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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 sleep testing 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 01-95828-01, Sleep Testing.


	Section C


Check all boxes and complete all entries that apply:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this request for supervised polysomnography (sleep study) to be performed in an accredited sleep laboratory?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the member have symptoms of sleep related breathing disorders?
If Yes, check all that apply:

	
	
	 FORMCHECKBOX 
 
	Snoring

	
	
	 FORMCHECKBOX 
 
	Apneas

	
	
	 FORMCHECKBOX 
 
	Other   Describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this request for Polysomnography (PSG) Positive Airway Pressure (PAP) titration for member with sleep related breathing disorders?

	
	
	 FORMCHECKBOX 
 
	AHI greater than or equal to 15 events per hour.

	
	
	 FORMCHECKBOX 
 
	AHI greater than or equal to 5 OR less than or equal to 14 events per hour.


	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does member have documented symptoms suggestive of obstructive sleep apnea (OSA)?
If Yes, check all that apply:

	
	
	 FORMCHECKBOX 
 
	Excessive daytime sleepiness

	
	
	 FORMCHECKBOX 
 
	Impaired cognition

	
	
	 FORMCHECKBOX 
 
	Mood disorders

	
	
	 FORMCHECKBOX 
 
	Insomnia

	
	
	 FORMCHECKBOX 
 
	Hypertension

	
	
	 FORMCHECKBOX 
 
	Ischemic heart disease

	
	
	 FORMCHECKBOX 
 
	History of stroke

	
	
	 FORMCHECKBOX 
 
	Other   Describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for home sleep testing (Type II, III or IV measuring  three or more channels) as an alternative to in-lab PSG?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for portable sleep testing device that uses  three or more channels ?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for portable sleep testing device that uses  less than three or more channels?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for split-night in-laboratory polysomnography in which the initial diagnostic PSG followed by PAP titration?

If Yes, check all that apply:

	
	
	 FORMCHECKBOX 
 
	AHI of 40/hour or higher during the initial diagnostic portion of the split night study.

	
	
	 FORMCHECKBOX 
 
	AHI of 20-40/hour with symptoms indicative of OSA such as repetitive obstructions and significant oxygen desaturations.

	
	
	 FORMCHECKBOX 
 
	Other   Describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for repeat supervised PSG performed in a  sleep laboratory followed by PAP titration study?
If Yes, check all that apply:

	
	
	 FORMCHECKBOX 
 
	AHI of at least 15 per hour.

	
	
	 FORMCHECKBOX 
 
	AHI of at least 5 per hour in member with excessive daytime sleepiness or unexplained hypertension.

	
	
	 FORMCHECKBOX 
 
	Other   Describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for repeat supervised PSG performed in a  sleep laboratory followed by PAP titration study?
If  request is for repeat Multiple Sleep Latency Testing (MSLT), check all boxes that apply:

	
	
	 FORMCHECKBOX 
 
	Initial test is affected by extraneous circumstances or when appropriate study conditions were not present during initial testing.

	
	
	 FORMCHECKBOX 
 
	Ambiguous or uninterpretable findings are present.

	
	
	 FORMCHECKBOX 
 
	Member is suspected to have narcolepsy but earlier MSLT evaluation (s) did not provide polygraphic confirmation.

	
	
	 FORMCHECKBOX 
 
	Other   Describe:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for repeat  maintenance of wakefulness test performed in a sleep laboratory for member with excessive sleepiness to assess response to treatment?  

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for overnight oximetry?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for attended or unattended non-laboratory-based sleep testing for member age 17 years or less?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for single NAP study?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for PAP NAP study?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Has  the member had any other sleep testing conducted in the past 12 months?     

	
	
	If yes, indicate date(s) of previous  test(s):      

	
	
	Indicate reason for the additional test:      


	Section D – Medicare Members 


	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for Type I PSG to aid the diagnosis of OSA in beneficiaries who have clinical signs and symptoms indicative of OSA and attended in a sleep lab facility?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for Type II or III sleep testing when used to aid the diagnosis of OSA in beneficiaries who have clinical signs and symptoms indicative of OSA and performed unattended in or out of a sleep lab facility or attended in a sleep lab facility?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request for Type IV sleep testing measuring 3 or more channels, one of which is airflow to aid in the diagnosis of OSA in beneficiaries with sign and symptoms indicative of OSA if performed unattended in or out of a sleep lab facility or attended in a sleep lab facility?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is request  for a sleep testing device measuring three or more channels that include actigraphy, oximetry, and  peripheral arterial tone to aid the diagnosis of OSA in beneficiaries who have signs and symptoms indicative of OSA if performed unattended in or out of a sleep lab facility  or attended in a sleep lab facility?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Other   Describe:      


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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