, been evaluated?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member’s transferrin saturation at least 20% and ferritin at least 100 ng/mL?


	 FORMCHECKBOX 
 
Anemia due to Zidovudine administered at or below 4200 mg/week in HIV infected patients with endogenous serum erythropoietin levels at or below 500 mUnits/mL


	What is the endogenous erythropoietin level (prior to transfusion)?      

	What is the current dose of Zidovudine?      


	 FORMCHECKBOX 
 
Reduction of allogeneic red blood cell transfusions in patients with perioperative hemoglobin from above 10 to at or below 13 g/dL undergoing elective, noncardiac, nonvascular surgery

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 N/A
	Is the member unwilling to donate autologous blood? (applies to epoetin alfa products only).


	 FORMCHECKBOX 
 
Anemia due to chemotherapy in patients with cancer in solid tumors, multiple myeloma, lymphoma 
and lymphocytic leukemia

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member receiving myelosuppressive chemotherapy when the expected outcome is cure?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member receiving hormonal agents, biologic products, or radiotherapy in addition to concomitant myelosuppressive chemotherapy?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the prescriber enrolled in the ESA APPRISE Oncology program?                                                   

	What is the last date of chemotherapy treatment?      


	 FORMCHECKBOX 
 
Anemia associated with MDS (including Chronic Myelomonocytic Leukemia) diagnosed by bone marrow biopsy or aspiration


	 FORMCHECKBOX 
 
Anemia associated with Hepatitis C management receiving concomitant therapy with Ribavirin AND the following:

	
	 FORMCHECKBOX 

	Interferon-alfa

	
	 FORMCHECKBOX 

	Peg-interferon alfa

	
	 FORMCHECKBOX 

	Other   Describe:                                            


	 FORMCHECKBOX 
 
Chronic anemia associated with RA management

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Was RA diagnosis using the American College of Rheumatology criteria?

	What anti-metabolite is being used?      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is anemia related to factors other than an anti-metabolite?
If Yes, explain:      


	 FORMCHECKBOX 
 
Anemia in cancer or cancer treatment patients due to folate deficiency, B-12 deficiency, iron deficiency,hemolysis, bleeding or bone marrow fibrosis


	 FORMCHECKBOX 
 
Anemia associated with the treatment of acute and chronic myelogenous leukemias (CML, AML), or erythroid cancers


	 FORMCHECKBOX 
 
Anemia of cancer not related to cancer treatment


	 FORMCHECKBOX 
 
Anemia associated only with radiotherapy


	 FORMCHECKBOX 
 
Prophylactic use to prevent chemotherapy-induced anemia


	 FORMCHECKBOX 
 
Prophylactic use to reduce tumor hypoxia


	 FORMCHECKBOX 
 
Erythropoietin-type resistance due to neutralizing antibodies

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is ESA being prescribed for an indication not listed above?
If Yes, describe:      


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:      


 to:
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