


Letter of Medical Appeal Template 
[Date]
RE: TRYVIOTM (aprocitentan) 12.5 mg Coverage
[Insured patient name]
Date of birth: [Patient date of birth]
[Policy #] 
[Group #]
[Case # (if known)]

To whom it may concern: 
My name is [name, medical specialty (National Provider Identifier number)], and I am writing on behalf of [patient first name, patient last name] to appeal the denial of coverage for TRYVIO. [Patient name] has been in my care since [date] for the treatment of Hypertension. In a letter dated [date of denial letter], coverage for TRYVIO was denied due to [reason(s) for denial stated in denial letter]. I have reviewed your letter and, based on my medical expertise, believe that TRYVIO is the appropriate treatment for [patient name].
My patient has previously tried the medications listed below and is not at the American Heart Association blood pressure goal of 130/80 mmHg.   
	Medication
	Dosage 
	Date Started
	Reason for D/C if applicable

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Based upon my clinical judgment, I request that you consider approving TRYVIO for my patient. I have enclosed additional documentation to further support the medical necessity of TRYVIO for [patient name]. Please contact me if additional information is required. 

Thank you in advance for your timely attention to this matter. 
Sincerely,
[Physician name, medical specialty, National Provider Identifier number]
[Physician address]
[Physician phone number]
[Physician fax number]
[Physician email]
Enclosures [suggested]: [Relevant patient medical records]
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