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	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 the criteria that meet the definition of medical necessity for reduction mammoplasty, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 02-12000-11, Reduction Mammoplasty.


	Section C


	Height:        feet        inches
	Weight:        pounds
	Body Surface Area (BSA):        m²

	Estimated grams of breast tissue planned to be removed from each breast:        grams


	Section D


Answer ALL of the following questions and check any boxes that apply:
	Is reduction mammoplasty being performed:

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	to correct a deformity resulting from a previous cosmetic surgery or procedure?
If Yes, describe the procedure:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	using liposuction alone (instead of the standard surgical approach)?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	to alleviate symptoms caused by breast hypertrophy?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	to achieve symmetry on a diseased and contralateral breast  following a mastectomy?

	Does the member have a minimum six-week history of any of the following that are unresponsive to conservative therapy?

	 FORMCHECKBOX 

Back pain

 FORMCHECKBOX 

Headache

 FORMCHECKBOX 

Neck pain

 FORMCHECKBOX 

Intertrigo

 FORMCHECKBOX 

Shoulder pain

 FORMCHECKBOX 

Shoulder grooving from brassiere (bra) straps

 FORMCHECKBOX 

Paresthesias of hands or arms



	Which conservative therapies have been attempted?

	 FORMCHECKBOX 

Support bra

 FORMCHECKBOX 

Physical Therapy

 FORMCHECKBOX 

Wide bra straps

 FORMCHECKBOX 

Exercises

 FORMCHECKBOX 

Analgesia

 FORMCHECKBOX 

Heat treatment

 FORMCHECKBOX 

Non-steroidal anti-inflammatory drugs (NSAIDS)

 FORMCHECKBOX 

Cold treatment




	Section E – Medicare Only


Answer the following questions for Medicare Advantage Members only:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is there documentation that suggests a history of back and/or shoulder pain which adversely affects activities of daily living (ADLs) that is unrelieved by conservative analgesia (e.g., such as NSAID, compresses, massage, etc.), supportive measures (e.g., garments, back brace, etc.), physical therapy and/or correction of obesity?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is there documentation that suggests a history of significant arthritic changes in the cervical or upper thoracic spine, optimally managed with persistent symptoms and/or significant restriction of activity?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the member have signs and symptoms of ulnar paresthesias (e.g., evidenced by nerve conduction studies), cervicalgia, torticollis, and acquired kyphosis?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the member have signs and symptoms of intertriginous maceration or infection of the inframammary (e.g., hyperpigmentation, bleeding, chronic moisture, and evidence of skin breakdown), skin refractory to dermatologic measures?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the member have signs and symptoms of shoulder grooving with skin irritation (e.g., areas of excoriation and breakdown) by supporting garment?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the procedure being performed to achieve symmetry following removal and/or reconstruction of a breast due to malignancy?


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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