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	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 sacroiliac joint injections including the criteria that meet the definition of medical necessity, diagnostic and therapeutic phases of treatment, frequency limits, expected injection intervals, and program exceptions visit the Florida Blue Medical Coverage Guideline website at http://mcgs.bcbsfl.com. Refer to Medical Coverage Guideline 02-20000-21, Sacroiliac Joint Injections.


	Section C


Check ALL boxes that apply:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is there known or suspected sacroiliac joint pain, which has lasted for 3 months or more?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is there continued pain following a trial of the conservative treatments listed below?
 FORMCHECKBOX 
 
Activity modification
 FORMCHECKBOX 
 
Physical therapy, or chiropractic therapy or home exercise program
 FORMCHECKBOX 
 
NSAIDS (unless contraindicated)

If Yes, describe the duration and outcome of each trial of conservative treatment attempted:
     


	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Are the sacroiliac joint injections part of a comprehensive treatment plan?

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Will the sacroiliac joint injections be performed with   FORMCHECKBOX 
 Fluoroscopy or   FORMCHECKBOX 
 Arthrography?


	Section D – Diagnostic Phase Only


Check ALL boxes that apply:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this request for an initial sacroiliac joint diagnostic injection?      Injection date:      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this request for a second sacroiliac joint diagnostic injection?    Injection date:      


	Section E – Therapeutic Phase Only


Check ALL boxes that apply:
	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this request for a therapeutic sacroiliac joint injection?   

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	What was the percentage of pain relief after the injection?
How long did the injection provide pain relief?      

	 FORMCHECKBOX 
 Yes    
	 FORMCHECKBOX 
 No           
	Is this injection more than the third injection in six months?

If so, which number Injection?      
Document indications for additional injections:      


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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