


Letter of Medical Necessity template

Use of this document does not guarantee coverage for your patient. This document is intended to provide you with an example of the type of information that is typically required when providing a letter of medical necessity. The contents of your letter must be based on your medical judgment and align with the patient’s medical records. Content below contained in brackets is intended for guidance only, and should be replaced with appropriate patient-specific information before sending your customized letter to your patient’s insurance provider.
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[Payer name]

[Payer address]
[Payer fax, if needed]

Member name: [Name]

Member date of birth: [MM/DD/YYYY]
Subscriber number: [Subscriber number]
Group number: [Group number]
Request for approval of BRUKINSA (zanubrutinib)

Dear [Medical Reviewer name],

I am writing to [request prior authorization/document medical necessity] for my patient, [Patient name]. I have prescribed BRUKINSA as a treatment for [add diagnosis, ICD-10 code, and description]. This letter provides details of the patient’s medical history and rationale for treatment.

Patient’s medical history:

[Provide brief clinical description of patient, rationale for using BRUKINSA, and treatment history. List all current and past therapies.]

Thank you for your consideration of this request. I look forward to your prompt review.

Sincerely,

[Physician signature]

[Physician name]

Attachments for review: [Add other supporting documentation, if applicable.]















Letter of Medical Necessity (Sample)

Harmony Health Insurance
1200 Westlake Benefits Boulevard
Chicago, IL 60606
Fax: (312) 555-4479
Member name: Robert L. Whitaker
Member date of birth: 03/18/1969
Subscriber number: HHI-98456321
Group number: GRP-772104
Request for approval of BRUKINSA (zanubrutinib)
Dear Dr. Emily Rosen,
I am writing to request prior authorization and document medical necessity for my patient, Robert L. Whitaker. I have prescribed BRUKINSA (zanubrutinib) as a treatment for Chronic Lymphocytic Leukemia (CLL), ICD-10 Code C91.10, a malignancy of mature B lymphocytes characterized by progressive lymphocytosis and immune dysfunction. This letter provides details of the patient’s medical history and the clinical rationale for this treatment.
Patient’s medical history:
Mr. Whitaker is a 56-year-old male with a confirmed diagnosis of Chronic Lymphocytic Leukemia, initially diagnosed in February 2049. He has experienced progressive disease marked by increasing lymphadenopathy, fatigue, and declining hematologic parameters.
The patient previously underwent treatment with ibrutinib, which was discontinued due to intolerance and adverse effects, including persistent atrial fibrillation and hypertension. He was subsequently treated with rituximab-based therapy, which resulted in only a partial and short-lived response.
Given the patient’s disease progression and prior intolerance to first-line therapies, BRUKINSA was selected due to its demonstrated efficacy in CLL and its more favorable cardiovascular safety profile. Initiation of BRUKINSA is medically necessary to control disease progression, reduce symptom burden, and improve overall clinical outcomes.
Thank you for your consideration of this request. I look forward to your prompt review and determination.
Sincerely,
______________________________
Dr. Jonathan P. Meyers, MD, PhD
Board-Certified Hematologist & Oncologist
Midwest Oncology Specialists
Attachments for review:
• Oncology clinic progress notes
• Pathology and diagnostic reports
• Prior treatment history and intolerance documentation
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Payer name

]

 

 

[

Payer address

]

 

[

Payer fax, if needed
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Member name: [

Name

]

 

 

Member date of birth: [

MM/DD/YYYY
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Subscriber number: [

Subscriber number

]

 

Group number: [

Group 
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Request for approval of BRUKINSA (zanubrutinib)

 

 

Dear [

Medical Reviewer name

],

 

 

I am writing to [

request prior authorization/document medical necessity

] for my patient, 

[

Patient name

]. I have prescribed BRUKINSA as a treatment for [add diagnosis, 

ICD

-

10 

code, and description]. This letter provides details of the patient’s medical history and 

rationale for treatment.

 

 

Patient’s medical history:

 

 

[

Provide brief clinical description of patient, rationale for using BRUKINSA, and treatment history. 

List

 

all current and past therapies

.]

 

 

Thank you for your consideration of this request. I look forward to your prompt review.

 

 

Sincerely,
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Physician signature
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Physician name
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Add other supporting documentation, if applicable

.]

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

