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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 gonadotropin releasing hormone analogs and antagonists including the criteria that meet the definition of medical necessity, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Medicare: For detailed information on the criteria that meet the definition of medical necessity for Luteinizing Hormone-Releasing Hormone (LHRH) Analogs, visit http://www.cms.gov. Refer to Local Coverage Determination (LCD) L29215.


	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      FORMCHECKBOX 
 Caremark       FORMCHECKBOX 
 Prime     for drug replacement?

	This is:    FORMCHECKBOX 
 an initial request      FORMCHECKBOX 
 a continuation of therapy      FORMCHECKBOX 
 a restart of therapy
If continuation, what date was therapy initiated?        / Current Daily Dosage:        / Percentage of Effectiveness:      
If restart, on what dates was therapy previously used?       /  Why was therapy stopped and restarted?      

	Prescribed Dosage:       
	Dosing Frequency:       
	Dosing administration route:       


	Section D


Check all boxes and complete all entries that apply:
	Member’s Medication

	 FORMCHECKBOX 

	Degarelix (Firmagon®)

	 FORMCHECKBOX 

	Goserelin acetate (Zoladex®)             

	 FORMCHECKBOX 

	Histrelin acetate (Supprelin® LA implant)

	 FORMCHECKBOX 

	Histrelin acetate (Vantas®)

	 FORMCHECKBOX 

	Leuprolide Acetate (Eligard®)

	 FORMCHECKBOX 

	Leuprolide acetate (Lupron®, Lupron Depot®, Lupron Depot 3 Month®, Lupron Depot 4 Month®)

	 FORMCHECKBOX 

	Leuprolide acetate (Lupron®, Lupron Depot-Ped®)

	 FORMCHECKBOX 

	Triptorelin pamoate (Trelstar Depot®, Trelstar LA®)

	 FORMCHECKBOX 
 Uterine leiomyomata (fibroids)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Is the therapy to be used to reduce size of fibroids to allow for a vaginal procedure? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Is the therapy prior to surgical treatment (myomectomy or hysterectomy) in individuals with documented anemia and used together with iron therapy?



	 FORMCHECKBOX 
 Endometriosis
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Does the member have endometriosis? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Does the member have hypoplasia of endometrium? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Does the member have dysfunctional uterine bleeding? 



	 FORMCHECKBOX 
 Central Precocious Puberty (CPP)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Does the member have onset of secondary sexual characteristics?  

Age of onset:       
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
Is the diagnosis confirmed by pubertal response to GnRH stimulation test?  

Test date:               GnRh result:      
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    
Is the bone age advanced 1 year beyond chronological age?


	 FORMCHECKBOX 
 Prostate Cancer
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Is the therapy being used as palliative treatment for advanced disease prostate cancer?   

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Is the cancer localized with an intermediate to high, risk of recurrence? (i.e., T2b to T2c cancer, Gleason score 7, or prostate antigen (PSA) value of 10 -20 ng/ml)?  

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Is the therapy for recurrent disease?



	 FORMCHECKBOX 
 Ovarian, Fallopian Tube, Peritoneal or Breast Cancer

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Does the member have recurrent epithelial ovarian cancer, fallopian tube cancer or primary peritoneal cancer? 

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Does the member have relapsed granulosa cell tumors of the ovary?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Does the member have advanced breast cancer in men or pre-menopausal women with hormone-receptor positive disease? 




	Section E – Medicare Members


Check all boxes and complete all entries that apply:
	Member’s Medication

	 FORMCHECKBOX 

	Goserelin acetate   

	 FORMCHECKBOX 

	Histrelin acetate

	 FORMCHECKBOX 

	Leuprolide acetate

	 FORMCHECKBOX 

	Triptorelin pamoate

	 FORMCHECKBOX 

	Is the Luteinizing Hormone-Releasing Hormone (LHRH) Analog  being  used:
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
For preoperative hematologic improvement of members with anemia caused by uterine leiomyomas (fibroids), and in conjunction with iron supplement therapy? 

Explain:      
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
For palliative treatment of advanced prostatic cancer, especially as an alternative to orchiectomy or estrogen administration?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
For treatment and management of endometriosis, including pain relief and reduction in size and number of endometriotic lesions?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
As an agent for endometrial thinning prior to endometrial ablation?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No  
For palliative treatment of advanced breast carcinoma in pre- and peri-menopausal women?



	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Is Goserelin acetate being used in combination with radiotherapy and flutamide for the treatment of locally confined Stage T2b-T4 (Stage B2-C) prostatic cancer?



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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