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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 prosthetic eyes and lens implants, 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-V0000-01, Prosthetic Eyes and Lens Implants. For Medicare members, refer to National Coverage Determination (NCD) 80.12, Intraocular Lenses (IOLs).


	Section C


Check all boxes in the area that apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for any of the following?

	
	
	 FORMCHECKBOX 

	Corneal contact lenses

	
	
	 FORMCHECKBOX 

	Corneal rigid contact lenses

	
	
	 FORMCHECKBOX 

	Hydrophilic contact lenses           

	
	
	 FORMCHECKBOX 

	Gas impermeable scleral lenses      

	
	
	 FORMCHECKBOX 

	Rigid gas permeable scleral lenses            

	
	
	 FORMCHECKBOX 

	Intraocular lenses

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for prosthetic lens to perform the function in the absence of human lenses due to surgery, injury, disease or congenital anomaly?

Describe:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for corneal rigid contact lenses for the treatment of keratoconus?


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for hydrophilic contact lenses to be used as moist corneal bandages for the treatment of any 
of the following conditions?
Check all that apply:

	
	
	 FORMCHECKBOX 

	Corneal contact lenses

	
	
	 FORMCHECKBOX 

	Bullous keratopathy  

	
	
	 FORMCHECKBOX 

	Anterior corneal dystrophy

	
	
	 FORMCHECKBOX 

	Corneal ectasis  

	
	
	 FORMCHECKBOX 

	Corneal edema  

	
	
	 FORMCHECKBOX 

	Corneal ulcers and erosion  

	
	
	 FORMCHECKBOX 

	Descemetocele

	
	
	 FORMCHECKBOX 

	Dry eyes

	
	
	 FORMCHECKBOX 

	Keratitis

	
	
	 FORMCHECKBOX 

	Mooren’s ulcer

	
	
	 FORMCHECKBOX 

	Neurotrophic keratoconjunctivitis

	
	
	 FORMCHECKBOX 

	Other

Describe:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for gas impermeable scleral contact lenses prescribed as a prosthetic device to support surrounding orbital tissue 
or a shrunken and sightless eye?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request forgas impermeable   scleral contact lenses prescribed for the treatment of dry eye?

Describe:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for rigid gas impermeable scleral lenses for the member unresponsive to topical medications or standard spectacle or contact lens fitting?

Check all that apply:

	
	 FORMCHECKBOX 

	Corneal ectatic disorders (eg, keratoconus, keratoglobus, pellucid marginal degeneration,

	
	 FORMCHECKBOX 

	Terrien’s marginal degeneration, Fuchs’ superficial marginal keratitis, postsurgical ectasia);

	
	 FORMCHECKBOX 

	Corneal scarring and/or vascularization;

	
	 FORMCHECKBOX 

	Irregular corneal astigmatism (eg, after keratoplasty or other corneal surgery);

	
	 FORMCHECKBOX 

	Ocular surface disease (eg, severe dry eye, persistent epithelial defects, neurotrophic keratopathy, exposure keratopathy, graft vs host disease, sequelae of Stevens Johnson syndrome, mucus membrane pemphigoid, postocular surface tumor excision, postglaucoma filtering surgery) with pain and/or decreased visual acuity.

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for surgically implanted intraocular lenses for aphakia?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	If Yes, is the anterior chamber fixation lens indicated for the absence of the iris?

	
	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	If Yes, is the anterior chamber fixation lens indicated as there is an unusually large opening in the iris?

Describe:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for surgically implanted iris supported intraocular lenses?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for surgically implanted posterior chamber lenses?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for a prosthetic eye prescribed as a replacement to the human organ?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for the replacement of a prosthetic eye, due to one of the following?

	
	
	 FORMCHECKBOX 

	Loss

	
	
	 FORMCHECKBOX 

	Irreparable damage

Describe:      

	
	
	 FORMCHECKBOX 

	Wear 

Describe:      

	
	
	 FORMCHECKBOX 

	Change in the member’s condition

Describe:      


	Section D- Medicare


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the intraocular lens or pseudophakos being implanted to replace the natural lens after cataract surgery?


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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