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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 Palivizumab (Synagis®) including  the criteria that meet the definition of medical necessity, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 09-J0000-28, Palivizumab (Synagis®.) 

	Note:
	Medical necessity criteria apply to all geographic locations.  RSV season can be found on Table 1 of the Medical Coverage Guideline 09-J0000-28.


	Section C


Check all boxes and complete all entries that apply:
	This medication is:     FORMCHECKBOX 
 administered by the Provider.       FORMCHECKBOX 
 self-administered by the member.     

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is the member picking up the medication at a retail pharmacy?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is the Provider buying the medication and billing Florida Blue directly?

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is provider obtaining medication from      FORMCHECKBOX 
 Caremark       FORMCHECKBOX 
 Prime     for drug replacement?

	This is:      FORMCHECKBOX 
 an initial request.     FORMCHECKBOX 
 continuation of therapy.     

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Has the member had prior doses of palivizumab this season?
Date(s):      

	Prescribed dosage:           
	Dosing frequency:          
	Dosing administration route:           


	Section D


Complete ALL entries in this section:
	Member date of birth:      
	Gestational age at birth (weeks/days):      
	Age at start date (years/months):      

	Start date:      
	Birth weight (kg):      
	Current weight (kg):      


	Section E – Initiation of Palivizumab (Synagis)


Check the box for the member’s condition and all boxes that apply:
	 FORMCHECKBOX 
 Chronic Lung Disease of Prematurity

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Was the member born before 32 weeks, 0 days gestation?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Did the member require at least 21% oxygen for the first 28 days after birth?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member younger than 12 months of age at the start of the RSV season?  
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?


	 FORMCHECKBOX 
 Prematurity

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Was the member born before 29 weeks, 0 days gestation?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member younger than 12 months of age at the start of RSV season? 

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?



	 FORMCHECKBOX 
 Neuromuscular Disorder
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member younger than 12 months of age at the start of RSV season? 
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member’s ability to clear secretions from the upper airway impaired because of ineffective cough?


	 FORMCHECKBOX 
 Congenital Heart Disease (CHD)
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member younger than 12 months of age at the start of RSV season? 
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member’s congenital heart disease hemodynamically significant?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member diagnosed with acyanotic heart disease AND receives medication to control congestive heart failure
AND will require (or previously required) cardiac surgical procedures?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member diagnosed with moderate to severe pulmonary hypertension?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member diagnosed with a cyanotic heart defect AND palivizumab prophylaxis is prescribed or supervised by a pediatric cardiologist?


	 FORMCHECKBOX 
 Immunocompromised
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member younger than 24 months of age at the start of RSV season?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member profoundly immunocompromised (e.g., solid organ or hematopoietic stem cell transplantation, receiving chemotherapy, immunocompromised)?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?



	 FORMCHECKBOX 
 Cardiac Transplantation 
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member younger than 2 years of age at the start of RSV season?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Did the member undergo cardiac transplantation during the RSV season?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?



	 FORMCHECKBOX 
 Anatomic Pulmonary Abnormality 
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member 12 months of age or younger at the start of RSV season?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member’s ability to clear secretions from the upper airway impaired because of ineffective cough?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?



	 FORMCHECKBOX 
 Cystic Fibrosis
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member 12 months of age or younger at the start of RSV season?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Did the member require at least 21% oxygen for the first 28 days after birth?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the member display clinical evidence of nutritional compromise?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?


	 FORMCHECKBOX 
 American Indian 
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member 12 months of age or younger at the start of RSV season?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member a Navajo or White Mountain Apache American Indian?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?



	Section F - Continuation of Palivizumab (Synagis)


Check the box for the member’s condition and all boxes that apply:

	 FORMCHECKBOX 
 Chronic Lung Disease of Prematurity

 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Was the member born before 32 weeks, 0 days gestation?
 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Did  the member require at least 21% oxygen for the first 28 days after birth?
 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Is the member betweem 12 and 24 months of age at  the start of RSV season?  
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Did the member require medical support (i.e., chronic corticosteroid therapy,  bronchodilator therapy, diuretic therapy, or supplemental oxygen) during the 6-month period before the start of the most recent RSV season?
 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Does the dose exceed 15mg/kg/month?


	Cystic Fibrosis

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member 12 months and 24 months of age at the start of RSV season?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the member have manifestations of severe lung disease (i.e., previous hospitalization for pulmonary exacerbation in the first year of life or abnormalities on chest radiography or chest computed tomography that persist when stable)?
 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Is the member’s weight for length  less than the 10th percentile?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg/month?



	Section G – One Time Dose of Palivizumab (Synagis)


Check the box for the member’s condition and all boxes that apply:

	 FORMCHECKBOX 
 Extracorporeal Membrane Oxygenation (ECMO)
 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Is the member younger than 24 months of age?

 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Was the member approved for palivizumab prophylaxis (initiation or continuation) by Florida Blue?

 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Is the member post-ECMO?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Has the member received at least one dose of palivizumab before undergoing ECMO?

 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Has the member received palivizumab since undergoing ECMO?

 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Will the member continue to require palivizumab prophylaxis post-ECMO?

 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Does the dose exceed 15mg/kg?



	Cardiac Bypass
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member younger than 24 months of age?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Was the member approved for palivizumab prophylaxis (initiation or continuation) by Florida Blue?

 FORMCHECKBOX 
 Yes     
 FORMCHECKBOX 
 No      
Is the member post-cardiac bypass?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Has the member received at least one dose of palivizumab before undergoing cardiac bypass?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Has the member received palivizumab since undergoing cardiac bypass?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Will the member continue to require palivizumab prophylaxis post-cardiac bypass?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Does the dose exceed 15mg/kg?




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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