Your letterhead here

Re: Patient name:

      Address

      DOB

      Health plan and ID#

To Whom It May Concern:

This is a request for coverage or prior authorization of medication for the above named patient of mine.

The request is for [drug, dosage, amount, and duration]
[Patient] is under my care for the treatment of [list diagnoses as appropriate].
S/he is unable to take the formulary medications/preferred medications [list medications] because of:

 FORMCHECKBOX 
 An adverse reaction (describe)

 FORMCHECKBOX 
 A drug-drug interaction 

 FORMCHECKBOX 
 A contraindication because of (liver) (kidney) disease

 FORMCHECKBOX 
 A failure of a therapeutic trial (specify which formulary alternatives/preferred medications have been tried and describe results)

 FORMCHECKBOX 
 A fixed medical belief in the power of the non-formulary medication that has persisted in the face of multiple attempts to dissuade him/her 

 FORMCHECKBOX 
 Other: 

S/he requires an exception to the dosing limits of the requested drug based on the following:

 FORMCHECKBOX 
 Clinical evidence:

 FORMCHECKBOX 
 Scientific evidence:

 FORMCHECKBOX 
 Special physical or mental characteristics of [patient]:

 FORMCHECKBOX 
 Special considerations likely to affect medication compliance

This drug is medically necessary because without it [patient] is at risk for the following adverse consequences: 

 FORMCHECKBOX 
 Deterioration of the medical condition with risk of hospitalization, permanent disability, or death

 FORMCHECKBOX 
 Decline in functional ability that will result in the need for assistance or institutionalization

 FORMCHECKBOX 
 Progression of a chronic disease or disability

 FORMCHECKBOX 
 Complications of an underlying disease process that have been previously prevented by the medication

 FORMCHECKBOX 
 Inability to regain maximum physical and mental functioning

 FORMCHECKBOX 
 Other

This meets the following criteria for medical necessity under Pennsylvania Medical Assistance:

 FORMCHECKBOX 
 The service or benefit will, or is reasonably expected to, prevent the onset of an illness condition, or disability 

 FORMCHECKBOX 
 The service or benefit will, or is reasonably expected to, reduce or ameliorate the physical, mental, or developmental effects of an illness, condition or disability. 

 FORMCHECKBOX 
 The service or benefit will assist the individual to achieve or maintain maximum functional capacity in performing daily activities taking into account both the functional capacity of the individual and those functional capacities that are appropriate for individuals of the same age.
In addition to the clinical information specific to my patient, this request is supported by the following:

 FORMCHECKBOX 
 Treatment guidelines – give reference

 FORMCHECKBOX 
 Journal article 

 FORMCHECKBOX 
 Specialty consultant opinion; consultation enclosed

 FORMCHECKBOX 
 Other (explain): 

Please contact me should you require any additional information. 

Signature

