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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 hyperbaric oxygen therapy, including the criteria that meet the definition of medical necessity, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com.  Refer to Medical Coverage Guideline 01-99180-01, Hyperbaric Oxygen Therapy.


	Section C


Check all boxes and complete all entries that apply:
	This is:      FORMCHECKBOX 
 an initial request tor hyperbaric oxygen therapy (HBO.)     FORMCHECKBOX 
 continuation of therapy.      FORMCHECKBOX 
 restart of therapy.

If continuation of therapy, what date was therapy initiated?              Number of completed treatment sessions:      

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

	Why was therapy stopped and restarted?       

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for HBO therapy any of the following?  

	
	
	 FORMCHECKBOX 
 
	Actinomycosis when administered in addition to conservative therapy when the disease is refractory to antibiotics and surgical treatment

	
	
	 FORMCHECKBOX 
 
	Acute arterial insufficiency including acute retinal artery occlusion

	
	
	 FORMCHECKBOX 
 
	Acute carbon monoxide intoxication

	
	
	 FORMCHECKBOX 
 
	Acute gas or air embolism

	
	
	 FORMCHECKBOX 
 
	Acute traumatic peripheral ischemia when loss of function, limb or life is threatened

	
	
	 FORMCHECKBOX 
 
	As an adjunct to conservative treatment to radiation tissue injury (soft tissue and bone necrosis)


	
	
	 FORMCHECKBOX 
 
	Chronic refractory osteomyelitis unresponsive to conservative medical and surgical management

	
	
	 FORMCHECKBOX 
 
	Crush injuries, compartment syndrome

	
	
	
	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is injury to the head?

	
	
	
	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is loss of function, limb, or life threatened?

	
	
	 FORMCHECKBOX 
 
	Cyanide poisoning following administration of antidote

	
	
	 FORMCHECKBOX 
 
	Decompression sickness

	
	
	 FORMCHECKBOX 
 
	Gas gangrene

	
	
	 FORMCHECKBOX 
 
	Idiopathic sudden sensorineural hearing loss

	
	
	 FORMCHECKBOX 

	Necrotizing soft tissue infections (subcutaneous tissue, muscle, fascia)
Check box that applies:

	
	
	
	 FORMCHECKBOX 

	Fournier’s gangrene

	
	
	
	 FORMCHECKBOX 

	Necrotizing fasciitis

	
	
	
	 FORMCHECKBOX 

	Polymicrobial progressive necrotizing infections    

	
	
	
	 FORMCHECKBOX 

	Other     Describe:      

	
	
	 FORMCHECKBOX 
 
	Preparation and preservation of compromised skin grafts and flaps, excluding artificial skin graft

	
	
	 FORMCHECKBOX 
 
	Primary management of wounds

	
	
	 FORMCHECKBOX 
 
	Problem wounds (as indicated by transcutaneous evaluation of tissue oxygen tension) with documented tissue hypoxia with significant improvement on 100% oxygen at sea level or in the hyperbaric chamber

Check all boxes that apply:

	
	
	
	 FORMCHECKBOX 

	Amputation site breakdowns

	
	
	
	 FORMCHECKBOX 

	Diabetic wounds

Check all boxes that apply:

	
	
	
	
	 FORMCHECKBOX 

	Assessment of vascular status and correction of any vascular problems

	
	
	
	
	 FORMCHECKBOX 

	Debridement by any means to remove devitalized tissue

	
	
	
	
	 FORMCHECKBOX 

	Failed standard wound therapy (30 consecutive days without measurable signs of healing)

	
	
	
	
	 FORMCHECKBOX 

	Lower extremity wounds due to Type I or II Diabetes

	
	
	
	
	 FORMCHECKBOX 

	Maintenance of a clean moist bed of granulation tissue with appropriate moist dressings, off-loading and necessary treatment to resolve any infection present

	
	
	
	
	 FORMCHECKBOX 

	Optimization of glucose control

	
	
	
	
	 FORMCHECKBOX 

	Optimization of nutritional status

	
	
	
	
	 FORMCHECKBOX 

	Wound classified as a Wagner grade 3 or higher

	
	
	
	 FORMCHECKBOX 

	Infected progressive ulcers

	
	
	
	
	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is there documentation of culture?

	
	
	
	
	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is there documentation of failure of other forms of therapy?

