
	Certificate of Medical Necessity:

Scanning Computerized Ophthalmic 
Diagnostic Imaging (SCODI)
	[image: image1.jpg]Florida Blue

An Independent Licensee of the
Blue Cross and Blue Shield Association





	


	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 scanning computerized diagnostic ophthalmic imaging, 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 01-92000-17, Scanning Computerized Diagnostic Opthalmic Imaging (SCODI).


	Section C


Check all boxes in the area that apply:
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for anterior segment scanning computerized diagnostic ophthalmic imaging (SCODI)?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for posterior segment SCODI to screen for glaucoma OR to confirm a diagnosis of glaucoma?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for posterior segment SCODI to evaluate the optic nerve in an individual with advanced glaucoma when visual field testing cannot initially be performed?
If Yes, check the box that applies:

	
	
	 FORMCHECKBOX 

	Absolute visual field defects to within 10 degrees of fixation

	
	
	 FORMCHECKBOX 

	Diffuse enlargement of optic nerve cup, with cup to disc ratio more than 0.8

	
	
	 FORMCHECKBOX 

	Loss of central visual acuity, with temporal island remaining

	
	
	 FORMCHECKBOX 

	Severe generalized constriction of isopters (e.g., Goldmann I4e, less than 10 degrees of fixation)

	
	
	 FORMCHECKBOX 

	Severe generalized reduction of retinal sensitivity

	
	
	 FORMCHECKBOX 

	Wipe-out of all or a portion of the neural retinal rim


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for posterior segment SCODI to evaluate the optic nerve in an individual with mild or moderate glaucoma, or glaucoma suspect?

If Yes, please check box that applies:

	
	
	 FORMCHECKBOX 

	Asymmetrical appearance of the optic disc or rim between fellow eyes to suggest loss of neural tissue

	
	
	 FORMCHECKBOX 

	Definite focal notch with thinning of the neural rim

	
	
	 FORMCHECKBOX 

	Definite glaucomatous visual field defect (e.g., arcuate defect, nasal step, paracentral scotoma, or general depression)

	
	
	 FORMCHECKBOX 

	Diffuse or focal narrowing or notching of disc rim, especially at the inferior or superior poles

	
	
	 FORMCHECKBOX 

	Diffuse or localized abnormalities of the retinal layer, especially at the inferior or superior poles

	
	
	 FORMCHECKBOX 

	Enlarged optic cup with neural rim remaining but sloped or pale, cup to disc ratio greater than 0.5 but less than 0.8

	
	
	 FORMCHECKBOX 

	Intraocular pressure equal to or more than 22 mm Hg as measured by applanation

	
	
	 FORMCHECKBOX 

	Mild constriction of visual field isopters

	
	
	 FORMCHECKBOX 

	Nasal step peripheral to 20 degrees or small paracentral or arcuate scotoma

	
	
	 FORMCHECKBOX 

	Optic disc hemorrhage or history of optic disc hemorrhage

	
	
	 FORMCHECKBOX 

	Symmetric or vertically elongated cup enlargement, neural rim intact, cup/disc ratio more than 0.4

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for posterior segment SCODI to evaluate the optic nerve AND/OR retina in an individual with a macular or retinal disorder?


	Section D – Medicare Members


Check all boxes in the area that apply: 
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for a member presenting with mild glaucomatous damage or suspect glaucoma?

If Yes, check the box that applies:

	
	
	 FORMCHECKBOX 

	Asymmetrical appearance of the optic disc or rim between fellow eyes that suggests loss of neural tissue

	
	
	 FORMCHECKBOX 

	Diffuse or focal narrowing or notching of disc rim, especially at inferior or superior poles

	
	
	 FORMCHECKBOX 

	Diffuse or localized abnormalities of the retinal nerve fiber layer, especially at the inferior or superior poles

	
	
	 FORMCHECKBOX 

	Intraocular pressure 22 mm Hg as measured by applanation

	
	
	 FORMCHECKBOX 

	Mild constriction of visual field isopters

	
	
	 FORMCHECKBOX 

	Nasal step peripheral to 20 degrees or small paracentral or arcuate scotoma

	
	
	 FORMCHECKBOX 

	Nerve fiber layer disc hemorrhage

	
	
	 FORMCHECKBOX 

	Symmetric or vertically elongated cup enlargement, neural rim intact, cup/disc ratio greater than 0.4

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for a member presenting with mild glaucomatous damage or suspect glaucoma?

If Yes, check the box that applies:

	
	
	 FORMCHECKBOX 

	Definite focal notch with thinning of the neural rim

	
	
	 FORMCHECKBOX 

	Definite glaucomatous visual field defect (e.g., arcuate defect, nasal step, paracentral scotoma, or general depression)

	
	
	 FORMCHECKBOX 

	Enlarged optic cup with neural rim remaining but sloped or pale, cup to disc ratio greater than 0.5 but less than 0.8


	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for a member presenting with mild glaucomatous damage or suspect glaucoma?

If Yes, check the box that applies:

	
	
	 FORMCHECKBOX 

	Absolute visual field defects to within 10 degrees of fixation

	
	
	 FORMCHECKBOX 

	Diffuse enlargement of optic nerve cup, with cup to disc ratio greater than 0.8

	
	
	 FORMCHECKBOX 

	Loss of central visual acuity, with temporal island remaining

	
	
	 FORMCHECKBOX 

	Severe generalized constriction of isopters (i.e., Goldmann I4e, less than 10 degrees of fixation)

	
	
	 FORMCHECKBOX 

	Severe generalized reduction of retinal sensitivity

	
	
	 FORMCHECKBOX 

	Wipe-out of all or a portion of the neural retinal rim

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request to provide additional confirmatory information regarding a diagnosis which has already been determined?

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	Is the request for anterior segment SCODI for evaluation of specified forms of glaucoma and disorders of the cornea, iris, or ciliary body?



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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