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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 granulocyte colony stimulating factors, including the criteria that meet 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-J0000-62, Granulocyte Colony Stimulating Factors. For Medicare members, visit http://www.cms.gov. Refer to Local Coverage Determination (LCD) L29275 for  Sargramostim (GM-CSF, Leukine®); L29180 for G-CSF (Granix, Neupogen®); L29254 for Pegfilgrastim (Neulasta®).


	Section C


Check all boxes and complete all entries that apply:

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

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

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is provider buying the medication and billing BCBSF 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?                         Current Daily Dosage:                   % of Effectiveness​:      

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

	Why was therapy stopped and restarted?       

	What is the anatomical location of the intra-articular viscosupplementation, hyaluronan injection?        

	Prescribed Dosage:           
	Dosing Frequency:          
	Dosing administration route:           

	Absolute neutrophil count/date:      
	Body weight in kilograms:      


	Section D  


Check the box for the requested agent and any boxes in that area that apply:
	 FORMCHECKBOX 
 filgrastim (Neupogen®), pegfilgrastim (Neulasta®), and sargramostim (Leukine®)

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for use mobilization of peripheral stem cells for a member preparing for bone marrow transplant?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the bone marrow transplant a covered benefit?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for use myeloid engraftment following hematopoietic stem cell transplant?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for use neutropenia in a member with a non-myeloid malignancy undergoing myeloablative chemotherapy followed by bone marrow transplant?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for use delayed or failed engraftment in a member who has undergone allogeneic or autologous hematopoietic stem cell transplant?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the member receiving chemotherapy?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the member receiving concomitant chemotherapy and radiation therapy?

	
	
	If member is on chemotherapy, what is the diagnosis for which chemotherapy is being used and chemotherapy regimen?

     

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for use prevention of chemotherapy induced neutropenia?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the member receiving a chemotherapy regimen with a high risk (greater than 20%) for febrile neutropenia?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Does member have documented occurrence of febrile neutropenia in earlier chemotherapy cycle?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the member receiving myelosuppressive chemotherapy and at a high-risk for chemotherapy induced febrile neutropenia?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Does the member have any of the following risk factors?

Check all that apply:

	
	
	 FORMCHECKBOX 

	Age greater than 65 years

	
	
	 FORMCHECKBOX 

	Bone marrow involvement by tumor producing cytopenia

	
	
	 FORMCHECKBOX 

	Extensive prior treatment including large radiation ports

	
	
	 FORMCHECKBOX 

	More advanced cancer

	
	
	 FORMCHECKBOX 

	Other serious comorbidities

	
	
	 FORMCHECKBOX 

	Poor nutritional status

	
	
	 FORMCHECKBOX 

	Poor performance status

	
	
	 FORMCHECKBOX 

	Presence of open wounds or active infections

	
	
	 FORMCHECKBOX 

	Previous episode of febrile neutropenia

	
	
	 FORMCHECKBOX 

	Other     Describe:      


	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for use treatment (or adjunctive treatment) of neutropenia?

If yes, check box that applies:

	
	
	 FORMCHECKBOX 

	HIV infection

	
	
	 FORMCHECKBOX 

	Myelodysplastic syndrome AND experiencing recurrent infections

	
	
	 FORMCHECKBOX 

	Nonmalignant condition and receiving a myelosuppressive drug

	
	
	 FORMCHECKBOX 

	Acute myelogenous leukemia (AML) in adults receiving chemotherapy (indication or consolidation)

	
	
	 FORMCHECKBOX 

	Other     Describe:      

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for use treatment of neutropenia sequelae in a member with severe chronic neutropenia?
(i.e., congenital neutropenia, cyclic neutropenia, idiopathic neutropenia)

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the member diagnosed with AIDS and cytomegalovirus retinitis and undergoing treatment with ganciclovir?


	 FORMCHECKBOX 
 fortbo-filgrastim (Granix™)

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the authorization request for tbo-filgrastim (Granix™)?
If yes, check box that applies:

	
	
	 FORMCHECKBOX 

	Indication for use is prevention of chemotherapy induced neutropenia.

	
	
	 FORMCHECKBOX 

	Documented occurrence of febrile neutropenia in earlier chemotherapy cycle.

