
SECTION 1: CERTIFICATION DATE: INITIAL	 / / 	 REVISED  	 / 	 /

Patient Name
	 Printed or Typed

Address
	 Street

	
 City State	 ZIP Code	 County

Telephone (	 )	 -		  ID#
			 

Supplier Name	
	 Printed or Typed

Address
	 Street

	
 City State	 ZIP Code	 County

Telephone (	 )	 -		  NPI#

Physician Name
	 Printed or Typed

Address
	 Street

	
 City State	 ZIP Code	 County

Telephone (	 )	 -		  NPI#

PT DOB 	 /	 /  SEX 	 (M/F) 	 HEIGHT 		   WEIGHT  			

Hospital Bed

SECTION 2: MEDICAL NECESSITY INFORMATION (Physician if this section is blank please complete)

Estimated length of need (# of months):
		  1 through 99 (99 = lifetime)

Diagnosis codes (ICD-9): 	 -	 /

  - / 	 -	 /

  - / 	 -	 /

q YES 	 q NO 	� Does the patient require positioning of the body in ways not feasible with an ordinary bed due to a medical condition, 
which is expected to last at least one month?

q YES 	 q NO 	 Does the patient require, for the alleviation of pain, positioning of the body in ways not feasible with an ordinary bed?

q YES 	 q NO 	� Does the patient require the head of the bed to be elevated more than 30 degrees most of the time due to congestive heart 
failure, chronic pulmonary disease, or aspiration?

q YES 	 q NO 	 Does the patient require traction, which can only be attached to a hospital bed?

q YES 	 q NO 	� Does the patient require a bed height different than a fixed height hospital bed to permit transfers to chair, wheelchair or 
standing position?

q YES 	 q NO 	� Does the patient require frequent changes in body position and/or have an immediate need for a change in body position?

		  Please indicate time spent in bed during day (give time in approximate hours):	 . 

q YES 	 q NO	 Is patient bed confined?

q YES 	 q NO	 Is patient room confined?

q YES 	 q NO	 Is patient 1st floor confined?

SECTION 3: PHYSICIAN ATTESTATION AND SIGNATURE/DATE
I certify that I am the physician identified in Section A of this form. I certify that the medical necessity information is true, accurate and 
complete, to the best of my knowledge. (SIGNATURE AND DATE STAMPS ARE NOT ACCEPTABLE)

   	  	  Date 		  / 	 /

www.bcbsks.com

Certificate of Medical Necessity Form

*An Independent Licensee of the Blue Cross and Blue Shield Association.
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Physician’s Signature


	InitialMonth: 
	InitialYear: 
	InitialDay: 
	RevisedMonth: 
	RevisedYear: 
	RevisedDay: 
	PatientName: 
	PatientAddress: 
	PatientCity: 
	PatientSt: 
	PatientZip: 
	PatientCty: 
	PtntAC: 
	PtntPhone: 
	PtntPhone1: 
	PatientID: 
	SupplierName: 
	SupplierAddress: 
	SupplierCity: 
	SupplierST: 
	SupplierZIP: 
	SupplierCty: 
	SupAC: 
	SupPhone: 
	SupPhone1: 
	SupplierNPI: 
	PhysicianName: 
	PhysicianAddress: 
	PhysicianCity: 
	PhysST: 
	PhysicianZIP: 
	PhysCty: 
	PhysAC: 
	PhysPhone1: 
	PhyPhone2: 
	PhysicianNPI: 
	DOBMnth: 
	DOBDay: 
	DOBYr: 
	Sex: 
	Height: 
	Weight: 
	Time: 
	ICD1: 
	ICD2: 
	ICD3: 
	ICD4: 
	ICD5: 
	ICD6: 
	ICD9: 
	ICD7: 
	ICD8: 
	ICD10: 
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Text23: 
	Text24: 
	Text25: 


