
Anthem UM Services, Inc., a separate company, is the licensed utilization review agent that performs utilization 
management services on behalf of your health benefit plan or the administrator of your health benefit plan. 

REVIEW REQUEST FOR                                                                               
Botox®, Myobloc™, Dysport®, Xeomin®  - Botulinum Toxin  
Provider Data Collection Tool Based on Medical Policy DRUG.00006 and MED.00032 
Complete form in its entirety and fax to UM Call Center at (404) 848-2448  
Policy Last Review Date:  05/19/2011                            Policy Effective Date: 05/20/2011   Provider Tool Effective Date:  05/20/11 
 
 Request Date:       /     /      

  Initial Request                                           Subsequent Request 
  Buy and bill 

 
Individual’s Name:   
         

Date of Birth:  
     /     /      

Insurance Identification Number: 
      

Individual’s Phone Number:  
      

Primary Diagnosis: 
      

ICD-9 Code(s) (if known):  
      

Individual’s Weight 
             (lbs) (kg) 

Ordering Provider Name & Specialty: 
      

Provider ID Number (if known): 
      

Office Address:  
      
Contact Name and Office Phone Number: 
      

Office Fax Number:  
      

Servicing Provider Name & Specialty (If different than Ordering Provider): 
      

Provider ID Number (if known):  
      

Office Address:  
      
Contact Name and Office Phone Number: 
      

Office Fax Number:  
      

Place of Service:  Home    Office    Dialysis Center    Outpatient Hospital 
 Ambulatory Infusion        Ambulatory Infusion Center   Other:            

Drug Name/HCPS Code (if known)  
  J0585 Botox® (toxin A)     J0587  Myobloc™ (toxin B) 
  J0586 Dysport®               J3490  Xeomin® 
 Other:            

Dose to be administered:            (units) 
                                                    (Other) 

When did the individual first start this drug? 
     /     /      

Frequency (Days, Wks, Months) 
           

Duration:  
             (Weeks) 

Start Date For This Request: 
     /     /      

Please check all that apply to the individual: 
 
(1)  Treatment of Disorders – Individual is diagnosed with one or more of the following disorders (check all that apply) 

  Strabismus                                                                                  Excessive drooling (and intolerant to scopolamine) 
  Achalasia                                                                                   Incontinence related to detrusor overreactivity or neurogenic origin  
  Anal fissures                                                                                    that is inadequately controlled with anticholinergics 
  Bladder detrusor sphincter dyssynergia of neurogenic origin     Other            

 
(2)  Disorders associated with spasticity or dystonia (check all that apply) 

  Blepharospasm              Orofacial dyskinesia (e.g. jaw closure dystonia) 
  Facial nerve (VII) dystonia                                                          Schilder’s disease 
  Hereditary spastic paraparesis            Spastic hemiplegia 
  Idiopathic torsion dystonia                                         Spasticity related to stroke, spinal cord injury, or traumatic brain injury 
  Cerebral palsy              Spasmodic dysphonia or laryngeal dystonia (disorder of speech due to  
  Multiple sclerosis                                                                             abnormal control of the laryngeal muscles present only during speaking) 
  Neuromyelitis optica            Symptomatic torsion dystonia 
  Organic writer’s cramp                                                                Other            
  Hemifacial spasm    

       



        

    

  
     
               
(3)  Cervical Dystonia (spasmodic torticollis)  
For Initial Treatment (check all that apply) 

  Individual diagnosed with cervical dystonia (spastic torticollis) of moderate or greater severity 
  Individual has history of recurrent clonic or tonic involuntary contractions of one or more of the following muscles: sternocleidomastoid,    

      splenius, trapezius, and/or posterior cervical muscles 
  Individual has sustained head tilt or abnormal posturing with limited range of motion in the neck 
  Condition persisted for greater than 6 months 
  Other            

 
For Subsequent Treatments (check all initial treatment criteria listed above and the following criteria that apply) 

  Individual responded to the initial treatment (documented in the medical records) 
  Individual still meets criteria listed under Initial Treatment  
  Other            

 
(4)  Hyperhidrosis  

  Individual diagnosed with primary hyperhidrosis 
             Individual has medical complications or skin maceration with secondary infection 
             Individual has significant functional impairment (documented in the medical records) 
             Individual failed a 6 month trial of non-surgical treatment  
                 Please name failed non-surgical treatment            
             Other            

  Individual diagnosed with secondary hyperhidrosis related to surgical complications           
             Individual has significant functional impairment (documented in the medical records) 
 
(5)  Chronic Migraine Headaches 
For Initial Treatment (check all that apply) 

   Individual age 18 or older diagnosed with chronic migraine headache 
   Individual has 15 or more migraine days per month with headache lasting 4 hours or longer 
   First episode at least 6 months ago 
   Symptoms persist despite trials of at least 1 agent in any 2 of the following classes of medications used to prevent migraines or reduce     

       migraine frequency 
               Antidepressants (such as amitriptyline, nortriptyline, doxepin) 
                         Please name failed medications             
               Antihypertensives (such as propranolol, timolol) 
                         Please name failed medications            
               Antiepileptics (such as valproate, topiramate, gabapentin) 
                         Please name failed medications            

  Other            
 
For Subsequent Treatments (check all that apply) 

   Individual age 18 or older diagnosed with chronic migraine headache 
   Migraine headache frequency reduced by at least 7 days per month (when compared to pre-treatment average) by end of initial trial 
   Migraine headache duration reduced by at least 100 total hours per month (when compared to pre-treatment average) by end of initial trial 
  Other            

 
(6) Other Use(s) (Please submit all supporting documents including labs, progress notes, imaging, etc., for review.) 
       
  

 
This request is being submitted:   

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

 
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. 
 
                                                                                                                                             /     /      
Name & Title of Provider or Provider Representative Completing Form                                                    Date 
& attestation (Please Print)*          
*The attestation fields must be completed by a provider or provider representative in order for the tool to be accepted 
 



Anthem UM Services, Inc., a separate company, is the licensed utilization review agent that performs utilization 
management services on behalf of your health benefit plan or the administrator of your health benefit plan. 

Anthem UM Services, Inc., a separate company, is the licensed utilization review agent that performs utilization 
management services on behalf of your health benefit plan or the administrator of your health benefit plan. 
 


	Complete form in its entirety and fax to UM Call Center at (404) 848-2448

