SAMPLE LETTER OF MEDICAL NECESSITY

Fayes may require gror sthorzation of suppoeting documentaton in ander 1o proces and cover a clam for the requested therapy. A prior
affhoriza ban albws Tie payer to review the reason for the requested therapy and fo determine medial appropriet enes. A patient-specfsc efter
of medical neoe sty will help toexplain the plryscisn’s ratioma e and dlinical decison -making in chamsing & therapy. The bllowing & 2 samphe k=it
of medical neces sty thal cn becsibmized based on youw patient’s medical hstory and demographec sdarmation. Fleos= nole that some poyers
ey herver S pecfic forms that must be completed in arder to reguest prior authorization o Lo doanmen ! mediol neces sty

[Date]

[Contact Name of medeal director or other payer repreventative |
[Eontact Titl]

[Mame of Health Insurance Company|

[Address|

[City, State, Zip|

Ee: Letter of Medscal Hecenity for [Praduct] [strengih]

Fatent: [Patseni Namel
Group/poboy Number: [Number|
Datefs) of service: |Dates)
Disgnosis: [Cade & Description]

Pear [Insart contact name o department]:

I am wiiting an behall of my patient, |PATIENT NAMEL to [REQUEST PRICHE AUWTHORIATION,/DOCUMENT MEDKAL NECESSITY] for
treatment with [Pradac]. [Preduct| o sdxated for treatment af [hdaten Statement]. Thia ketter serves ta dacument thak
[PATIEMT MAME] has 5 disgress of [DIAGNOSES] sod reedis treatmant with [Preduct], and that [Pradact] 13 medsally neceizary foe
[rimfher| a3 prescnbed. On behalfl of the patesnt, | amrequesting approval lor use and subsequent payment for the treatmeni.

Patient Medical History and Diagnosis
[PATIENT NAME] is a JAGE]-year-old [MALEAFEMALE ] diagnosed with [DIAGHOSE] [MAME OF PATIEMT] has been in my care since
[DATE]. Ax a result af [DRAGHOS G|, my patsent JCNTER BRIEF DESCRIPTION OF PATIENT HETORY]. Additionaly, [PATIENT] has tried
[PREV KIUS THERAPILS] and [QUTCOMES]. Th e sttached medical recards document [PATIENT NAME]: clnical conditian and medical
neosaity for treatment with [Fraduct|.

Basad an the abave facts, lam eenfalent that yau will agree that [Produs] B mdicated and medealy necsiiany for tha patest. The
plan of treatment & 10 staet the patiem an |Praduct], and menitar and folow up & apprapats,

Pleme consider coverage of [Product] on |PATENT MAMKE[s behal, and approve use and subs=quent payment for |Product] as
planned. Please refer fo the endosed Preszoribng information far |Produoct]. 8 you have any further questions regarding this matter,
plesme do not hesitale to call me at [PHYSICIAN TELEPHOME N UMBER]. Thank you for your pramgl attention to this matter.

Sarmterely,
[FHYSCW N NAME], cDEGREE M ITIALS>
[FROVIDER IDENTIFSCATEO M NUMBER|

Encloesures ; | ttach ax appropriate]
FD& appraval ketter
Prescribing Information | M)
Chnic notes & [abs

CC: [Medical Deectiasd, patenl, spedialty saciely, Insurance Commoaaner]
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