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	Fax or mail this
completed form
	
	For RX Fax: (904) 905-9849
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 Omalizumab (Xolair®) including the criteria that meet that definition of medical necessity, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 09-J0000-44, Omalizumab (Xolair®.) For Medicare members, visit http://www.cms.gov. Refer to Local Coverage Determination (LCD) L29240.


	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 medication at a retail pharmacy?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is provider buying the medication and billing BCBSF directly?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is provider obtaining medication from Caremark 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, what dates was therapy previously used?         

	Why was therapy stopped and restarted?       

	Prescribed Dosage:           
	Dosing Frequency:          
	Dosing administration route:           


Section D – Initial Request for Therapy

	


Check the box for the type of therapy and complete entries for all that apply:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the member 12 years of age or older with a diagnosis of moderate to severe asthma?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the documentation exist of a positive skin test or in vitro reactivity to a perennial aeroallergen?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Are the asthma symptoms inadequately controlled with long-acting beta-agonist (LABA/ICB) e.g., Advair®, Dulera®, Symbicort®

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Are the asthma symptoms inadequately controlled with moderate to high dose inhaled corticosteroids or combination therapy that may include:

 FORMCHECKBOX 
 
Long-acting beta-agonist (LABA) e.g., Serevent®; Foradil®
 FORMCHECKBOX 
 
Leukotriene modifiers, e.g., Singulair®, Accolate®, Zyflo®

 FORMCHECKBOX 
 
Theophylline



	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the baseline pretreatment serum total IgE measurement between 30 IU/ml and 700 IU/ml?   
IgE measurement:      
Date of IgE testing:      
Member weight:      


Section E – Continuation of Therapy

	


Check the box for the type of therapy and complete entries for all that apply:
	 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 the member experiencing a beneficial clinical response to omalizumab evidenced by any of the following?
 FORMCHECKBOX 
 
Decreased frequency of exacerbation

 FORMCHECKBOX 
 
Increase from baseline predicted FEV1 or peak flow

 FORMCHECKBOX 
 
Reduction in reported asthma-related symptoms, asthma symptom related nighttime awakenings, or asthmatic symptoms upon awakening




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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