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REVIEW REQUEST FOR

Surgery for Clinically Severe Obesity
Provider Data Collection Tool Based on Medical Policy SURG.00024

	Policy Last Review Date:  11/17/11
	Policy Effective Date: 01/1/12
	Provider Tool Effective Date:  08/22/11


	Individual’s Name:     
	Date of Birth:     

	Insurance Identification Number:     
	Individual’s Phone Number:      

	Ordering Provider Name & Specialty:     
	Provider ID Number:      

	Office Address:      

	Office Phone Number:     
	Office Fax Number:      

	Rendering Provider Name & Specialty:     
	Provider ID Number:      

	Office Address:      

	Office Phone Number:     
	Office Fax Number:      

	Facility Name:     
	Facility ID Number:      

	Facility Address:      

	Date/Date Range of Service:     
	Place of Service:   FORMCHECKBOX 
Home    FORMCHECKBOX 
 Inpatient  

   FORMCHECKBOX 
Outpatient       FORMCHECKBOX 
 Other:      

 FORMTEXT 
     

 FORMTEXT 
     

	Service Requested (CPT if known):     
	

	Diagnosis (ICD-9) if known):     
	


Please check all that apply to the individual:
The request is for: 

 FORMCHECKBOX 
 Gastric bypass with a Roux-en-Y procedure up to 150 cm 

 FORMCHECKBOX 
  Laparoscopic adjustable gastric banding (e.g. Lap-Band System® or REALIZE™ Adjustable Gastric Band)

 FORMCHECKBOX 
  Vertical banded gastroplasty 

 FORMCHECKBOX 
  Biliopancreatic bypass with duodenal switch 

 FORMCHECKBOX 
  Sleeve gastrectomy (open or laparoscopic)

 FORMCHECKBOX 
  Revision of a gastric restrictive procedure 

 FORMCHECKBOX 
  Gastric bypass using a Billroth II type of anastomosis, also known as a “mini gastric bypass”  

 FORMCHECKBOX 
  Malabsorptive procedures including, but not limited to, jejunoileal bypass, biliopancreatic bypass 

      without duodenal switch, or very long limb (>150 cm) gastric bypass (other than biliopancreatic  

       bypass with duodenal switch) 

 FORMCHECKBOX 
  Other surgical gastric bypass/restrictive procedures not listed above including, but not limited to, 

      minimally invasive endoluminal gastric restrictive surgical techniques, such as the EndoGastric  

      StomaphyXTM endoluminal fastener and delivery system. 

 FORMCHECKBOX 
  Other:     
The individual has the following condition(s):  
Individual’s height, weight and BMI fields must be provided for all requests:

Individual’s Height:      

 FORMTEXT 
         FORMCHECKBOX 
in   FORMCHECKBOX 
 cm     Individual’s Weight:      

 FORMTEXT 
        FORMCHECKBOX 
lbs   FORMCHECKBOX 
kg     

Individual’s BMI:      

 FORMTEXT 
     
 FORMCHECKBOX 
  Individual is 18 years of age or older

 FORMCHECKBOX 
  BMI of 40 or greater. 

 FORMCHECKBOX 
  BMI of 35 or greater with obesity-related co-morbid condition: (check all that apply)
 FORMCHECKBOX 
  Life-threatening cardio-pulmonary problems (check all that apply)
        FORMCHECKBOX 
  Severe obstructive sleep apnea

 FORMCHECKBOX 
  Obesity related cardiomyopathy

        FORMCHECKBOX 
  Pickwickian syndrome

 FORMCHECKBOX 
  Other:         
 FORMCHECKBOX 
  Diabetes mellitus

 FORMCHECKBOX 
  Cardiovascular disease

 FORMCHECKBOX 
  Hypertension

 FORMCHECKBOX 
  Other:        
 FORMCHECKBOX 
 BMI less than 35

 FORMCHECKBOX 
 Other:      

