


Sample Letter of Medical Necessity for TRYVIO™ (aprocitentan) 12.5 mg
[Date] 
Re: Request for TRYVIO™ (aprocitentan) 12.5 mg
[Name of Health Insurance Plan] 
[Health Plan Mailing Address] 
Insured: [First and Last Name] 
Patient (if different from insured): [First and Last Name] 
Patient Date of Birth: [Insert MM/DD/YEAR] 
Patient ID Number: [Insert Number]
Policy Number: [Insert Number] 
Group Number: [Insert Number] 

To whom it may concern, 
My name is [name, medical specialty (National Provider Identifier number)], and I am writing on behalf of my patient, [NAME OF PATIENT], to request that [PAYER COMPANY NAME] approve coverage for TRYVIO. [Patient name] has been in my care since [date] for the treatment of Hypertension
This letter documents the medical necessity for use of TRYVIO for my patient and provides information about [NAME OF PATIENT]’s medical history and treatment, relevant test results, and a copy of the TRYVIO Prescribing Information. 
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]. 


[NAME OF PATIENT] has been in my care for [PATIENT DIAGNOSIS] since [DATE]. [Provide a brief discussion of patient’s relevant medical history, condition/symptoms, diagnostic test results, and therapy to date, including other treatments attempted and results. If this patient has previously taken or is currently taking TRYVIO, include duration of therapy]. 
[bookmark: _Hlk221022630]Rationale for TRYVIO:
· Most appropriate therapy:[detailed rationale specifying why preferred agents are not the best choice for the patient, including, if applicable, adverse events likelihood, contraindications in this specific patient, previous trials and failures, and reasons for discontinuation]
[bookmark: _Hlk221022673]Based on the above information, TRYVIO is indicated and medically necessary for [NAME OF PATIENT]’s treatment. Please contact my office if additional information is required to approve this request.

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]
Enclosures [suggested]:
[Relevant patient medical records]
[Peer-reviewed literature (e.g., treatment guidelines)]  

Sincerely, 
[PRESCRIBER NAME AND SIGNATURE] 
Attachments: 
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