
	Certificate of Medical Necessity:
Mohs’ Micrographic Surgery
	[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

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 Mohs’ micrographic surgery, 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 02-10000-03, Mohs’ Micrographic Surgery.


	Section C


Check all boxes and complete all entries that apply:

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is Mohs’ micrographic surgery requested for basal cell carcinoma, squamous cell carcinoma, basalosquamous / basosquamous cell carcinomas in an anatomic location where they are prone to recur?
If Yes, check the box for the  location:

	
	
	 FORMCHECKBOX 

	Auricular helix and canal

	
	
	 FORMCHECKBOX 

	Central face areas, nose and temple

	
	
	 FORMCHECKBOX 

	External ear and ear canal

	
	
	 FORMCHECKBOX 

	Eyelids

	
	
	 FORMCHECKBOX 

	Lips, cutaneous and vermillion

	
	
	 FORMCHECKBOX 

	Other  Describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is Mohs’ micrographic surgery requested for ONE of the following skin lesions in areas where tissue preservation is essential for  maximal functional result?
If Yes, check the box for the lesion type:

	
	
	 FORMCHECKBOX 

	Adenocystic carcinoma of skin          

	
	
	 FORMCHECKBOX 

	Adenoid type of squamous cell carcinoma

	
	
	 FORMCHECKBOX 

	Angiosarcoma of the skin

	
	
	 FORMCHECKBOX 

	Apocrine carcinoma of the skin

	
	
	 FORMCHECKBOX 

	Atypical Fibroxanthoma

	
	
	 FORMCHECKBOX 

	Basal cell carcinomas, squamous cell carcinomas, or basalosquamous/basosquamous carcinoma.
Check boxes for features that apply:

	
	
	
	 FORMCHECKBOX 

	Recurrent

	
	
	
	 FORMCHECKBOX 

	Biopsy proven lesion with aggressive pathology
Check boxes for features that apply:

	
	
	
	
	 FORMCHECKBOX 

	Associated with xeroderma pigmentosum

	
	
	
	
	 FORMCHECKBOX 

	Basal Cell Nevus syndrome

	
	
	
	
	 FORMCHECKBOX 

	Difficulty estimating depth of lesion

	
	
	
	
	 FORMCHECKBOX 

	Fibrosing 

	
	
	
	
	 FORMCHECKBOX 

	High mitotic activity 

	
	
	
	
	 FORMCHECKBOX 

	In an old scar (e.g., Marjolin’s ulcer)

	
	
	
	
	 FORMCHECKBOX 

	In patients with proven difficulty with skin cancers or who are immunocompromised

	
	
	
	
	 FORMCHECKBOX 

	In the very young (<4yr. age)

	
	
	
	
	 FORMCHECKBOX 

	Large size (1.cm or greater in non-mask area of face and 2.cm or greater in other areas)

	
	
	
	
	 FORMCHECKBOX 

	Located in genitalia, digits, or nail unit/periungual

	
	
	
	
	 FORMCHECKBOX 

	Metatypical/infiltrative/spikey shaped cell groups

	
	
	
	
	 FORMCHECKBOX 

	Morphea-like 

	
	
	
	
	 FORMCHECKBOX 

	Nuclear pleomorphism

	
	
	
	
	 FORMCHECKBOX 

	Perineural invasion on biopsy

	
	
	
	
	 FORMCHECKBOX 

	Perineural or perivascular invasion

	
	
	
	
	 FORMCHECKBOX 

	Poorly defined borders

	
	
	
	
	 FORMCHECKBOX 

	Positive margins on recent excision

	
	
	
	
	 FORMCHECKBOX 

	Radiation-induced

	
	
	
	
	 FORMCHECKBOX 

	Sclerotic

	
	
	
	
	 FORMCHECKBOX 

	Superficial multicentric

	
	
	 FORMCHECKBOX 

	Bowen’s disease (squamous cell carcinoma in situ)

	
	
	 FORMCHECKBOX 

	Bowenoid papulosis

	
	
	 FORMCHECKBOX 

	Dermatofibrosarcoma protuberans

	
	
	 FORMCHECKBOX 

	Erythroplasia of Queyrat

	
	
	 FORMCHECKBOX 

	Extramammary Paget’s Disease

	
	
	 FORMCHECKBOX 

	Keratoacanthoma, recurrent

	
	
	 FORMCHECKBOX 

	Leimyosarcoma or other spindle cell neoplasms of the skin

	
	
	 FORMCHECKBOX 

	Longstanding duration of squamous cell carcinoma

	
	
	 FORMCHECKBOX 

	Malignant fibrous histiocytoma

	
	
	 FORMCHECKBOX 

	Malignant melanoma or melanoma-in-situ (facial, auricular, genital and digital) when anatomical or technique difficulties do not allow conventional excision with appropriate margins 

	
	
	 FORMCHECKBOX 

	Merkel cell carcinoma

	
	
	 FORMCHECKBOX 

	Microcystic adnexal carcinoma

	
	
	 FORMCHECKBOX 

	Oral and central facial, paranasal sinus neoplasm

	
	
	 FORMCHECKBOX 

	Rapid growth in squamous cell carcinoma

	
	
	 FORMCHECKBOX 

	Rare, biopsy-proven skin malignancies not otherwise addressed

	
	
	 FORMCHECKBOX 

	Sebaceous gland carcinoma

	
	
