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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 the criteria that meet the definition of medical necessity and frequency limits for nerve block injections, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 02-61000-29, Nerve Block Injections.


	Section C


Check ALL boxes and complete all entries that apply:
	This was:   FORMCHECKBOX 
 an initial injection.     FORMCHECKBOX 
 a subsequent injection.     If subsequent, enter which injection (second, third…)       
If frequency limits have been exceeded, indicate reason for additional injections.

     

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this a bilateral procedure?   

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Were any other injections performed on the same date?

If Yes, what type of injection(s)?      


	Section D


Check ALL boxes and complete all entries that apply to the member’s condition:
	Criteria Complex Regional Pain Syndrome (CRPS)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there continued pain for more than 4 weeks in duration?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there  failed conservative treatment with Antidepressant OR anticonvulsant?
Indicate name of antidepressant or anticonvulsant used:      
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there failed conservative treatment with physical therapy (PT), occupational therapy (OT), or 
home exercise program for more than 4 weeks?


	Criteria Ischemic Limb Pain
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there intractable pain at rest?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Are there non-healing ulcers?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there severe peripheral artery disease?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is the member a candidate for revascularization?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Has the member had previous revascularization?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If Yes, has previous revascularization failed?

If Yes, explain:      


	Pancreatic Cancer
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does the member have severe abdominal or back pain?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has has the member received any previous treatment for pancreatic cancer?
If Yes, describe:      
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Is treatment for pancreatic cancer contraindicated? 
If Yes, explain:      


	Chronic Pancreatitis
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does the member have chronic abdominal or back pain?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does the member have continued pain after parenteral narcotics for more than one week?


	Peripheral Nerve Block Injection (Morton's Neuroma)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does the member have pain in foot and/or toes?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is Morton’s neuroma suspected by exam and history?



	Peripheral Nerve Block Injection (Plantar Fasciitis or Other Neuritis of the Foot)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does the member have pain in foot?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is plantar fasciitis or other neuritis of the foot suspected by exam and history?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has the member experienced continued symptoms after conservative management for three weeks or more, 
including any of the following?


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Activity modification

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
orthotics/splints/taping

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Anti-inflammatory medications (e.g., NSAIDS)



	Nerve Block Injection for Other Conditions
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is this request for peripheral nerve block of any occipital nerve for the  treatment of occipital neuralgia?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is this request for ganglion impar block of the treatment of the sacroccoxygeal joint?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is this request for nerve block of nerve for the treatment of diabetic neuropathy?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does the member have pain related to some other condition?

If Yes, describe:      
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Did the member fail to respond to conservative management [e.g., physical therapy, NSAIDS (unless contraindicated), 
activity modification)?

If Yes, describe:      
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

If this is a repeat block, has the member experienced at least 50% pain relief for 6-8 weeks?



	Section G – Medicare Members Only


Check ALL boxes that apply:
	Peripheral Nerve Blocks
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is the member's pain due to mononeuritis for which neuro-diagnostic studies failed to provide a structural explanation?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has the member's peripheral nerve injuries/entrapment or other extremity trauma lead to complete regional pain syndrome?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is the selective peripheral nerve blockade being used diagnostically?


	Occipital Nerve Blocks
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is this block being used to confirm the presence of occipital neuralgia?



	Suprascapular Nerve Blocks
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is this block being used to confirm the diagnosis of suspected entrapment of the nerve?



	Trigeminal Nerve Blocks
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is the trigeminal nerve blocked centrally at the trigeminal ganglion, along one of the three divisions or at one of the peripheral terminal branches?




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:
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