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	Section A


	Physician Information/
Requesting Provider
	Name:      
	BCBSF No:      
	National Provider Identifier (NPI):      

	
	Contact Name:      
	Phone:      


	Supplier Information
	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 more information on positive airway pressure devices including criteria that meet the definition of medical necessity, appropriate sleep studies and PAP accessories, visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 09-E0000-21, Positive Airway Pressure Devices. 
For Medicare Advantage members with a diagnosis of OSA,  refer to the National Coverage Determination (NCD) for Continuous Positive Airway Pressure (CPAP) Therapy for Obstructive Sleep Apnea (OSA) (240.4.)


	Section C – Initial Request for CPAP including C-Flex, CPAP with ERP, and APAP (First 3 months of therapy)


	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the diagnosis based on a sleep study test (Type I, II, or Ill study) polysomnogram performed in 
a facility-based laboratory (Type I study) or a home sleep test (HST) (Type II or Ill study)?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Does the sleep study test report confirm a diagnosis of symptomatic or asymptomatic OSA 
and include an AHI and/or RDI as follows?

Check all that apply:

	Adult:
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	AHI or RDI of 5 or more but less than 15 in adult members with symptomatic OSA (excessive daytime sleepiness, impaired 

cognitive ability, mood disorders, insomnia, hypertension, ischemic heart disease, or stroke) 

	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	AHI or RDI of 15 or more in adult members with asymptomatic OSA. (CPAP is contraindicated in asymptomatic members without cardiovascular disease who demonstrate mild OSA on diagnostic NPSG)

	Pediatric:
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	AHI of at least 5 per hour, AHI or RDI of at least 1.5 per hour in a pediatric member with excessive daytime sleepiness, behavioral problems, or hyperactivity.

	AHI Score: 
	     


	Section D – Requalification of PAP Device during initial 3 Months*


	* A member who fails (including member non-adherence ) the initial 3-month PAP trial is eligible to re-qualify for a PAP device.

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Does the medical record include documentation of face-to-face clinical re-evaluation by the treating physician to determine the etiology of the failure to respond to PAP therapy?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Does the medical record include a repeat sleep test report (a facility-based setting orType 1 study)?


	Section E –Bi-level Positive Airway Pressure (including Bi-Flex)


	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Has the member attempted and failed a trial of CPAP (e.g., unable to tolerate pressures, claustrophobic, continued symptoms)?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the requested device a Bi-level therapy S/T to be used as a life-support ventilator?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the requested Bi-level therapy device equipped with a backup feature to be used for the treatment of obstructive sleep apnea?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the requested device Nasal Expiratory Positive Airway Pressure (EPAP) devices (e.g., Provent® Professional Sleep Apnea Therapy)?


Check the box that applies to the member’s condition and ALL appropriate boxes within that area:

	 FORMCHECKBOX 
  Restrictive Thoracic Disorders (progressive neuromuscular diseases or severe thoracic cage  abnormalities
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does the member’s medical record support a progressive neuromuscular disease (e.g., amyotrophic lateral sclerosis) or a severe thoracic cage abnormality (e.g., post-thoracoplasty for TB)?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is there documentation that chronic obstructive pulmonary disease does not contribute significantly to the member’s pulmonary limitation?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is the member’s arterial blood gas PaCO2, done while awake and breathing the member’s usual FIO2, greater than or equal to 45 mm Hg?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does sleep oximetry demonstrate oxygen saturation less than or equal to 88% for at least five continuous minutes, done while breathing the member’s usual FIO2?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
For a progressive neuromuscular disease (only), is maximal inspiratory pressure less than 60cm H20 or forced vital capacity (FVC)  less than 50% predicted?


	 FORMCHECKBOX 
 Severe Chronic Obstructive Pulmonary Disease (COPD)
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Is the arterial blood gas PaCO2 greater than or equal to 52 mm Hg while the member is awake and breathing usual FIO2?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Does sleep oximetry indicate an oxygen saturation of less than 89% for at least five continuous minutes while the member is breathing oxygen at 2 LPM or at the member’s usual FIO2?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Prior to initiating therapy, has Obstructive Sleep Apnea (OSA) and treatment with a continuous positive airway pressure device (CPAP) been considered and ruled out?