	
	
	 FORMCHECKBOX 

	Member is receiving myelosuppressive regimen with an expected incidence of febrile neutropenia greater than 20%.

	
	
	 FORMCHECKBOX 

	Member is receiving myelosuppressive chemotherapy AND at high-risk for chemotherapy induced febrile neutropenia.
Describe high risk:      


	Section E – Medicare Members


Check the box for the requested agent and any boxes in that area that apply:

	 FORMCHECKBOX 
 G-CSF (Neupogen®, Granix™)

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is physician billing for a supply of G-CSF given to the patient for self administration at home?

Check box for the indication:

	
	
	 FORMCHECKBOX 

	Cancer patients

	
	
	
	 FORMCHECKBOX 

	Reduce the severity of neutropenia in patients with non-myeloid malignancies undergoing myeloablative chemotherapy followed by autologous bone marrow transplant (BMT).

	
	
	
	 FORMCHECKBOX 
 
	Mobilization of peripheral stem cells when the bone marrow transplant procedure is a covered benefit.

	
	
	
	 FORMCHECKBOX 
 
	An adjunct to allogeneic and autologous progenitor-cell transplantation, both for mobilization of PBPC (Peripheral Blood Progenitor Cell) and as a means to speed hematopoietic reconstitution following BMT or PBPC transplantation.

	
	
	
	 FORMCHECKBOX 
 
	To assist in the recovery of patients who experience delayed or inadequate neutrophil engraftment following progenitor-cell transplantation

	
	
	
	 FORMCHECKBOX 
 
	To decrease the incidence of infection, as manifested by febrile neutropenia in patients with non-myeloid malignancies.

	
	
	
	 FORMCHECKBOX 
 
	To reduce the time to neutrophil recovery and the duration of fever, following induction or consolidation chemotherapy treatment of adults with AML.

	
	
	 FORMCHECKBOX 

	Severe chronic neutropenia  (SCN) patients

	
	
	
	 FORMCHECKBOX 

	AIDS leukopenia in children.

	
	
	
	 FORMCHECKBOX 

	Amelioration of leukopenia in AIDS patients on AZT.

	
	
	
	 FORMCHECKBOX 

	Amelioration of leukopenia in AIDS patients with chorioretinitis on Ganciclovir.

	
	
	
	 FORMCHECKBOX 

	To reduce the incidence and duration of sequelae of neutropenia (e.g., fever, infections, oropharyngeal ulcers in symptomatic patients with SCN.

	
	
	
	 FORMCHECKBOX 

	Intermittent administration of G-CSF for a subset of patients with myelodysplastic syndromes (MDS) who have severe neutropenia and recurrent infections.

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is physician billing for a supply of G-CSF given to the patient for self administration at home?

Check box that applies:

	
	
	 FORMCHECKBOX 

	24 hours before or after a chemotherapeutic agent dose

	
	
	 FORMCHECKBOX 

	Afebrile neutropenia                                      

	
	
	 FORMCHECKBOX 

	Alloimmune neonatal neutropenia

	
	
	 FORMCHECKBOX 

	Aplastic anemia                                             

	
	
	 FORMCHECKBOX 

	Concurrently with radiation therapy

	
	
	 FORMCHECKBOX 

	Drug-induced and congenital agranulocytosis

	
	
	 FORMCHECKBOX 

	Hairy cell leukemia                                       

	
	
	 FORMCHECKBOX 

	Myeloid malignancies (other than AML)       

	
	
	 FORMCHECKBOX 

	Primary administration for previously untreated patients receiving chemotherapy regimen

	
	
	 FORMCHECKBOX 

	To increase chemotherapy dose-intensity     

	
	
	 FORMCHECKBOX 

	Other     Describe:      


	 FORMCHECKBOX 
 Pegfilgrastim (Neulasta®)

	What type of cancer is being treated?      

	What drug (s) is used in the chemotherapy treatment(s)?      

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the request for any of the following?


Check box for the indication:

	
	
	 FORMCHECKBOX 

	Decrease the incidence of infection, as manifested by febrile neutropenia, in patients with non- myeloid malignancies receiving myelosuppressive anti-cancer drugs associated with a  clinically significant incidence of febrile neutropenia.