	 FORMCHECKBOX 

	Verrucous carcinoma

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is Mohs’ micrographic surgery requested for other condition not listed above?
Describe:      


	Section D – Medicare Members


Check all boxes and complete all entries that apply:

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is Mohs’ micrographic surgery requested for basal cell carcinoma, squamous cell carcinoma, basalosquamous / basosquamous cell carcinomas in an anatomic location where they are prone to recur?
If Yes, identify the  location:

	
	
	 FORMCHECKBOX 

	Auricular helix and canal

	
	
	 FORMCHECKBOX 

	Central face areas, nose and temple

	
	
	 FORMCHECKBOX 

	External ear and ear canal

	
	
	 FORMCHECKBOX 

	Eyelids

	
	
	 FORMCHECKBOX 

	Lips, cutaneous and vermillion

	
	
	 FORMCHECKBOX 

	Other  Describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is Mohs’ micrographic surgery requested for one of the following skin lesions?
If Yes, identify the lesion type:

	
	
	 FORMCHECKBOX 

	Adenocystic carcinoma of skin          

	
	
	 FORMCHECKBOX 

	Adenoid type of squamous cell carcinoma

	
	
	 FORMCHECKBOX 

	Angiosarcoma of the skin

	
	
	 FORMCHECKBOX 

	Apocrine carcinoma of the skin

	
	
	 FORMCHECKBOX 

	Atypical Fibroxanthoma

	
	
	 FORMCHECKBOX 

	Basal cell carcinomas, squamous cell carcinomas, or basalosquamous/basosquamous carcinoma.
Check boxes for features that apply:

	
	
	
	 FORMCHECKBOX 

	Recurrent

	
	
	
	 FORMCHECKBOX 

	Biopsy proven lesion with aggressive pathology

Check boxes for features that apply:

	
	
	
	
	 FORMCHECKBOX 

	Associated with xeroderma pigmentosum

	
	
	
	
	 FORMCHECKBOX 

	Basal Cell Nevus syndrome

	
	
	
	
	 FORMCHECKBOX 

	Difficulty estimating depth of lesion

	
	
	
	
	 FORMCHECKBOX 

	Fibrosing 

	
	
	
	
	 FORMCHECKBOX 

	High mitotic activity 

	
	
	
	
	 FORMCHECKBOX 

	In an old scar (e.g., Marjolin’s ulcer)

	
	
	
	
	 FORMCHECKBOX 

	In patients with proven difficulty with skin cancers or who are immunocompromised

	
	
	
	
	 FORMCHECKBOX 

	In the very young (<4yr. age)

	
	
	
	
	 FORMCHECKBOX 

	Large size (1.cm or greater in non-mask area of face and 2.cm or greater in other areas)

	
	
	
	
	 FORMCHECKBOX 

	Located in genitalia, digits, or nail unit/periungual

	
	
	
	
	 FORMCHECKBOX 

	Metatypical/infiltrative/spikey shaped cell groups

	
	
	
	
	 FORMCHECKBOX 

	Morphea-like 

	
	
	
	
	 FORMCHECKBOX 

	Nuclear pleomorphism

	
	
	
	
	 FORMCHECKBOX 

	Perineural invasion on biopsy

	
	
	
	
	 FORMCHECKBOX 

	Perineural or perivascular invasion

	
	
	
	
	 FORMCHECKBOX 

	Poorly defined borders

	
	
	
	
	 FORMCHECKBOX 

	Positive margins on recent excision

	
	
	
	
	 FORMCHECKBOX 

	Radiation-induced

	
	
	
	
	 FORMCHECKBOX 

	Sclerotic

	
	
	
	
	 FORMCHECKBOX 

	Superficial multicentric

	
	
	 FORMCHECKBOX 

	Bowen’s disease (squamous cell carcinoma in situ)

	
	
	 FORMCHECKBOX 

	Bowenoid papulosis


	
	
	 FORMCHECKBOX 

	Dermatofibrosarcoma protuberans

	
	
	 FORMCHECKBOX 

	Erythroplasia of Queyrat

	
	
	 FORMCHECKBOX 

	Extramammary Paget’s Disease

	
	
	 FORMCHECKBOX 

	Keratoacanthoma, recurrent

	
	
	 FORMCHECKBOX 

	Leimyosarcoma or other spindle cell neoplasms of the skin

	
	
	 FORMCHECKBOX 

	Longstanding duration of squamous cell carcinoma

	
	
	 FORMCHECKBOX 

	Malignant fibrous histiocytoma

	
	
	 FORMCHECKBOX 

	Malignant melanoma or melanoma-in-situ (facial, auricular, genital and digital) when anatomical or technique difficulties do not allow conventional excision with appropriate margins 

	
	
	 FORMCHECKBOX 

	Merkel cell carcinoma

	
	
	 FORMCHECKBOX 

	Microcystic adnexal carcinoma

	
	
	 FORMCHECKBOX 

	Oral and central facial, paranasal sinus neoplasm

	
	
	 FORMCHECKBOX 

	Rapid growth in squamous cell carcinoma

	
	
	 FORMCHECKBOX 

	Rare, biopsy-proven skin malignancies not otherwise addressed

	
	
	 FORMCHECKBOX 

	Sebaceous gland carcinoma

	
	
	 FORMCHECKBOX 

	Verrucous carcinoma

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is Mohs’ micrographic surgery requested for other condition not listed above?
Describe:      


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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