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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 genetic testing for hereditary breast or ovarian cancer, and an explanation of first- second- and third-degree relatives, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 05-82000-30, Genetic Testing for Hereditary Breast or Ovarian Cancer.


	Section C


Check all boxes that apply:
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Does the memberhave a close blood relative with a known deleterious BRCA1/BRCA2 gene mutation? 

	Member With Personal History of Breast Cancer
Check any that apply:

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
	Does the member have a personal history of ovarian cancer (including fallopian tube and primary peritoneal cancers) diagnosed at any age?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
	Does the member have a personal history of male breast cancer diagnosed at any age?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
	Does the member have a personal history of pancreatic cancer or prostate cancer (Gleason score ≥7) diagnosed at any age and with ≥1 close blood relatives  with breast cancer (50 years of age or younger) or ovarian cancer (including fallopian tube and primary peritoneal cancers at any age OR with  2 or more close relatives with breast cancer, pancreatic cancer, or prostate (Gleason score ≥7) cancer at any age?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
	Does the member have a personal history of pancreatic cancer and Ashkenazi Jewish ancestry?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Does the member have a personal history of breast cancer and ONE of the following?

Check any that apply:

 FORMCHECKBOX 

Diagnosed age is 45 years of age or less.
 FORMCHECKBOX 

Diagnosed age 50 or less with an additional breast cancer primary, (bilateral tumor or two or more clearly separate ipsilateral tumors occurring either synchronously or asynchronously.)
 FORMCHECKBOX 

Diagnosed age is 50 years or less with 1 or more close blood relative with pancreatic cancer, prostate cancer (Gleason score≥7), or breast cancer at any age (or with  limited or unknown family history.)
 FORMCHECKBOX 

Diagnosed age is 60 years or less with a triple negative (estrogen receptor-negative, progesterone receptor-negative, human epidermal growth factor receptor 2-negative) breast cancer.
 FORMCHECKBOX 

Diagnosed at any age with 1 or more close blood relative with breast cancer diagnosed at age 50 or less

 FORMCHECKBOX 

Diagnosed at any age with 1 or more close blood relative  with ovarian cancer(including fallopian tube and primary peritoneal cancers).

 FORMCHECKBOX 

Diagnosed at any age with 2 or more close blood relatives with pancreatic cancer, prostate cancer (Gleason score of 7 or more), or breast cancer at any age
 FORMCHECKBOX 

Close male blood relative with breast cancer at any age
 FORMCHECKBOX 

Diagnosed at any age and with an ethnicity associated with higher mutation frequency
(e.g., Ashkenazi Jewish descent)


	Member With No Personal History of Breast or Ovarian Cancer

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Does the member have a first- or second-degree blood relative with a history of breast cancer and one of the following?

Check any that apply:

 FORMCHECKBOX 

Diagnosed age is 45 years of age or less.
 FORMCHECKBOX 

Diagnosed age 50 or less with an additional breast cancer primary (bilateral tumor or two or more clearly separate ipsilateral tumors occurring either synchronously or asynchronously.)
 FORMCHECKBOX 

Diagnosed age is 50 years or less with 1 or more close blood relative with pancreatic cancer, prostate cancer (Gleason score≥7), or breast cancer at any age (or with  limited or unknown family history).
 FORMCHECKBOX 

Diagnosed age is 60 years or less with a triple negative (estrogen receptor-negative, progesterone receptor-negative, human epidermal growth factor receptor 2-negative) breast cancer.
 FORMCHECKBOX 

Diagnosed at any age with 1 or more close blood relative with breast cancer diagnosed at age 50 or less.
 FORMCHECKBOX 

Diagnosed at any age with 1 or more close blood relative  with ovarian cancer(including fallopian tube and primary peritoneal cancers).

 FORMCHECKBOX 

Diagnosed at any age with 2 or more close blood relatives with pancreatic cancer, prostate cancer (Gleason score of 7 or more), or breast cancer at any age

 FORMCHECKBOX 

Close male blood relative with breast cancer at any age
 FORMCHECKBOX 

Diagnosed at any age and with an ethnicity associated with higher mutation frequency
(e.g., Ashkenazi Jewish descent)


	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
	Does the member have a first- or second-degree blood relative with any of the following?

Check any that apply:
 FORMCHECKBOX 

A personal history of ovarian cancer (including fallopian tube and primary peritoneal cancers) diagnosed at any age.

 FORMCHECKBOX 

A personal history of male breast cancer diagnosed at any age.
 FORMCHECKBOX 

A personal history of pancreatic cancer or prostate cancer (Gleason score of 7 or more) diagnosed at any age with 1 or more close blood relatives with breast cancer (50 years of age or younger) or ovarian cancer (including fallopian tube and primary peritoneal cancers) at any age  OR 2 or more close relatives with pancreatic cancer, or prostate (Gleason score of 7 or more) cancer at any age.

 FORMCHECKBOX 

A personal history of pancreatic cancer and Ashkenazi Jewish ancestry.




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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