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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 infliximab (Remicade®) 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 09-J0000-39, Infliximab (Remicade®.) For Medicare members, visit http://www.cms.gov. Refer to Local Coverage Determination (LCD) Remicade L29198.


	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 provider obtaining medication from      FORMCHECKBOX 
 Caremark       FORMCHECKBOX 
 Prime     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, on what dates was therapy previously used?         

	Why was therapy stopped and restarted?       

	Prescribed dosage:           
	Dosing frequency:          
	Dosing administration route:           


	Section D – Initiation of Therapy


Check all boxes and complete all entries that apply:
	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is the member 18 years of age or older?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is infliximab being administered concomitantly 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      
	Has the member failed, or does the member have a contraindication to or intolerance to one or more NSAID or DMARD therapies?

If Yes, list the specific therapies:      


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

	 FORMCHECKBOX 
 Ankylosing Spondylitis
 FORMCHECKBOX 
 Yes    

 FORMCHECKBOX 
 No

Has the member failed, or does the member have a contraindication or intolerance to at least one NSAID therapy (e.g., ibuprofen, meloxicam, naproxen)?
If Yes, list the specific therapies:      


	 FORMCHECKBOX 
 Crohn’s disease

 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Does the member have moderate to severely active Crohn’s disease?
 FORMCHECKBOX 
 Yes    

 FORMCHECKBOX 
 No

Has the member failed, or does the member have a contraindication or intolerance to ONE or more conventional therapies? (e.g., sulfasalazine, mesalamine products, aminosalicylate, corticosteroids, immunosuppressants [6-mercaptopurine], azathioprine, cyclosporine, methotrexate)
If Yes, list the specific therapies:      


	 FORMCHECKBOX 
 Fistulating Crohn’s Disease

 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Is the member 6 years of age or older?
 FORMCHECKBOX 
 Yes    

 FORMCHECKBOX 
 No

Does the member have one or more draining fistulas?

If Yes, indicate the duration:      


	 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 
 Yes    

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



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


	 FORMCHECKBOX 
 Rheumatoid Arthritis (RA)
 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 at least one DMARD (e.g., methotrexate, sulfasalazine, cyclosporine, leflunomide)?
If Yes, specify therapy:      
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No      
Is infliximab being used in combination with methotrexate?
If Yes, explain:      


	 FORMCHECKBOX 
 Ulcerative Colitis
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Does the member have moderate to severely active ulcerative colitis?

 FORMCHECKBOX 
 Yes    

 FORMCHECKBOX 
 No

Has the member tried/failed or does the member have a contraindication to corticosteroid therapy (systemic or topical)?
If Yes, explain:      
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Has the member tried/failed or has a contraindication to ANY of the following?
 FORMCHECKBOX 

Oral aminosalicylates (e.g., sulfasalazine, olsalazine, mesalamine, or balsalazide)

 FORMCHECKBOX 

Thiopurine therapy (e.g., azathioprine or 6-mercaptopurine [6-MP])

 FORMCHECKBOX 

Topical aminosalicylates (e.g., enema or suppository)



	 FORMCHECKBOX 
 Uveitis
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Is the member’s disease active?

 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Is member’s disease associated with concomitant diagnosis of Behçet’s disease?

 FORMCHECKBOX 
 Yes    

 FORMCHECKBOX 
 No

Is the member’s disease refractory to immunosuppressive therapy (e.g., cyclophosphamide, methotrexate, azathioprine)?
If Yes, specify therapy:      
 FORMCHECKBOX 
 Yes    

 FORMCHECKBOX 
 No

Is member’s disease refractory to corticosteroids?
If Yes, explain:      


	 FORMCHECKBOX 
 Wegener’s Granulomatosis
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Is the member’s disease active?

 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Is member’s disease confirmed by biopsy?

 FORMCHECKBOX 
 Yes    

 FORMCHECKBOX 
 No

Is the member’s disease refractory to immunosuppressive therapy (e.g., cyclophosphamide)?
If Yes, specify therapy:      
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Is member’s disease refractory to corticosteroids?
If Yes, explain:      
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No 
Will infliximab be administered in combination with corticosteroid therapy?




