
        

 

 

 

 

 

BlueCareSM 

TennCareSelect 
CoverKids 

1 Cameron Hill Circle
 
Chattanooga, TN 37402
 

bluecare.bcbst.com 

Transplant Fax Form 
BlueCare/TennCareSelect/CoverKids
 

Fax Number:  1-800-292-5311
 

Member Name: ___________________________________________________________________________________
 

Member ID Number: ______________________________________________________________________________
 

DOB: ____________________________________________________________________________________________
 

Date of Request: __________________________________________________________________________________
 

Transplant MD:  (Name, Provider Number/NPI Number, Phone Number) 


Contact Person Name and Number:  


Transplant Facility and Provider Number/NPI Number:
 

Will transplant be:        
Outpatient  Inpatient 

Diagnosis and ICD-10:
 

Procedure Code(s): 


Type of Transplant: 


With each type of transplant, please include history and physical, and psychosocial evaluation.
 

All clinical information must be dated in last seven months for each type of transplant.
 

Please see needed criteria for each type of transplant and include these and all pertinent clinical information.
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Liver Transplant  (Select reason and provide supporting documentation.) 

¨ Acute liver failure 

¨ Severe chronic liver failure as indicated by 1 or more of the following: 

•	 Child-Turcotte-Pugh class score 

•	 Model for end-stage liver disease (MELD) 

•	 Children with chronic liver disease who deviate from normal growth curves or show evidence 

of hepatic dysfunction or portal hypertension 


•	 Hepatorenal syndrome 

•	 Major complication (e.g., variceal bleeding, hepatic encephalopathy, ascites) 

•	 Alternative scoring or indicator of severe hepatic dysfunction 

¨ Metabolic diseases with the metabolic defect in the liver 

¨ Liver tumors that are not otherwise resectable and have not metastasized outside the liver 

¨ Failure of previous liver transplant 


Provide Additional Information for Liver Transplant Request:
 

¨ Yes	̈ 	 No:Sustained increases of intracranial pressure greater than 40 mm Hg
 

¨ Yes ¨	 No:Cerebral perfusion pressure not less than 60 mm Hg
 

¨ Yes ¨	 No:Irreversible brain damage
 

¨ Yes ¨	 No:Advanced HIV disease; HIV-positive liver transplant candidates should have CD4 counts 
greater than 100/mm3 (0.1 x109/L) and plasma HIV RNA levels below 200 copies per milliliter, 
or the chance of becoming undetectable with use of optional drugs for successful treatment 
after transplant. 

¨ Yes ¨	 No:Extrahepatic malignancy 

¨ Yes ¨	No:Cholangiocarcinoma 

¨ Yes ¨	 No:Hemangiosarcoma 

¨ Yes ¨	 No:Active sepsis 

¨ Yes ¨	 No:Active alcoholism or substance abuse 

Mean Pulmonary Artery Pressure: 

¨ Yes ¨	 No:Advanced cardiac or pulmonary disease 

¨ Yes ¨	 No:Able to comply with immunosuppression protocol 

¨ Yes ¨	 No:Anatomic abnormalities precluding liver transplant 

Ht. Wt. BMI 
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Kidney 

¨ Yes ¨	 No:End-stage renal disease
 

Glomerular Filtration Rate:
 

HIV Status: 


If positive, provide: CD4 count  
 HIV-1 RNA              Length of Time on Anti-Retroviral Therapy 

Any Complications from AIDS 

Comorbidites 

Previous Malignancies or Cancer Free for 5 Years:  

Please attach drug screen results. 

¨ Yes ¨	 No:Reversible renal disease 

Lung Transplant 

Include reason alternative to lung transplant is not available.
 

Medical Therapies Failure:
 

Indicate the reason for lung transplant and include clinical information:
 

¨ COPD 

¨ Cystic fibrosis 

¨ Idiopathic pulmonary fibrosis 

¨ Fibrotic nonspecific interstitial pneumonitis 

¨ Pulmonary arterial hypertension  

¨ Lymphangioleiomyomatosis 

¨ Pulmonary Langerhans cell histiocytosis 

¨ Sarcoidosis with New York Heart Association functional class III or IV 
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Stem Cell Transplant: 

Autologous Allogeneic Diagnosis 

Include clinical information supporting the treatment for the specific diagnosis: 

BlueCare Tennessee is an Independent Licensee of the BlueCross BlueShield Association 
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