If Yes, describe:       

	
	
	
	 FORMCHECKBOX 

	Non-healing traumatic ulcerations

	
	
	 FORMCHECKBOX 

	Prophylactic treatment prior to any type of oral surgery or dental procedure to prevent osteoradionecrosis in members having had previous radiation treatment (NOTE: HBO therapy may be eligible for coverage only when the oral surgery or dental procedure is covered under the medical benefit)

	
	
	 FORMCHECKBOX 

	Severe blood loss anemia when blood transfusion is either impossible or must be delayed because of suitable blood is not available or religion prohibits transfusions

	
	
	 FORMCHECKBOX 

	Smoke inhalation (e.g., carbon monoxide and cyanide poisoning)

	
	
	 FORMCHECKBOX 

	Thermal burns as an adjunct to comprehensive burn care program (i.e., deep second and third degree)


	
	
	 FORMCHECKBOX 

	Other     Describe:      


	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is request for systemic hyperbaric oxygen therapy?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is member pregnant?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is physician personally in attendance in the HBO area and accessible for monitoring the patient during the treatment session?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is request for topical oxygen such as topical hyperbaric oxygen chambers? (i.e. Topox, Oxyhealer, Oxychamber, Oxycure)?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is request for administration of oxygen intended to selectively inhibit the growth of cancerous cells?


	Section D – Continuation of HBO Therapy


Check all boxes that apply:
	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A
	Is there improvement or healing of wound?  

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A
	Is there improvement of tissue perfusion? 

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A
	Is there evidence of new epithelial tissue growth and granulation?  

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A
	Is tissue PO2 of at least 30mmHg of oxygen (necessary for oxidative function) or PO2 of 40 
or greater (resolved hypoxia)?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A
	Is there medical reduction in the bubble size of air emboli to improve decompression sickness and gas 
or air emboli?                                        

	Document wound location, size, description of wound bed, percentage of granulation and drainage:

     


	Section E – Medicare Members


Check all boxes that apply:

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the indication for HBO therapy any of the following?  

	
	
	 FORMCHECKBOX 
 
	Actinomycosis as an adjunct to conventional therapy when the disease process is refractory to antibiotics and surgical treatment

	
	
	 FORMCHECKBOX 
 
	Acute peripheral arterial insufficiency

	
	
	 FORMCHECKBOX 
 
	Acute carbon monoxide intoxication

	
	
	 FORMCHECKBOX 
 
	Acute traumatic peripheral ischemia or crush injuries and suturing of severed limbs. HBO therapy to be used in combination with accepted standard therapeutic measures when loss of function, limb or life is threatened

	
	
	 FORMCHECKBOX 
 
	Chronic refractory osteomyelitis, unresponsive to conventional medical and surgical management

	
	
	 FORMCHECKBOX 
 
	Cyanide poisoning

	
	
	 FORMCHECKBOX 
 
	Decompression Illness

	
	
	 FORMCHECKBOX 

	Diabetic wounds of the lower extremities
Check all boxes that apply:

	
	
	
	 FORMCHECKBOX 

	Patient has type I or type II diabetes and has a lower extremity wound that is due to diabetes.

	
	
	
	 FORMCHECKBOX 

	Patient has a wound classified as Wagner grade III or higher.

	
	
	
	 FORMCHECKBOX 

	Patient has failed an adequate course of standard wound therapy with no measurable signs of healing for at least 30 consecutive days

Standard wound care includes the following:

	
	
	
	
	 FORMCHECKBOX 

	Assessment of patient’s vascular status and correction of any vascular problems in the affected limb, if possible.

	
	
	
	
	 FORMCHECKBOX 

	Optimization of nutritional status and glucose control.

	
	
	
	
	 FORMCHECKBOX 

	Debridement by any means to remove devitalized tissue.

	
	
	
	
	 FORMCHECKBOX 

	Maintenance of a clean, moist bed of granulation tissue with appropriate moist dressings, 
appropriate off-loading                  

	
	
	 FORMCHECKBOX 

	Gas embolism

	
	
	 FORMCHECKBOX 

	Gas gangrene


	
	
	 FORMCHECKBOX 

	Osteoradionecrosis as an adjunct to conventional treatment.


	
	
	 FORMCHECKBOX 

	Preparation and preservation of compromised skin grafts (not for primary management of wounds)

	
	
	 FORMCHECKBOX 

	Progressive necrotizing infections (necrotizing fasciitis)

	
	
	 FORMCHECKBOX 

	Soft tissue radionecrosis as an adjunct to conventional treatment.

	
	
	 FORMCHECKBOX 

	Other     Describe:      


	Section F – Medicare Members, Continuation of HBO Therapy


Check all boxes that apply:

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Does the documentation support measurable signs of healing within any 30-day period?  


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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