Sample Letter of Medical Necessity

<Date> Re: <Patient’s name>
<Prior authorization department> <Plan identification number>
<Name of health plan> <Date of birth>

<Mailing address>

To whom it may concern:

My name is <HCP name> and | am a <board-certified medical specialty> <NPI> writing on behalf of
my patient, <patient’s name> , to request coverage for <product, dosage, and frequency> to treat <treatment of patients
disease with relevant International Classification of Diseases (ICD) code(s)> . <Patient’'s name> has been under my care for

<X'months> for the treatment of <disease or symptoms>

| am writing this letter for medical necessity because after working with <Patient’s name> | | believe that <product name>
is the best treatment option for this patient.

<Provide a brief medical history, including diagnosis, condition, comorbid conditions, and International Classification of
Diseases (ICD) code(s).>

<Include relevant patient medical records, inclusive of diagnosis, patient weight and BMI history, trial and/or failure of other
medications or therapies, lifestyle modification attempts and outcomes, and any supporting documentation.>

Please detail all past treatments.

Past treatment(s)* Start/stop dates Reason(s) for discontinuing

<Provide clinical rationale for this treatment; consider including chart notes or if applicable, information on the medication
prescribing information and/or clinical peer reviewed literature, studies, etc.>

<Insert your recommendation summary here, including your professional opinion of the patient’s likely prognosis or disease
progression without this medication.>

Please contact me at <telephone number>  to answer any pending questions. | would be pleased to speak to the medical
necessity of <product name> for <patient’'s name> ‘s <diagnosis>

Sincerely,

<Physician’s name and signature> <Patient's name and signature>

<Physician’s medical specialty> Encl: Medical records
<Physician’s NPl #> Clinical trial information

<Physician’s practice name>
<Phone #>
<Fax #>

*ldentify drug name, strength, dosage form, and therapeutic outcome.

Product names mentioned herein are the trademarks of their respective owners. g
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