
 **Please verify member’s eligibility and benefits through the health plan** 

This information is issued on behalf of Highmark Blue Shield and its affiliated Blue companies, which are independent licensees of the Blue Cross Blue Shield Association. Highmark Inc. d/b/a 
Highmark Blue Shield and certain of its affiliated Blue companies serve Blue Shield members in 21 counties in central Pennsylvania and 13 counties in northeastern New York. As a partner in 
joint operating agreements, Highmark Blue Shield also provides services in conjunction with a separate health plan in southeastern Pennsylvania. Highmark Inc. or certain of its affiliated Blue 
companies also serve Blue Cross Blue Shield members in 29 counties in western Pennsylvania, 13 counties in northeastern Pennsylvania, the state of West Virginia plus Washington County, 
Ohio, the state of Delaware, and 8 counties in western New York. All references to Highmark in this document are references to Highmark Inc. d/b/a Highmark Blue Shield and/or to one or 
more of its affiliated Blue companies. 

 

AVASTIN (J9035, J3590) does NOT require 
authorization when prescribed by an 
ophthalmologist for intraocular use. 

Member Name: ______________________________________________________________________________________ 

Member Date of Birth: ________________________________________________________________________________ 

Member ID (UMI): ___________________________________________________________   Medicare   Commercial 

Ordering/Attending Provider Name: _____________________________________NPI: ____________________________ 

Ordering/Attending Provider Address: ___________________________________________________________________ 

Office Contact: _______________________ Phone Number: __________________Fax Number: ____________________ 

Servicing Facility/Vendor: ___________________________________________Facility NPI: _________________________ 

Servicing Facility/Vendor Address: _____________________________________ Requested Date of Service: ___________ 

☐ Buy & Bill         ☐ Drug Supplied by Specialty Pharmacy (Pharmacy Name: _____________________________NPI_____________________)         

 

 

 

 

Please attach all pertinent clinical 
information 

Attached:          YES  NO 

  EYLEA (J0178)     BEOVU (J0179)          BYOOVIZ (Q5124)                SYFOVRE (J2781) 

  LUCENTIS (J2778)   VABYSMO (J2777)     MACUGEN (J2503)       IZERVAY (J___________)            

 CIMERLI (Q5128)       SUSVIMO (J2779)       OTHER ____________ (J_________) 
 

 OD  OS  OU  

 New Start   Continuation* 
* Date of last injection____/____/______ 

* Has the member experienced a positive clinical 

response to therapy?    YES   NO 
 

 

ICD10:____________________________ 
Please check appropriate diagnosis and answer corresponding questions 

  Neovascular (Wet) age-related macular degeneration (AMD) 

• Has the member tried and failed Avastin?   YES  /  NO    
**If YES, duration of treatment __________months 
 

• Susvimo only: Has the member responded to at least 2 
intravitreal injections of a VEGF inhibitor within the past 6 
months?   YES  /  NO    

            Macular edema following retinal vein occlusion (RVO)  

            Myopic Choroidal Neovascularization (mCNV) *LUCENTIS ONLY* 

            Diabetic retinopathy with or without diabetic macular edema 

            Diabetic macular edema (DME) 

 Geographic atrophy (GA) secondary to nonexudative (dry) AMD 

            Other ___________________________________________________________ 
 

 

Outpatient Medical Injectable  
Intravitreal Injection Request Form  
Fax to 833-581-1861 
(Medical Benefit Only) 
 


