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	For RX Fax: (904) 905-9849
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 rituximab (Rituxan®) 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-J0000-59, rituximab (Rituxan®.)


	Section C


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

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	 FORMCHECKBOX 
 N/A    
	Is patient 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      FORMCHECKBOX 
 Caremark       FORMCHECKBOX 
 Prime     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?       

	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


Check the box for the member’s condition and all boxes that apply and complete all entries that apply:
	 FORMCHECKBOX 
 
Rheumatoid Arthritis
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the rheumatoid arthritis classified as moderate-to-severely active?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is rituximab prescribed in combination with methotrexate? 

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Has the member had an inadequate response to one or more TNF antagonist therapies, 
(e.g., Remicade ®, Enbrel®, Humira ®, Orencia®, Simponi ®)?

Explain:      


	 FORMCHECKBOX 
 
Autoimmune blistering diseases 

(e.g., pemphigus vulgaris, pemphigus foliaceus, bullous pemphigoid, cicatricial pemphigoid, epidermolysis bullosa acquisita, 
and paraneoplastic pemphigus, other bullous autoimmune diseases)
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the condition refractory to corticosteroids?
Explain:      
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the condition refractory to oral immunosuppressants?
Identify immunosuppressant(s):      


	 FORMCHECKBOX 
 
Autoimmune hemolytic anemia
Warm Type

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the condition refractory to an adequate trial of corticosteroids?
Explain:      
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Has the member relapsed following splenectomy or is not a candidate for splenectomy?
Explain:      
Cold Type

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      



	 FORMCHECKBOX 
 
Graft versus host disease (GVHD)
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the therapy third line after failure of corticosteroids (e.g. methylprednisolone) and first line immunosuppressants (e.g., cyclosporine, tacrolimus, mycophenolate)?
Explain:      


	 FORMCHECKBOX 
 
Multicentric Castleman’s disease
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the condition associated with human herpesvirus 8 (HHV-8) infection in an HIV-infected member?
Explain:      
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the member starting Antiviral therapy or currently on antiviral therapy?
Explain:      


	 FORMCHECKBOX 
 
Neuromyelitis optica
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the condition refractory to an adequate trial of oral immunosuppressants?
Identify therapy and length of therapy:      


	 FORMCHECKBOX 
 
Renal transplant to prevent graft rejection in members with anti-donor antibodies (e.g., anti-HLA antibodies)

	 FORMCHECKBOX 
 
Systemic autoimmune diseases 

(e.g., Cryoglobulinemia, Primary Sjögren syndrome, Systemic Lupus erythematosus)
List the condition:      


	 FORMCHECKBOX 
 
Vasculitides 

(e.g., Wegener’s granulomatosis, Churg-Strauss syndrome, microscopic polyangiitis and pauci-immune glomerulonephritis) 

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is rituximab being used in combination with corticosteroids?


	 FORMCHECKBOX 
 
Thrombocytopenic purpura 
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Has the member demonstrated an insufficient response to corticosteroids, IVIG, splenectomy or is the member’s platelet count less than 30,000?
Explain:      



	Section E – Oncology Related


Check the box for the member’s condition and all boxes that apply:
	 FORMCHECKBOX 
 Acute lymphoblastic leukemia (ALL)
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is the diagnosis of ALL Philadelphia chromosome negative (Ph-)?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is rituximab being used as induction or consolidation therapy?


	 FORMCHECKBOX 
 
CNS cancers 

(e.g. Leptomeningeal metastases, Primary CNS Lymphoma)

Describe:      

	 FORMCHECKBOX 
 
Chronic lymphocytic Leukemia (CLL)/ Small Lymphocytic Lymphoma (SLL), (the member’s disease is CD20-positive)

	 FORMCHECKBOX 
 
Hodgkin’s lymphoma, (The member’s disease is CD20-positive)

Lymphocyte predominant Hodgkin Lymphoma

	 FORMCHECKBOX 
 
Non-Hodgkin’s lymphoma, (The member’s disease is CD20-positive)

(e.g. AIDS Related B-Cell Lymphoma, Burkitt Lymphoma, Chronic Lymphocytic Lymphoma/Small Lymphocytic Lymphoma (CLL/SLL), Diffuse Large B-Cell Lymphoma, Follicular Lymphoma, Gastric Malt Lymphoma, Lymphoblastic Lymphoma, Mantle Cell Lymphoma, Non-gastric MALT Lymphoma, Posttransplant Lymphoproliferative disorder, Primary Cutaneous B-Cell Lymphoma, Splenic Marginal Zone Lymphoma)

	 FORMCHECKBOX 
 
Waldenström’s macroglobulinemia/Lymphoplasmacytic lymphoma

	 FORMCHECKBOX 
 Post-transplant lymphoproliferative disease (PTLD)


 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is disease refractory to a reduction in immunosuppression?



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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