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Facet Joint Injections
	Pre-service Medical Review

For contracts that require authorization only (i.e. HMO and non-standard benefit plans), fax this completed Certificate of Medical Necessity form along with other required documentation including physician history and physical, physician progress notes 

with documentation of conservative treatment, treatment plan including narrative, 

radiology study reports, and physician operative report to: 
	
	Statewide fax number: 877-219-9448

	Post-service Medical Review or Appeals for all contracts
Mail this completed Certificate of Medical Necessity form along with other required documentation including physician history and physical, physician progress notes 

with documentation of conservative treatment, treatment plan including narrative, 

radiology study reports, and physician operative report to:
	
	Blue Cross and Blue Shield of Florida

P.O. Box 1798

Jacksonville, FL

32231-0014


	Section A


Physician Information

	Name:      
	BCBSF Number:      
	National Provider Identifier (NPI):      

	Street Address:      

	City:      
	County:      
	State:      
	ZIP:      

	Telephone Number:      
	Fax Number:      

	Contact Name:      


Facility Information

	Name:      
	BCBSF Number:      
	National Provider Identifier (NPI):      

	Street Address:      

	City:      
	County:      
	State:      
	ZIP:      

	Telephone Number:      
	Fax Number:      

	Contact Name:      


Member Information

	Last Name:      
	First Name:      

	Member/Contract Number (alpha and numeric):      
	Date of Birth:      
	Age:     
	Weight:      


Procedure Information

	Procedure Code:      

	Procedure Description:       
	Procedure Date:      

	ICD-9 Code:      

	Diagnosis Description:      


	Section B


	What spinal level(s) were injected?      

	This was:   FORMCHECKBOX 
 an initial injection.     FORMCHECKBOX 
 a subsequent injection.     If subsequent, enter which injection (second, third…)       

	List all dates of previous facet injections and patient’s level of pain relief from each injection:       

	Were any other injections performed on the same date?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No       If Yes, what type of injection? :       

	This was considered:   FORMCHECKBOX 
 diagnostic phase (complete sections C and D)    FORMCHECKBOX 
 therapeutic phase (complete sections C and E)    


	Section C


Complete ALL of the following questions.
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   
	Does the patient have a suspected organic problem?   

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    

	Does the patient have an acute situation such as acute disc herniation, herpes zoster and 

postherpetic neuralgia, reflex sympathetic dystrophy, or intractable pain secondary to carcinoma?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Has the patient demonstrated responsiveness to conservative  modalities of treatments?   

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Does the patient have pain and disability of moderate-to-severe degree?

Pain Scale Rating (0-10):       

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
	Does the patient have any contraindications such as severe spinal stenosis  resulting in 

intraspinal obstruction, infection or predominantly psychogenic pain?    

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
	Are facet joint injections a part of a comprehensive pain treatment plan?    

	No improvement in facet joint pain after 6 weeks OR continued worsening pain after 2 weeks with ALL the following therapy:

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Activity modification:

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Physical therapy, chiropractic therapy, or home exercise program:

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
NSAIDS >4 weeks (if not contraindicated):

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
No associated neurological deficit:

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
Pain is aggravated by hyperextension, rotation, or lateral bending of the spine:



	Section D


Complete for Diagnostic Phase (Suspected Facet Joint Pain).
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Facet joint pain is suspected (e.g., somatic, non-radicular neck pain, headache, or upper extremity pain OR somatic, non-radicular low back pain or lower extremity pain); AND

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	No prior spinal fusion surgery or other contraindication for needle placement and injection at suspect level.    

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Injections are to be given no sooner  than 1 week apart.   


	Section E


Complete for Therapeutic Phase (Known Facet Joint Pain).
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Facet joint pain has recurred.   

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Documented positive response to initial injection at each level injected.    

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	There was >50% pain reduction for 6 weeks following the previous injection.   


Comments: 

	     


My signature below certifies that the information submitted on this form is accurate and these services are medically necessary.
	Ordering Physician’s Signature:
	Date:      
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