
  
 

  

    

  
    

  
  

   

    

    

Gender Reassignment Surgery 
Precertifcation Request Form 
See BlueCross BlueShield of Tennessee Medical Policy for Gender Reassignment Surgery details at 
http://www.bcbst.com/MPManual/Gender_Reassignment.htm. 

Date: / / 

Section 1: General Information 

Member Name:  Date of Birth: /  / Member ID#:  

Member Phone Number: 

Care Management  
Contact: Phone: Fax: 

Procedure(s) 
requested: 

CPT  
code: 

ICD-10 
diagnosis code(s): 

Tentative date of surgery:  / /     Type of admission (outpatient, 23-hour OBS, inpatient):  

Section 2: Provider/Facility Information 

Facility: Phone: Fax: 

Facility Address: Facility NPI #  
or Provider ID #: 

Mental Health 
Provider Name: Phone: 

Mental Health 
Credentials: 

Mental Health Provider Address: 

Second mental health provider (If required by type of procedure requested) 

Mental Health 
Provider Name: Phone: 

Mental Health 
Credentials: 

Mental Health Provider Address: 

Surgeon: Phone: Fax: 

Surgeon Address: Surgeon NPI #  
or Provider ID #: 

http://www.bcbst.com/MPManual/Gender_Reassignment.htm


    

    

    

Section 3: Patient Information 

Is patient 18 years or older?    ☐  YES     ☐  NO 

Does the patient have the capacity to make a fully informed decision and to consent for treatment?    ☐  YES     ☐  NO 

Does the patient currently have signifcant medical concerns (e.g. hypertension, diabetes, coronary artery disease)?     ☐  YES     ☐  NO 

If yes, are they well controlled?    ☐  YES     ☐  NO 

Please list any current medical conditions: 

Individual understands the effects of surgical intervention on potential reproduction and the individual’s reproduction options have 
been discussed.    ☐  YES     ☐  NO 

Other possible causes of apparent gender incongruence have been identifed and excluded.    ☐  YES     ☐  NO 

Does the patient have signifcant mental health concerns (e.g. anxiety, depression, conduct disorder, substance abuse, dissociative identity 
disorders or borderline personality disorder)? ☐  YES     ☐  NO 

If yes, are they well controlled?    ☐  YES     ☐  NO 

Please list any current mental health conditions: 

Documentation shows persistent and well documented gender dysphoria as evidenced by ALL of the following (DSM-V defnition): 

Select all that apply: 
☐   The condition is associated with clinically signifcant distress or impairment in social, occupational, or other important areas of functioning 

☐ A marked incongruence between one’s experienced/expressed gender and assigned gender, of at least 6 months duration, as manifested  
by TWO OR MORE of the following: 

☐   A marked incongruence between one’s experienced/expressed gender and primary and/or secondary sex characteristics 

☐ A strong desire to be rid of one’s primary and/or secondary sex characteristics because of a marked incongruence with one’s 
experienced/expressed gender 

☐   A strong desire for the primary and/or secondary sex characteristics of the other gender 

☐   A strong desire to be of the other gender 

☐   A strong desire to be treated as another gender or gender neutral 

☐   A strong conviction that one has the typical feelings and reactions of the other gender 



Section 4: Female to Male Gender Reassignment 
Specifc procedure requirements (please include the required clinical documentation): 

Mastectomy with nipple/areola reconstruction surgery: 

Requires one referral letter from mental health professional with a minimum of a master’s degree or its equivalent in a clinical behavioral 
science feld (see ADDITIONAL INFORMATION at the end of this form for letter criteria). 

Hysterectomy and ovariectomy surgery: 

Do you have documentation of 6 months of continuous hormonal therapy (unless the patient has a medical contraindication or is unable  
or unwilling to take hormones)?    ☐  YES     ☐  NO          If contraindication or unable, please attach clinical. 

Requires two referral letters from mental health professionals with a minimum of a master’s degree or its equivalent in a clinical behavioral 
science feld. If the frst referral is from the patient’s psychotherapist, the second referral should be from the mental health professional who 
only had an evaluative role with the patient (see ADDITIONAL INFORMATION at the end of this form for letter criteria). 

Metoidioplasty or phalloplasty surgery: 

Do you have documentation of 6 months of continuous hormonal therapy (unless the individual has a medical contraindication or is unable  
or unwilling to take hormones)?    ☐  YES     ☐  NO          If contraindication or unable, please attach clinical. 

Does documentation show that the patient has lived in the gender role that is consistent with their gender identity (real-life experience) 
continuously for 12 months?    ☐  YES     ☐  NO       

Requires two referral letters from mental health professionals with a minimum of a master’s degree or its equivalent in a clinical behavioral 
science feld. If the frst referral is from the patient’s psychotherapist, the second referral should be from the mental health professional who 
only had an evaluative role with the patient (see ADDITIONAL INFORMATION at the end of this form for letter criteria). 

http://crossroads/med_policies/!SSL!/WebHelp/Gender_Reassignment.htm#ADDITIONAL_INFORMATION
http://crossroads/med_policies/!SSL!/WebHelp/Gender_Reassignment.htm#ADDITIONAL_INFORMATION
http://crossroads/med_policies/!SSL!/WebHelp/Gender_Reassignment.htm#ADDITIONAL_INFORMATION


    

Section 5: Male to Female Gender Reassignment 
Specifc procedure requirements (please include the required clinical documentation): 

Breast augmentation with nipple/areola reconstruction surgery: 

Requires one referral letter from mental health professional with a minimum of a master’s degree or its equivalent in a clinical behavioral 
science feld (see ADDITIONAL INFORMATION at the end of this form for letter criteria). 