 FORMTEXT 
     

 FORMTEXT 
     
Please check which of the following have occurred prior to a decision to proceed with surgical intervention:
 FORMCHECKBOX 
   Individual has actively participated in non-surgical methods of weight reduction and the efforts 

 have been fully appraised by the physician requesting authorization for the surgery (please list methods and dates of participation[start/ end dates  ):           

             

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
          

 FORMTEXT 

     

 FORMTEXT 

     

            

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
     

 FORMTEXT 

     

 FORMTEXT 
       
 The physician requesting authorization for the surgery has confirmed the:

 FORMCHECKBOX 
   Individual’s psychiatric profile is such that the member is able to understand, tolerate and comply with all phases of care and is committed to long-term follow-up requirements 

 FORMCHECKBOX 
  Individual’s post-operative expectations have been addressed 

 FORMCHECKBOX 
  Individual has undergone a preoperative medical consultation and is felt to be an acceptable surgical candidate

 FORMCHECKBOX 
  Individual has undergone a preoperative mental health assessment and is felt to be an acceptable candidate

 FORMCHECKBOX 
  Individual has received a thorough explanation of the risks, benefits and uncertainties of the procedure

 FORMCHECKBOX 
  Individual’s treatment plan includes pre- and post-operative dietary evaluations and nutritional counseling

 FORMCHECKBOX 
  Individual’s treatment plan includes counseling regarding exercise, psychological issues and the availability of supportive resources when needed

 FORMCHECKBOX 
  Request is for repeat surgical procedure for revision or conversion to another surgical procedure for inadequate weight loss (please check applicable individual conditions above and below).

 FORMCHECKBOX 
 There is documentation of individual’s compliance with the previously prescribed postoperative dietary and exercise program
 FORMCHECKBOX 
 2 years following the original surgery, weight loss* is less than 50% of pre-operative excess body weight and weight remains at least 30% over ideal body weight (taken from standard tables for adult weight ranges based on height, body frame, gender and age).

Date of original surgery:      

 FORMTEXT 
     
Height:      

 FORMTEXT 
     
Weight prior to original surgery:      

 FORMTEXT 
     
Current weight:      

 FORMTEXT 
     
 FORMCHECKBOX 
  Other:     
Repair or Repeat Procedure:
 FORMCHECKBOX 
  Request is for surgical repair and there is documentation of a surgical complication related to the original procedure (Please complete below): 

        FORMCHECKBOX 
  Fistula



 FORMCHECKBOX 
  Obstruction

        FORMCHECKBOX 
  Erosion



 FORMCHECKBOX 
  Disruption/leakage of suture/staple line

        FORMCHECKBOX 
  Band herniation


 FORMCHECKBOX 
  Pouch enlargement due to vomiting

        FORMCHECKBOX 
  Stretching of the stomach pouch due to individual’s overeating 
 FORMCHECKBOX 
  Other:     
For Indiana members please complete the following: 

 FORMCHECKBOX 
     The individual’s obesity has persisted for at least 5 years

 FORMCHECKBOX 
     Individual has tried physician supervised non-surgical treatment for at least 6 consecutive months

 FORMCHECKBOX 
     Individual is 21 years of age or older
This request is being submitted:  

 FORMCHECKBOX 
  Pre-Claim

 FORMCHECKBOX 
  Post–Claim.  If checked, please attach the claim or indicate the claim number      

 FORMTEXT 
     

 FORMTEXT 
     
I attest the information provided is true and accurate to the best of my knowledge. I understand that the health plan or its designees may perform a routine audit and request the medical documentation to verify the accuracy of the information reported on this form.

 _____________________________________________________________
               
      

 FORMTEXT 
     

 FORMTEXT 
     
Name and Title of Provider or Provider Representative Completing Form and Attestation  (Please Print)*         Date

*The attestation fields must be completed by a provider or provider representative in order for the tool to be accepted

Anthem Blue Cross is the trade name of Blue Cross of California.  Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company are independent licensees of the Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc.  The Blue Cross name and symbol are registered marks of the Blue Cross Association. For some plans utilization review services are provided by Anthem UM Services, Inc., a separate company. 
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