	 FORMCHECKBOX 
 Central Sleep Apnea (CSA) or Treatment-Emergent Central Sleep Apnea 
Prior to initiating therapy, a complete facility-based attended polysomnogram must be performed.
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has the member been diagnosed with Central Sleep Apnea (CSA) or treatment-emergent central sleep apnea ?
Does the member have:

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
an apnea-hypopnea index (AHI) greater than or equal to 5?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
central apneas or hypopneas greater than 50% of the total apneas/hypopneas?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
central apneas or hypopneas greater than or equal to 5 times per hour?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
symptoms of either excessive sleepiness or disrupted sleep.

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has CPAP been ruled out as an effective therapy if either CSA or OSA is a component of the initially observed sleep-associated hypoventilation?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Do the documented findings indicate evidence of significant improvement of the sleep-associated hypoventilation with the use of a bi-level therapy  or APAP on the settings that will be prescribed for initial use at home while breathing the member’s usual FIO2?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has a CPAP device been tried and found ineffective during the initial 3-month home trial resulting in a request forbi-level therapy or APAP as a substitution?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has a CPAP device been used for more than 3 months resulting in a request for bi-level therapy or APAP as a substitution?
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has a new face to face clinical evaluation been performed?



	Section F – Continued Coverage for CPAP including C-Flex, CPAP with ERP


	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Has the member completed the first three months of therapy?Date therapy was initiated:      

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is theredocumented objective evidence that the member is adhering to PAP therapy? 

Objective evidence of adherence to use of the PAP device is defined as: Use of PAP ≥4 hours per night on 70% of nights during a consecutive thirty (30) day period anytime during the first three (3) months of initial usage.


	Section G – Substitution of Bi-level Therapy 


	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Did the member fail the initial 3-month CPAP trial? Date therapy was initiated:      

	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Is this a request to switch from CPAP or APAP to bi-level therapy due to the CPAP device being ineffective?

	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Does the medical record include documentation of face-to-face clinical re-evaluation by the treating physician to determine the etiology of the failure to respond to PAP therapy?

	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Does the medical record include a repeat sleep test report (a facility-based setting or Type 1 study)?


	Section H – Medicare CPAP (including C-Flex, CPAP with ERP)


If this is an initial request for CPAP for a Medicare Advantage member, answer ALL of the following questions:
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Has the provider educated the member in the proper use of the CPAP device prior to use?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Did the diagnosis of OSA include a clinical evaluation and have a positive result for any of the following?

	
	 FORMCHECKBOX 

	attended PSG performed in a sleep laboratory

	
	 FORMCHECKBOX 

	unattended HST with a Type II home sleep monitoring device

	
	 FORMCHECKBOX 

	unattended HST with a Type III home sleep monitoring device 

	
	 FORMCHECKBOX 

	unattended HST with a Type IV home sleep monitoring device that measures at least 3 channels

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Was the sleep test previously ordered by the member’s treating physician and furnished under appropriate physician supervision?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the AHI or RDI greater than or equal to 15 events per hour?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is the AHI or RDI greater than or equal to 5 events and less than or equal to 14 events per hour with documented symptoms of excessive daytime sleepiness, impaired cognition, mood disorders or insomnia, or documented hypertension, ischemic heart disease, or history of stroke?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Is this request for a member with clinically identified risk factors for OSA, enrolled in a clinical study to address how the diagnostic accuracy of a clinical trial of CPAP compares with PSG and Type II, III & IV HST in identifying subjects with OSA who will respond to CPAP?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No 
	Is this request for a member with clinically identified risk factors for OSA who has not undergone confirmatory testing with PSG or Type II, III & IV HST and enrolled in a clinical study to address if CPAP cause clinically meaningful harm?


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:      


 to:
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