Do you have documentation of 6 months of continuous hormonal therapy (unless the individual has a medical contraindication or is unable  
or unwilling to take hormones)?    ☐  YES     ☐  NO          If contraindication or unable, please attach clinical. 

Orchiectomy; penectomy surgery: 

Do you have documentation of 6 months of continuous hormonal therapy (unless the individual has a medical contraindication or is unable  
or unwilling to take hormones)?    ☐  YES     ☐  NO          If contraindication or unable, please attach clinical. 

Requires two referral letters from mental health professionals with a minimum of a master’s degree or its equivalent in a clinical behavioral 
science feld. If the frst referral is from the patient’s psychotherapist, the second referral should be from the mental health professional who 
only had an evaluative role with the patient (see ADDITIONAL INFORMATION at the end of this form for letter criteria). 

Vaginoplasty surgery: 

Do you have documentation of 6 months of continuous hormonal therapy (unless the individual has a medical contraindication or is unable  
or unwilling to take hormones)?    ☐  YES     ☐  NO          If contraindication or unable, please attach clinical. 

Does the documentation show that the individual has lived continuously for 12 months in a real-life experience, in the gender role that is 
consistent with their gender identity? ☐  YES     ☐  NO          

Requires two referral letters from mental health professionals with a minimum of a master’s degree or its equivalent in a clinical behavioral 
science feld. If the frst referral is from the patient’s psychotherapist, the second referral should be from the mental health professional who 
only had an evaluative role with the patient (see ADDITIONAL INFORMATION at the end of this form for letter criteria). 

http://crossroads/med_policies/!SSL!/WebHelp/Gender_Reassignment.htm#ADDITIONAL_INFORMATION
http://crossroads/med_policies/!SSL!/WebHelp/Gender_Reassignment.htm#ADDITIONAL_INFORMATION
http://crossroads/med_policies/!SSL!/WebHelp/Gender_Reassignment.htm#ADDITIONAL_INFORMATION


    

 

  

 

  

  

  

  

 

  

Section 6: Female or Male to Gender Neutral 
(Non-binary affrmation) 

Specifc procedure requirements (please include the required clinical documentation): 

Female or Male to Gender Neutral (Non-binary) affrmation surgery, if ANY ONE of the following are met: 

Breast reduction or mastectomy if ALL the following are met: 

› One (1) referral letter from mental health professional with a minimum of a master’s degree or its equivalent in a clinical behavioral 
science feld (See ADDITIONAL INFORMATION at the end of this form for letter criteria) 

Penectomy and/or orchiectomy if ALL the following are met: 

› Two (2) referral letters from mental health professional with a minimum of a master’s degree or its equivalent in a clinical behavioral 
science feld. If the frst referral is from the patient’s psychotherapist, the second referral should be from the mental health professional 
that has only had an evaluative role with the patient. (See ADDITIONAL INFORMATION at the end of this form for letter criteria) 

ADDITIONAL INFORMATION: 

According to the Standards of Care for the Health of Transsexual, Transgender, and Gender-Nonconforming People, Version 8 provided 
by the World Professional Association for Transgender Health (WPATH) letter criteria for each referral letter should address ALL of the 
following topics: 

› Client’s general identifying characteristics 

› Results of the client’s psychosocial assessment, including assessment of gender dysphoria and any other diagnoses 

› The duration of the mental health professional relationship with the client, including the type of evaluation and therapy 
or counseling to date 

› Other options tried to alleviate gender dysphoria (e.g., individual therapy, group and/or family therapy, hormone therapy) 

› An explanation that the criteria for surgery have been met, and a brief description of the clinical rationale for supporting the individual’s 
request for surgery 

› A statement about the fact that informed consent has been obtained from the individual 

› A statement that the mental health professional is available for coordination of care and welcomes a phone call to establish this 

SIGNATURE:                            Date: / / 

By submitting this request, you’re confrming that you’ve provided all clinical information available pertinent to this request and you’re requesting 
the decision be made based on information provided in your submission. 

Please complete this form and submit it as an attachment through one of the following options. Tennessee providers may submit authorization 
requests at any time in Availity®. Out-of-state providers may submit authorization requests through their provider portal or Cohere®. If you have 
questions about submitting a prior authorization request, please call (423) 535-5717, option 2, or contact your eBusiness Network Manager. 

BlueCross BlueShield of Tennessee, Inc., an Independent Licensee of the BlueCross BlueShield Association 26PED4050500 (3/26) 
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