	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is infliximab being used to treat the following conditions?

	
	 FORMCHECKBOX 

Chronic sarcoidosis

 FORMCHECKBOX 

Giant cell arteritis

 FORMCHECKBOX 

Juvenile rheumatoid arthritis




	Section E – Continuation of Therapy


	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	Does the member have a history of beneficial clinical response with infliximab therapy for the treatment of one or more 
of the following indications?

	
	
	 FORMCHECKBOX 

	Ankylosing spondylitis

	
	
	 FORMCHECKBOX 

	Chronic sarcoidosis

	
	
	 FORMCHECKBOX 

	Crohn’s disease

	
	
	 FORMCHECKBOX 

	Fistulating Crohn’s disease

	
	
	 FORMCHECKBOX 

	Giant cell arteritis

	
	
	 FORMCHECKBOX 

	Juvenile rheumatoid arthritis

	
	
	 FORMCHECKBOX 

	Plaque psoriasis

	
	
	 FORMCHECKBOX 

	Psoriatic arthritis

	
	
	 FORMCHECKBOX 

	Rheumatoid arthritis

	
	
	 FORMCHECKBOX 

	Ulcerative colitis

	
	
	 FORMCHECKBOX 

	Uveitis associated with Behçet’s syndrome

	
	
	 FORMCHECKBOX 

	Wagener’s Granulomatosis

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	Has the member been approved by another health plan or met Florida Blue’s initial criteria for coverage?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	Is infliximab 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 the following indication-specific maximum dose?

	
	
	 FORMCHECKBOX 

	Ankylosing spondylitis: 5 mg/kg every 6 weeks

	
	
	 FORMCHECKBOX 

	Plaque psoriasis, psoriatic arthritis, uveitis associated with Behçet’s disease, ulcerative colitis: 5 mg/kg every 8 weeks

	
	
	 FORMCHECKBOX 

	Rheumatoid arthritis, Crohn’s disease or fistulating Crohn’s disease (age 18 years or older): 10 mg/kg every 8 weeks

	
	
	 FORMCHECKBOX 

	Crohn’s disease and fistulating Crohn’s desease: 
Pediatrics: 5 mg/kg at weeks 0,2, and 6 weeks, followed by every 8 weeks

Adults: 5 mg/kg at weeks 0,2, and 6 weeks, followed by 10 mg/kg every 8 weeks

	
	
	 FORMCHECKBOX 

	Wegener’s granulomatosis: 5 mg/kg every 4 weeks


	Section F – Medicare


	Is infliximab being used for any of the following?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	To reduce the signs and symptoms, induce and maintain clinical remission in members with moderately to severely active Crohn’s disease, who have had an inadequate response to conventional therapies.
Explain:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	To reduce the number of draining fistulas and to maintain fistula closure for patients with fistulizing Crohn’s disease.

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	To reduce the signs and symptoms of active arthritis, inhibiting the progression of structural damage and improving physical function, in patients with psoriatic arthritis.

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	In combination with methotrexate, to reduce the signs and symptoms, inhibit the progression of structural damage and improve physical function in patients with moderately to severely active rheumatoid arthritis.

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	To reduce signs and symptoms, achieve clinical remission and mucosal healing, and eliminate corticosteroids use in patients with moderately to severely active ulcerative colitis who have had an inadequate response to conventional therapy.

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	To reduce the signs and symptoms in patients with active ankylosing spondylitis.

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No      
	For the treatment of adult patients with chronic severe (i.e., extensive and/or disabling) plaque psoriasis who are candidates for systemic therapy and when other systemic therapies are medically less appropriate.
Explain:      


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:








Certificate of Medical Necessity: Infliximab (Remicade®)
CMN09-J0000-39_101014
1


Certificate of Medical Necessity: Infliximab (Remicade®)
5

