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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 the criteria that meet the definition of medical necessity for rituximab (Rituxan®), visit http://www.cms.gov. Refer to Local Coverage Determination (LCD) rituximab (RITUXAN®) (L29271.)


	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 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?       

	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 
 
Non-Hodgkin’s Lymphoma (NHL)

Does the member have any of the following?

 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Previously untreated follicular, CD20-positive, B-cell NHL in combination with first line chemotherapy.
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Complete or partial response to rituximab in combination with chemotherapy.
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Complete or partial response to rituximab as a single-agent maintenance therapy.
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Relapsed or refractory, low-grade or follicular, CD20-positive, B-cell, NHL as a single agent.
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Previously untreated diffuse large B-cell, CD20-positive, NHL in combination with CHOP or other anthracycline-based chemotherapy regimens.
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Non-progressing (including stable disease), low-grade, CD20-positive, B-cell NHL, as a single agent after first-line treatment with CVP chemotherapy.


	 FORMCHECKBOX 
 
Rheumatoid Arthritis (RA)
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is rituximab being used in combination with methotrexate to reduce signs and symptoms?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is rituximab being used to slow the progression of structural damage in adult patients with moderately-to severely-active rheumatoid arthritis who have had an inadequate response to one or more TNF antagonist therapies?


	 FORMCHECKBOX 
 
Chronic Lymphocytic Leukemia (CLL)
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is rituximab being used in combination with fludarabine and cyclophosphamide (Fc)?
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is rituximab being used for the treatment of patients with previously untreated and previously treated CD20-positive CLL?


	 FORMCHECKBOX 
 
Wegener’s Granulomatosis and Microscopic Polyangiitis
 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No      

Is rituximab being used in combination with glucocorticoids, for the treatment of adult patients with Wegener’s Granulomatosis (WG) and Microscopic Polyangiitis (MPA)?


	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Has the member been diagnosed with an autoimmune hemolytic anemia condition that is refractory to conventional treatment and splenectomy?
Describe:       

	 FORMCHECKBOX 
 Yes     
	 FORMCHECKBOX 
 No      
	Is rituximab being considered for any of the following indications?

Check all that apply:

 FORMCHECKBOX 

Second-line or salvage therapy with or without radiation therapy (RT) prior to autologous stem cell rescue for progressive disease or for relapsed disease in patients initially treated with chemotherapy with or without RT in combination with bendamustine
 FORMCHECKBOX 

Low grade or follicular CD20-positive, B-cell non-Hodgkin’s lymphomas (re-induction treatment appropriate for responders and patients with stable disease)
 FORMCHECKBOX 

Intermediate and high grade NHL when used as a single agent, in combination with a CHOP (Cyclophosphamide, Doxorubicin, Vincristine, and Prednisone) chemotherapy regimen, or in combination with other agents active in the disease
 FORMCHECKBOX 

Immune or idiopathic thrombocytopenia purpura 

 FORMCHECKBOX 

Evans’ syndrome
 FORMCHECKBOX 

Waldenström’s Macroglobulinemia 

 FORMCHECKBOX 

For the treatment of refractory thrombotic thrombocytopenic purpura (TTP) for patients who do not respond to plasmapheresis 

 FORMCHECKBOX 

Autoimmune hemolytic anemia

 FORMCHECKBOX 

Steroid refractory chronic graft versus host disease



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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