
	Certificate of Medical Necessity:
Keratoplasty
	[image: image1.jpg]Florida Blue

An Independent Licensee of the
Blue Cross and Blue Shield Association





	


	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
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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 keratoplasty including the criteria that meets the definition of medical necessity, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 02-65000-15, Keratoplasty


	Section C


Check all boxes that apply:
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the request for epikeratophakia?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	If Yes, has the member been diagnosed with aphakia?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the request for keratoplasty?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Does the member have  any of the following indications?

	
	If Yes, check all that apply:

	
	 FORMCHECKBOX 

	Bullous keratopathy

	
	 FORMCHECKBOX 

	Corneal opacity (vision impaired secondary to opacity, improved visual function expected after surgery) 

	
	 FORMCHECKBOX 

	Corneal thinning with possible perforation

	
	 FORMCHECKBOX 

	Fuch’s endothelial dystrophy with best corrected vision less than or equal to 20/50 

	
	 FORMCHECKBOX 

	Full thickness corneal disease

	
	 FORMCHECKBOX 

	Keratoconus (best corrected vision less than or equal to 20/50, potential corneal perforation secondary to keratoconus, corneal hydrops greater than or equal to two episodes, improved vision function expected after surgery)

	
	 FORMCHECKBOX 

	Partial thickness corneal disease (superficial stromal opacification, best corrected vision less than or equal to 20/50, improved visual function expected after surgery, marginal corneal thinning/infiltration, localized corneal thinning/descemetocele formation


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

	
	 FORMCHECKBOX 

	Descemet’s membrane endothelial keratoplasty (DLEK) in a member with endothelial failure and an otherwise healthy cornea?

	
	 FORMCHECKBOX 

	Descemet’s stripping automated endothelial keratoplasty (DSAEK)

	
	 FORMCHECKBOX 

	Endothelial keratoplasty (Descemet’s stripping endothelial keratoplasty (DSEK)

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Does the member have  any of the following indications?

If Yes, check all that apply:

	
	 FORMCHECKBOX 

	Bullous keratopathy (chronic eye pain, best corrected vision less than or equal to 20/50, corneal edema, and interferes with work/lifestyle)

	
	 FORMCHECKBOX 

	Corneal edema 

	
	 FORMCHECKBOX 

	Corneal opacity or scaring

	
	 FORMCHECKBOX 

	Descemetocele formation/corneal thinning

	
	 FORMCHECKBOX 

	Fuch’s endothelial dystrophy and other posterior corneal dystrophies (best corrected vision less than or equal to 20/50)

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the request for epikeratoplasty?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Has the member been diagnosed with any of the following?
If Yes, check all that apply:

	
	 FORMCHECKBOX 

	Aphakia where the  member’s vision cannot be corrected with contact lenses or spectacles, and that an intraocular lens implantation is contraindicated 

	
	 FORMCHECKBOX 

	Congenital aphakia indicated for children over the age of one year whose vision cannot be corrected by the use of contact lenses or spectacles, and that amblyopia therapy can be provided by a pediatric ophthalmologist or experienced practitioner

	
	 FORMCHECKBOX 

	Corneal degeneration 

	
	 FORMCHECKBOX 

	Corneal ulcers 

	
	 FORMCHECKBOX 

	Keratoconus that cannot be treated with a contact lens and that a penetrating keratoplasty is contraindicated or would have a poor prognosis

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

If Yes, check all that apply:

	
	 FORMCHECKBOX 

	Automated lamellar keratoplasty

	
	 FORMCHECKBOX 

	Clear lens replacement (CLR) 

	
	 FORMCHECKBOX 

	Conductive keratoplasty (CK)

	
	 FORMCHECKBOX 

	Corneal relaxing for correction of surgically induced astigmatism

	
	 FORMCHECKBOX 

	Corneal wedge resection for correction of surgically induced astigmatism

	
	 FORMCHECKBOX 

	Hexagonal keratotomy

	
	 FORMCHECKBOX 

	Keratomileusis 

	
	 FORMCHECKBOX 

	Keratophakia

	
	 FORMCHECKBOX 

	Laser in situ keratomileusis (LASIX) 

	
	 FORMCHECKBOX 

	Laser thermoplasty (same as conductive keratoplasty)

	
	 FORMCHECKBOX 

	Mini-RK (minimally invasive radial keratotomy) 

	
	 FORMCHECKBOX 

	Photorefractive keratectomy (PRK) 

	
	 FORMCHECKBOX 

	Radial keratotomy


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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