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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 sacral nerve neuromodulation stimulation, 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 02-61000-23, Sacral Nerve Neuromodulator Stimulation. For detailed information on Medicare criteria, visit http://www.cms.gov for National Coverage Determination 230.18, Sacral Nerve Stimulation for Urinary Incontinence; Local Coverage Determination 29273, Sacral NeuroModulation.


	Section C   


Check all boxes and complete all entries that apply:
	Temporary Sacral Nerve Neuromodulation Stimulation  

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this a request for a sacral nerve neuromodulator with percutaneous nerve stimulation? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this a request for a sacral nerve neuromodulator with a temporary implanted lead?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this a request for a sacral nerve neuromodulator for the treatment of urge incontinence?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this a request for a sacral nerve neuromodulator for the treatment of urgency-frequency syndrome?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this a request for a sacral nerve neuromodulator for the treatment of non-obstructive urinary retention? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member's incontinence related to a  non-neurologic condition?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this a request for a sacral nerve neurodulator for the treatment of overactive bladder?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member an appropriate surgical candidate?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there documentation of failed of bladder training?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there documentation of failed prompted voiding?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there documentation of failed muscle exercise training? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there documentation of failed pharmacologic treatment?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this request for chronic fecal incontinence?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there documentation of conservative treatment therapy equal to (=) or greater than (>) 12 months?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 N/A
	Is the member unresponsive to dietary modification for the treatment of fecal incontinence? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 N/A
	Is the member unresponsive to addition of bulking for the treatment of fecal incontinence?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 N/A
	Is the member unresponsive to Pharmacologic treatment of fecal incontinence?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 N/A
	Is the member unresponsive to any other conservative measures for the treatment of fecal incontinence? 
If yes, specify:      

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member's condition related to an anorectal malformation (e.g. congenital anorectal malformation; defects of the external anal sphincter over 60 degrees; visible sequelae of pelvic radiation; active anal abscesses and fistulae) or chronic inflammatory bowel disease?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Has the member had rectal surgery in the previous 12 months, or in the case of cancer, has the member had rectal surgery in the past 24 months? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member's incontinence related to a neurologic condition (e.g. detrusor hyperreflexia multiple sclerosis, spinal cord injury, or other types of chronic voiding dysfunction)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member an appropriate surgical candidate?


	Permanent Sacral Nerve Neuromodulation Stimulation  

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this request for a permanent implantation of a sacral nerve neuromodulator device?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there documentation of a trial stimulation period that demonstrates improvement in the member's symptoms over a period of at least 48 hours ?
What is the percentage of improvement? 


	Section D - Medicare Members


 Check all boxes and complete all entries that apply:
	Temporary Sacral Nerve Neuromodulation Stimulation  

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member refractory to conventional therapy? 

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member an appropriate surgical candidate (including candidate for anesthesia)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	For the treatment of fecal incontinence, did the member have a 2-3 week test stimulation trial?


	Permanent Sacral Nerve Neuromodulation Stimulation  

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is this a request for a permanent implantation of a sacral nerve neuromodulator device?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is there documentation of a trial stimulation period that demonstrates Fifty (50) percent or greater improvement in the member's symptoms?  

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the member able to demonstrate the ability to record voiding diary or fecal incontinence data so the clinical results of the implant procedure can be properly evaluated?


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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