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For Post-Service Claims:

Florida Blue
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	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 the criteria that meet the definition of medical necessity for Etanercept (Enbrel®), visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 09-J0000-38, Etanercept (Enbrel®.)

	Note:
	Etanercept (Enbrel), adalimumab (Humira), golimumab (Simponi), and ustekinumab (Stelara) are preferred self-administered products.


	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 the medication at a retail pharmacy?

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

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 N/A
	Is the 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?                         Current Daily Dosage:                   % of Effectiveness​:      

	If restart of therapy, what dates was therapy previously used?         

	Why was therapy stopped and restarted?       

	Prescribed dosage:      
	Dosing frequency:      
	Dosing administration route:      


	Section D – Initiation of Therapy


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member 18 years of age or older?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is etanercept being administered in combination with any of the following?
 FORMCHECKBOX 

abatacept (Orencia)

 FORMCHECKBOX 

adalimumab (Humira)

 FORMCHECKBOX 

anakinra (Kineret)

 FORMCHECKBOX 

golimumab (Simponi)

 FORMCHECKBOX 

certolizumab (Cimzia)

 FORMCHECKBOX 

Infliximab (Remicade)

 FORMCHECKBOX 

tocilizumab (Actemra)

 FORMCHECKBOX 

tofacitinib (Xeljanz)

 FORMCHECKBOX 

ustekinumab (Stelara)

 FORMCHECKBOX 

apremilast (Otezla)
 FORMCHECKBOX 

vedolizumab (Entyvio)



Check the box for the member’s condition and all boxes that apply:

	 FORMCHECKBOX 
 Ankylosing Spondylitis
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Has the member tried/failed or has a contraindication to at least one NSAID therapy?
(e.g., ibuprofen, meloxicam, naproxen)
If Yes, explain:      


	 FORMCHECKBOX 
 Graft Versus Host Disease (GVHD)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Was the member diagnosed with acute GVHD (i.e., member is within first 100 days posttransplantation)?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Has the member received a bone marrow transplant for myeloid leukemia?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Is the member’s disease  refractory to calcineurin inhibitors (e.g., cyclosporin, tacrolimus)?
If Yes, explain:      
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Is the member’s disease refractory to an adequate trial of corticosteroids (e.g., 2 mg/kg IV methylprednisolone)                                                                                          for 5 days?
If Yes, explain:      


	 FORMCHECKBOX 
 Plaque Psoriasis

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Does the member have moderate to severe chronic plaque psoriasis?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Does the psoriasis cover more than 5% of body surface area?

 FORMCHECKBOX 
 Ye

 FORMCHECKBOX 
 No

Does the psoriasis cover 5% or less of body surface area and affects crucial body areas (e.g., face, hands, feet, genitals)?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Has the member tried and failed, or does the member have a contraindication to methotrexate?
If Yes, explain:      


	 FORMCHECKBOX 
 Polyarticular Juvenile Idiopathic Arthritis (JIA)/Juvenile Rheumatoid Arthritis (JRA)

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Is the member 2 years of age or older?
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Is the member’s disease moderately to severely active?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Has the member tried/failed or does the member have a contraindication to one DMARD?
(e.g., methotrexate, sulfasalazine, cyclosporine, leflunomide)
If Yes, explain:      



	 FORMCHECKBOX 
 Psoriatic Arthritis (PsA)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Is the member’s disease active?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Has the member tried and failed, or does the member have a contraindication to methotrexate?
If Yes, explain:      


	 FORMCHECKBOX 
 Rheumatoid Arthritis (RA)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Is the member’s disease active?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Has the member had tried/failed or does the member have a contraindication to one DMARD (e.g., methotrexate, sulfasalazine, cyclosporine, leflunomide)?
If Yes, explain:      


	 FORMCHECKBOX 
 Hidradenitis suppurativa
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Is the member’s disease severe, Hurley stage II or greater?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Is the member’s disease refractory to the following conventional therapies? 
 FORMCHECKBOX 

Antiandrogenic oral contraceptive (e.g., Ortho Tri-Cyclen, Yasmin)
 FORMCHECKBOX 

Antibiotics (e.g., minocycline, doxycycline, topical 1% clindamycin)
 FORMCHECKBOX 

Dapsone
 FORMCHECKBOX 

Retinoids (e.g., isotretinoin, acitretin)
 FORMCHECKBOX 

Rifampicin
 FORMCHECKBOX 

Tacrolimus



	Section E – Continuation of Therapy


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the member have a history of beneficial clinical response with etanercept therapy for the treatment 

of one or more of the following indications?

	
	
	 FORMCHECKBOX 

	Active ankylosing spondylitis

	
	
	 FORMCHECKBOX 

	Psoriatic arthritis

	
	
	 FORMCHECKBOX 

	Chronic moderate to severe plaque psoriasis

	
	
	 FORMCHECKBOX 

	Graft-versus host disease

	
	
	 FORMCHECKBOX 

	Hidradenitis suppurativa

	
	
	 FORMCHECKBOX 

	Moderate to severe active polyarticular juvenile idiopathic arthritis (JIA)/juvenile rheumatoid arthritis (JRA)

	
	
	 FORMCHECKBOX 

	Moderate to severe active rheumatoid arthritis

	
	
	 FORMCHECKBOX 

	Wegener’s granulomatosis

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	Has the member been previously approved by another health plan or met Florida Blue’s criteria for initiation of this therapy?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	Is etanercept being administered in combination with any of the following?

 FORMCHECKBOX 

abatacept (Orencia)

 FORMCHECKBOX 

adalimumab (Humira)

 FORMCHECKBOX 

anakinra (Kineret)

 FORMCHECKBOX 

golimumab (Simponi)

 FORMCHECKBOX 

certolizumab (Cimzia)

 FORMCHECKBOX 

Infliximab (Remicade)

 FORMCHECKBOX 

tocilizumab (Actemra)

 FORMCHECKBOX 

tofacitinib (Xeljanz)

 FORMCHECKBOX 

ustekinumab (Stelara)

 FORMCHECKBOX 

apremilast (Otezla)
 FORMCHECKBOX 

vedolizumab (Entyvio)


	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	Does the dose prescribed exceed 50 mg per week?


	Section F


	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is etanercept being used as an orphan drug to treat Wegener’s granulomatosis?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Does the the dose exceed the maximum FDA-approved dose?


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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