


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 (Example)

Date: March 15, 2026
Patient Name: Michael Tan
Date of Birth: June 22, 1990
Policy Number: 45873291
To Whom It May Concern,
I am writing on behalf of my patient, Michael Tan, to provide medical justification for the prescribed treatment of continuous positive airway pressure (CPAP) therapy for the management of his diagnosed condition, moderate to severe obstructive sleep apnea (OSA).
Mr. Tan has been under my care since January 2025 and has undergone a comprehensive clinical evaluation, including a polysomnography (sleep study), which confirmed a diagnosis of obstructive sleep apnea with an apnea-hypopnea index (AHI) of 32 events per hour. This level of severity is associated with significant health risks, including cardiovascular disease, hypertension, excessive daytime fatigue, and impaired cognitive functioning.
Prior to recommending CPAP therapy, conservative interventions were attempted, including lifestyle modifications such as weight management, sleep positioning, and avoidance of alcohol before bedtime. However, these measures did not produce sufficient improvement in his symptoms or clinical indicators.
Based on current clinical guidelines and the patient’s condition, CPAP therapy is the most effective and medically appropriate treatment. This therapy will provide a constant flow of air to keep the airway open during sleep, thereby reducing apnea events, improving oxygen saturation, and alleviating associated symptoms such as daytime fatigue and poor concentration. Without this intervention, Mr. Tan remains at increased risk for serious long-term complications, including cardiovascular morbidity.
The prescribed CPAP device and related supplies are not elective but are medically necessary to treat Mr. Tan’s condition and prevent further deterioration of his health. Consistent use of this therapy is expected to significantly improve his quality of life and reduce the likelihood of future medical complications and associated healthcare costs.
I strongly recommend that coverage for this treatment be approved. Denial of this request may result in worsening of the patient’s condition and increased medical risk.
Please do not hesitate to contact me if additional clinical information or documentation is required.
Sincerely,
Dr. Sarah Wijaya, MD
Board-Certified Pulmonologist
Nusantara Pulmonary Clinic
Phone: +62 21-555-7890
Email: sarah.wijaya@npcare.id
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