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Reduction Mammoplasty
	Fax this completed Certificate of Medical Necessity form along with other required documentation including: symptoms and duration, patient’s height and weight, statement of anticipated amount of breast tissue to be removed per breast based upon body surface area in meters squared, documentation of conservative therapy and response (e.g., support bra, wide bra straps, analgesia, non-steroidal anti-inflammatory drugs (NSAID), physical therapy, exercises, heat treatment, cold treatment).
	
	Statewide Fax Number: 813-806-1233


	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:      


Procedure Information

	Procedure Code(s):      
	Procedure Description:      

	Diagnosis code(s):      
	Diagnosis Description:       


	Section B


	Height:        feet        inches
	Weight:        pounds
	Body Surface Area (BSA):        m²

	Estimated grams of breast tissue planned to be removed from each breast:        grams


	Section C


Please answer ALL of the following questions:

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
	Is Reduction Mammoplasty being performed to correct a deformity resulting from a previous cosmetic surgery or procedure?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
	Is Reduction Mammoplasty being performed using liposuction alone (instead of the standard surgical approach)?

	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No      
	Is Reduction Mammoplasty being performed to alleviate symptoms caused by breast hypertrophy?


	

	Does the patient have a minimum 6-week history of at least two of the following that are unresponsive to conservative therapy:
 FORMCHECKBOX 

Back pain
 FORMCHECKBOX 

Neck pain

 FORMCHECKBOX 

Shoulder pain

 FORMCHECKBOX 

Paresthesias of hands or arms

 FORMCHECKBOX 

Headache

 FORMCHECKBOX 

Intertrigo

 FORMCHECKBOX 

Shoulder grooving from brassiere (bra) straps



	Which conservative therapy has been attempted:
 FORMCHECKBOX 

Support bra

 FORMCHECKBOX 

Wide bra straps

 FORMCHECKBOX 

Analgesia

 FORMCHECKBOX 

Non-steroidal anti-inflammatory drugs (NSAIDS)

Physical therapy

 FORMCHECKBOX 

Exercises

 FORMCHECKBOX 

Heat treatment

 FORMCHECKBOX 

Cold treatment




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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