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	Fax or mail this
completed form
	
	For Pre-Service: Statewide Fax (877) 219-9448
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 the criteria that meet the definition of medical necessity for IMRT, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 04-77260-22, Intensity-Modulated Radiation Therapy (IMRT). For Medicare members, visit  http://www.cms.gov/medicare-coverage-database/, L29200 (MAC B)& L28892 (MAC A).


	Section C


Check ALL boxes that apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Primary, metastatic or benign tumor of the central nervous system, including brain, brain stem and spinal cord

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Primary, metastatic tumors of the spine where spinal cord tolerance may be exceeded by conventional treatment

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Primary, metastatic or benign lesions of the head and neck area including:

 FORMCHECKBOX 

Orbit
 FORMCHECKBOX 

Sinus
 FORMCHECKBOX 

Skull base
 FORMCHECKBOX 

Aerodigestive tract
 FORMCHECKBOX 

Salivary glands
 FORMCHECKBOX 

Other
Specify:      


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Carcinoma of the prostate

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Selected cases of thoracic and abdominal malignancies

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Selected cases (e.g., not routine) of breast cancers with close proximity to critical structures

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Anal cancer, gynecological cancer and other pelvic and retroperitoneal tumors that meet the requirements for medical necessity

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Reirradiation of sites or fields previously irradiated.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the target volume in close proximity to critical structures?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Must the volume of interest be covered with narrow margins to adequately protect immediately adjacent structures?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has an immediately adjacent area been previously irradiated and abutting portals must be established with high precision?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the target volume concave or convex, and critical normal tissues are within or around that convexity or concavity?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the dose escalation planned to deliver radiation doses in excess of those commonly utilized for similar tumors with conventional treatment?


	Section D – Medicare Members Only


Check ALL boxes that apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does the treatment plan/prescription define the goals & requirements including specific dose constraints for the target(s) and nearby critical structures?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Did the treating physician document the need for performing IMRT, rather than conventional or three-dimensional treatment? Includes addressing other organs at risk and/or adjacent critical structures. ?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Does a review (signed and dated by the radiation oncologist) include the CT or MRI based images of the target and all critical structures, and representative isodose  distributions that characterize the three-dimensional dose completed?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Did the radiation oncologist review dose-volume histograms for all targets and critical structures?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there a description of the number and location of each treatment step/rotation or portal to accomplish the treatment plan?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the radiation oncologist and the medical physicist  signed the dosimetric verification of treatment setup and delivery?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 For compensator-based IMRT, is  the unique compensator design documented for each step or portal?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is IMRT requested  for left breast tumors, with risk to immediately adjacent cardiac and pericardial structures, or right breast tumors with larger volume breasts & larger chest wall separation distances?


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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