[Name, Title] 
[Address] 
[City, State ZIP Code] 
[Phone Number] 
[Date] 
[Contact Name], [Title], [Name of Health Insurance Plan or PBM] 
[Address] 
[City, State ZIP Code] 

Re: [First/Second-Level Appeal for Coverage Denial of WAINUA® (eplontersen)]
[Request for Expedited Review Due to Medical Urgency] 
Denial Letter Date: [MM/DD/YYYY] 
Denial Reference #/Case ID: [Denial Reference #] 
Patient: [Name] 
Date of Birth: [MM/DD/YYYY] 
Member ID Number: [Insurance ID Number] Group Number: [Insurance Group Number] 
Rx Group: [Rx Group Number] 

Dear [Contact Name], 

I am a board certified [neurologist and ATTR specialist, cardiologist working with an ATTR specialist, or other] writing on behalf of my patient, [Name of Patient], to appeal [Name of Payer]’s decision to deny coverage for WAINUA® (eplontersen), which has been prescribed for [patient-specific diagnosis]. 

It is my understanding, based on your letter of denial dated [MM/DD/YYYY], that coverage has been denied for the following reason(s): [List the Specific Reason(s) for the Denial as Stated in the Denial Letter]. This letter provides information about my patient’s medical history and my treatment rationale. 

Reason(s) for Denial and Treatment Rationale [see page 3 of the WAINUA Appeal Letter Guide for additional information] 
[In the appeal letter, you will likely want to address each denial reason stated in the denial letter from the insurance plan. Clearly explain why the reason(s) stated by the insurance plan as a cause for denial of coverage do not preclude use of WAINUA. During the appeal process, it is generally not helpful to provide additional information beyond the specific denial reasons.] 

In my medical opinion, WAINUA is the most appropriate treatment for [Name of Patient], a[n] [age]-year-old [gender] who requires treatment with WAINUA after being diagnosed with [patient-specific diagnosis], confirmed by [include applicable testing regimen if available/appropriate] on [MM/DD/YYYY]. The stated reason(s) for denial include [insert each denial reason and address each reason point by point and provide any supporting documentation, if applicable, for why denial is not appropriate]. 

Summary and Medical History [see page 4 of the WAINUA Appeal Letter Guide for additional information] 
As stated in my initial authorization request, [Name of Patient] presented with [insert specific clinical presentations and previous treatments, including any relevant patient-specific clinical scenarios demonstrating serious medical need]. For the above reasons, I request that you reverse the coverage determination. Delayed or denied access to WAINUA places [Name of Patient] at risk of [include potential medical implications due to lack of treatment as deemed appropriate]. 

For your additional information, I am enclosing [list enclosures, such as a copy of the denial letter, supporting clinical documentation, etc]. If you have any questions, please feel free to call me at [physician’s telephone number] to discuss. 

Thank you in advance for your immediate attention to this request. 

Sincerely, 
[Provider Name] 
[Provider Identification Number] 
[Provider Practice Name] 
[Provider Phone Number] 
[Provider Fax Number] 
[Provider Email] 

[Enclosures]
[At the bottom of your letter, list the items you have enclosed, which may include things such as the original denial letter, confirmatory genetic testing results and other patient chart notes, progress notes, clinical trials, guidelines or consensus statements, FDA approval letter, other relevant references, and publications regarding prescribed medicine, etc] 
[Consider including Indication and Important Safety Information] 
[Consider including full Prescribing Information, including Patient Information]
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