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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 Wireless Capsule Endoscopy 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 01-91000-05, Wireless Capsule Endoscopy. For Medicare members visit the cms.gov website and refere to Local Coverage Determination (L29310).


	Section C


Check all boxes that apply:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is wireless capsule endoscopy being performed for any of the following indications? 
Check all that apply:

	
	
	 FORMCHECKBOX 

	Evaluation of other gastrointestinal diseases not presenting with gastrointestinal bleeding including, but not limited to, celiac sprue, irritable bowel syndrome and small bowel neoplasm.

	
	
	 FORMCHECKBOX 

	Initial evaluation of members with acute upper gastrointestinal (GI) bleeding.

	
	
	 FORMCHECKBOX 

	Evaluation of the colon including, but not limited to, detection of colonic polyps or colon cancer.

	
	
	 FORMCHECKBOX 

	Evaluation of the esophagus in patients with gastroesophageal reflux (GERD) or other esophageal pathologies.

	
	
	 FORMCHECKBOX 

	Evaluation of the extent of involvement of established Crohn’s disease or ulcerative colitis. 

	
	
	 FORMCHECKBOX 

	Suspected small bowel tumor.

	
	
	 FORMCHECKBOX 

	Initial diagnosis in members with suspected Crohn’s disease without evidence of disease on conventional diagnosis test such as small-bowel follow-through (SMFT) and upper and lower endoscopy.

	
	
	 FORMCHECKBOX 

	Obscure gastrointestinal bleeding suspected of being of small bowel origin as evidenced by prior inconclusive upper and lower gastrointestinal endoscopic studies performed during the current episode of illness.

	
	
	 FORMCHECKBOX 

	Surveillance of the small bowel in patients with hereditary GI polyposis syndromes including familial adenomatous polyposis and Peutz-Jeghers syndrome.

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the request for  the  Given® AGILE Patency System?


	Section D – Medicare Members 


Answer the following questions and check all boxes that apply:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the wireless capsule endoscopy  being performed to evaluate documented continuous blood loss and anemia secondary to obscure bleeding of the small bowel?

	
	
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	If Yes, has a conventional colonoscopy and endoscopy been performed? 

	
	
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Has the site of bleeding been identified?

	
	
	
	
	If No, explain:      

	
	
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Have radiographic exams of the small bowel revealed  a source of bleeding?

	
	
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Has intraoperative enteroscopy been considered?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the initial diagnosis suspected Crohn’s disease?

	
	
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	If Yes, is there evidence of Crohn’s disease by conventional diagnostic tests such as small bowel follow-through and upper and lower endoscopies?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Has the member been diagnosed with portal hypertension and requires immediate evaluation of esophageal varices?  

	
	
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	If yes, is the esophageal capsule endoscopy performed in lieu of conventional endoscopy because the provider who would perform the endoscopy has determined that the patient’s current medical condition prohibits a conventional endoscopy?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this requested for the confirmation of lesions of pathology normally within the reach of upper and lower endoscopes (proximal to the ligament of Treitz, or distal to the ileum)?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this requested for colorectal cancer screening?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the member have a confirmed an intestinal blockage, a significantly narrow small bowel, or an abnormal connection between the bowel and another organ, evidenced by radiological exam?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is the test using an FDA approved device?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Does the patient have a cardiac pacemaker, or other implanted electromagnetic device?


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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