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Certificate of Medical Necessity

Wheelchair and Wheelchair Options/Accessories

Manual or Motorized
Please fax completed CMN forms and other required documentation (i.e., PT/OT evaluation, physician’s order, letter of medical necessity from physician, other pertinent documentation) to the appropriate office:

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 – 
	Patient Name:
	     
	Provider/Supplier Name:
	     

	Patient Address:

City:

State:

Zip Code:
	     
     
Fl
     
	Provider/Supplier Address:

City:

State:

Zip Code:
	     
     
Fl
     

	Patient
	DOB:       Gender:      
Height:       Weight:    
	Provider/Supplier’s Phone:
	(###) ###-####


	Patient ID number
	     
	Provider/Supplier’s NPI No.
	     


	Physician’s Name
	     
	ICD-9 Codes
	     

	Physician’s NPI No.
	     
	
	

	Physician’s Address:

City:

State:

Zip Code:
	     
     
Fl
     
	Diagnosis Description:
	     

	
	
	
	

	Physician’s Telephone:
	(###) ###-####
	
	


SECTION B – MUST BE COMPLETED BY A PHYSICIAN, OCCUPATIONAL OR PHYSICAL THERAPIST SPECIALIZING IN REHABILITATION WHEELCHAIR SERVICES

	Please answer ALL of the following questions:
	Check Response

Yes or No

	1.  Appropriateness:
	

	A. Would the individual otherwise be confined to a bed or chair (i.e., the individual is considered confined to a bed or chair if, for example, he or she is unable to ambulate from bed to bathroom, bedroom to kitchen, or around the home)?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	B. Will the use of a motorized wheelchair significantly improve the patient’s ability to participate in mobility-related activities of daily living (MRADLs) within the home?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	C. Does the patient have a disease process or injury for which weight-bearing and /or ambulation is contraindicated?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	D. Does the patient have a disease process or injury that precludes use of the lower extremities?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	E. Can the patient ambulate?  If so, how far (measured in feet) can the patient ambulate?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Distance:     Feet

	F. Can the mobility limitation be resolved by the use of an appropriately fitted cane or walker?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	G. Upper and lower body strength:  Physical limitations should be quantitative and objective.  Example: grip strength.

Assign numbers1-5, with 1 being weakest, 5 being strongest.

Upper body:  Right   FORMCHECKBOX 
      (1-5)             Left    FORMCHECKBOX 
          (1-5)   
Lower body:  Right   FORMCHECKBOX 
      (1-5)             Left    FORMCHECKBOX 
          (1-5)   
	

	2.  Manual Wheelchair base and ALL Accessories:
	

	A. Is the patient able to adequately self-propel (without being pushed) in a standard weight manual wheelchair?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	B. If no, would the patient be able to adequately self-propel in the wheelchair that has been ordered?  Explain in detail.
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Explain:       

	3.  Motorized Wheelchair base and ALL Accessories:
	

	A. Does the patient have severe weakness of the upper extremities due to a neurologic, muscular or cardiopulmonary disease/condition?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	B. Is the patient unable to operate any type of manual wheelchair?  Explain.
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Explain:       

	C. Has the patient demonstrated ability to use a power wheelchair?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	4.  Wheelchair Accessories (provide additional rationale in Section C):
	

	A. Reclining Back:  Does the patient have quadriplegia, a fixed hip angle, a trunk cast or brace, excessive extensor tone of the trunk muscles or a need to rest in a recumbent position two or more times during the day?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	B. Seat and Back Cushions:  Does the patient require frequent, significant adjustment of their position in the wheelchair to prevent skin breakdown to include, past/present history of pressure ulcer on the area of contact with the seating surface, absent/impaired sensation in the area of contact with the seating surface or significant postural asymmetries due to one of the following diagnoses: spinal cord injury, other etiology of quadriplegia/paraplegia, hemiplegia/monoplegia of lower limb due to stroke or other etiology, cerebral palsy, multiple sclerosis, anterior horn cell disease including amyotrophic lateral sclerosis, post-polio paralysis, muscular dystrophy, traumatic brain injury, childhood cerebral degeneration or torsion dystonia?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	C. Elevating Legrest:  Does the patient have a cast, brace or musculoskeletal condition, which prevents 90 flexion of the knee, or does the patient have significant edema of the lower extremities that requires an elevating legrest, or is a reclining back ordered?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	D. Adjustable Height Armrest:  Does the patient have a need for arm height different than that available using non-adjustable arm and spends at least two hours per day in wheelchair?  Please give reason.
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Reason:       

	E. Safety belt/pelvic strap:  Does the patient have weak upper body muscles, upper body instability or muscle spasticity that requires use of this item for proper positioning?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	F. Reclining Back:  Is the patient at high risk of development of a pressure ulcer and is unable to perform a functional weight shift or utilizes intermittent catheterization for bladder management and is unable to independently transfer from the wheelchair to the bed?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	G. Arm Trough:  Does the patient have quadriplegia, hemiplegia or uncontrolled arm movements?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	H. Tilt or recline only or combination tilt and recline power seating system:  Is the patient at high risk for development of a pressure ulcer, spends at least two hours per day in wheelchair and is unable to perform a functional weight shift, utilizes intermittent catheterization for bladder management and is unable to independently transfer from the wheelchair to bed, or power seating system is needed to manage increased tone or spasticity?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	I. Headrest:  Does the patient require a manual tilt in space wheelchair, manual semi- or fully reclining back on a manual wheelchair, a manually fully reclining back on a power wheelchair or power tilt and/or recline power seating system?
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	5.  How many hours per day does the patient usually spend in the wheelchair?  (1 – 24, round up to the next hour)
	Hours Per Day:    

	6.  Does the patient have the physical and mental ability to operate the requested wheelchair?  If no, explain in detail.
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Explain:       

	7.  Will the wheelchair fit through the exterior and interior doors of the primary residence?

A. Provide measurements of the narrowest doorway of the primary residence.

B. If not, is the patient/member willing to make the necessary adjustments to the home before delivery of the wheelchair?