	
	
	 FORMCHECKBOX 

	Prophylactic therapy in patients receiving myelosuppressive chemotherapy if the risk of febrile neutropenia is 20% or greater.

	
	
	 FORMCHECKBOX 

	Other     Describe:      

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the dosage of pegfilgrastim is 6 mg administered once per chemotherapy cycle?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the administration of pegfilgrastim  should not occur within 14 days before, and 24 hours after, administration 
of cytotoxic chemotherapy?

	
	
	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	If no is the patient on dose dense 14 day chemotherapy cycle?


	 FORMCHECKBOX 
 Sargramostim (GM-CSF, Leukine®)

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is prescribed agent self/caregiver administered?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the request for any of the following?


Check box for the indication:

	
	
	 FORMCHECKBOX 

	Acceleration of myeloid recovery in patients with non-Hodgkin’s lymphomas, acute lymphoblastic leukemia, and Hodgkin’s disease undergoing BMT.

	
	
	 FORMCHECKBOX 

	Acquired immunodeficiency syndrome (AIDS)-associated neutropenia caused by the disease (AIDS) itself or infection with opportunistic organisms (such as cytomegalovirus), or antiretroviral agents (zidovudine, ganciclovir).

	
	
	 FORMCHECKBOX 

	Adjunct therapy for treatment of uncomplicated fever and neutropenia.

	
	
	 FORMCHECKBOX 

	Afebrile neutropenia

	
	
	 FORMCHECKBOX 

	Aplastic anemia

	
	
	 FORMCHECKBOX 

	Drug-induced neutropenia associated with the use of antiretroviral agents.

	
	
	 FORMCHECKBOX 

	Enhancement of peripheral blood progenitor cell (PBPC) collection when the bone marrow transplant procedure itself is a covered benefit.

	
	
	 FORMCHECKBOX 

	Failure or delay of myeloid engraftment in patients who have undergone autologous or allogenic hematopoietic stem cell transplantation, in the presence or absence of infection.

	
	
	 FORMCHECKBOX 

	For acceleration of myeloid recovery in patients undergoing allogenic BMT following myeloablative chemotherapy for myeloid malignancies.

	
	
	 FORMCHECKBOX 

	For acceleration of myeloid recovery in patients undergoing hematopoietic stem cell transplantation following myeloablative chemotherapy.

	
	
	 FORMCHECKBOX 

	For acceleration of myeloid recovery in patients undergoing autologous or allogenic BMT following myeloablative chemotherapy for non-myeloid malignancies.

	
	
	 FORMCHECKBOX 

	For treatment of failure or delay of myeloid engraftment following autologous or allogenic BMT, in the presence or absence of infection.

	
	
	 FORMCHECKBOX 

	Hairy cell leukemia

	
	
	 FORMCHECKBOX 

	Increase chemotherapy dose-intensity


	
	
	 FORMCHECKBOX 

	Intermittent administration of GM-CSF for a subset of patients with Myelodysplastic syndromes (MDS) who have severe neutropenia and recurrent infections.

	
	
	 FORMCHECKBOX 

	Primary neutropenia

	
	
	 FORMCHECKBOX 

	Primary prophylactic administration for previously untreated patients receiving a chemotherapy regimen.

	
	
	 FORMCHECKBOX 

	Promotion of myeloid engraftment following bone marrow transplant (BMT).

	
	
	 FORMCHECKBOX 

	Refractory or relapsing myeloid leukemia.

	
	
	 FORMCHECKBOX 

	Severe chronic neutropenia

	
	
	 FORMCHECKBOX 

	To decrease the incidence of infection, as manifested by febrile neutropenia, in patients with non-myeloid malignancies receiving myelosuppressive anti-cancer drugs associated with a significant incidence of severe febrile neutropenia.

	
	
	 FORMCHECKBOX 

	To reduce the duration of neutropenia, following induction chemotherapy treatment of adults with acute myelocytic leukemia (AML).

	
	
	 FORMCHECKBOX 

	Other     Describe:      

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is GM-CSF administered simultaneously with cytotoxic chemotherapy or radiotherapy or within 24 hours preceding or following chemotherapy or radiotherapy?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is GM-CSF administered no earlier than 24 hours after cytotoxic chemotherapy and not in the 24 hours before administration of chemotherapy?


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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