Provider’s/Supplier’s signature:  ______________________________________________________________
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Dimensions:

     
Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	8.  Does the patient currently have a wheelchair?

A. Date of Purchase and Condition of wheelchair:

B. Type of wheelchair to include make, model and manual or power wheelchair:

C. List repairs and modifications within the last 6 months:
	Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Date:       
Type:       
Repairs:       

	9.  Estimated Length of Need (# of Months):
	  

	10.  Power-Operated Vehicle (POV) (i.e., scooter):

Power-Operated Vehicles (POV) are covered in accordance with the subscriber certificate of coverage for durable medical equipment and may be excluded in some contracts.
	

	A. Complete questions 1A-G, 3B, 5, 6, and 7, 8A-C and 9.
	


Signatures shown below must be completed:

My signature below certifies that I am not an employee of or working under contract to the manufacturer or provider of the DME items recommended in my evaluation.  I further attest that I have not and will not receive remunerations of any kind from the manufacturer or provider for the equipment I have recommended above.

	Therapist Name/Title (Printed):
	     
	     

	Therapist Signature:
	______________________________________________________
	Date:       


My signature below certifies that I agree with the recommendations above, along with Sections C & D, and order the equipment shown on the provider’s itemized price list.

Ordering Physician’s Signature:  ______________________________________________________    Date:       
SECTION C – SECTION C MUST BE FILLED OUT COMPLETELY BY THE THERAPIST
Description of all items, accessories and options ordered; Include medical necessity for each item.

Additional information or justification for this request may be attached separately.

	
	Quantity
	Description
	Rationale for component/medical benefit

	1. 
	   
	     
	     

	2. 
	   
	     
	     

	3. 
	   
	     
	     

	4. 
	   
	     
	     

	5. 
	   
	     
	     

	6. 
	   
	     
	     

	7. 
	   
	     
	     

	8. 
	   
	     
	     

	9. 
	   
	     
	     

	10. 
	   
	     
	     

	11. 
	   
	     
	     

	12. 
	   
	     
	     

	13. 
	   
	     
	     

	14. 
	   
	     
	     

	15. 
	   
	     
	     


	16. 
	   
	     
	     

	17. 
	   
	     
	     

	18. 
	   
	     
	     

	19. 
	   
	     
	     

	20. 
	   
	     
	     

	21. 
	   
	     
	     

	22. 
	   
	     
	     

	23. 
	   
	     
	     

	24. 
	   
	     
	     

	25. 
	   
	     
	     

	26. 
	   
	     
	     

	27. 
	   
	     
	     

	28. 
	   
	     
	     

	29. 
	   
	     
	     

	30. 
	   
	     
	     


SECTION D – SECTION D MUST BE FILLED OUT COMPLETELY SUPPLIER (i.e., manufacturer or supplier)
Description of all items, accessories and options ordered; supplier’s charge for each modification requested.

Additional information or justification for this request may be attached separately.

	
	Quantity
	Manufacturer
	Model
	Part #
	Description
	HCPCS Code
	Billed MSRP

	1. 
	   
	     
	     
	     
	     
	     
	     

	2. 
	   
	     
	     
	     
	     
	     
	     

	3. 
	   
	     
	     
	     
	     
	     
	     

	4. 
	   
	     
	     
	     
	     
	     
	     

	5. 
	   
	     
	     
	     
	     
	     
	     

	6. 
	   
	     
	     
	     
	     
	     
	     

	7. 
	   
	     
	     
	     
	     
	     
	     

	8. 
	   
	     
	     
	     
	     
	     
	     

	9. 
	   
	     
	     
	     
	     
	     
	     

	10. 
	   
	     
	     
	     
	     
	     
	     

	11. 
	   
	     
	     
	     
	     
	     
	     

	12. 
	   
	     
	     
	     
	     
	     
	     

	13. 
	   
	     
	     
	     
	     
	     
	     

	14. 
	   
	     
	     
	     
	     
	     
	     

	15. 
	   
	     
	     
	     
	     
	     
	     

	16. 
	   
	     
	     
	     
	     
	     
	     

	17. 
	   
	     
	     
	     
	     
	     
	     

	18. 
	   
	     
	     
	     
	     
	     
	     

	19. 
	   
	     
	     
	     
	     
	     
	     

	20. 
	   
	     
	     
	     
	     
	     
	     

	21. 
	   
	     
	     
	     
	     
	     
	     

	22. 
	   
	     
	     
	     
	     
	     
	     

	23. 
	   
	     
	     
	     
	     
	     
	     

	24. 
	   
	     
	     
	     
	     
	     
	     

	25. 
	   
	     
	     
	     
	     
	     
	     

	26. 
	   
	     
	     
	     
	     
	     
	     

	27. 
	   
	     
	     
	     
	     
	     
	     

	28. 
	   
	     
	     
	     
	     
	     
	     

	29. 
	   
	     
	     
	     
	     
	     
	     

	30. 
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