


Formulary Exception Letter

[Date]
[Payer Name]
[Payer Street Address]
[Payer City, State, and Zip Code]
Patient Name: [Patient Name]
Date of Birth: [Patient Birth Date]
Member ID: [Patient Member ID Number]
Policy of Group Number: [Patient Policy or Group Number] Case ID Number: [Case ID Number (if available)]

Dear [PBM/Insurance Company Name] Prior Authorization Department,

I am writing on behalf of my patient, [Patient's Full Name], to request a formulary exception for the medication MODEYSO™ (dordaviprone) [125 mg capsules]. This medication is medically necessary for [Patient's Full Name]'s treatment due to [insert diagnosis].

[Patient's Full Name]'s clinical history clearly supports the need for MODEYSO. [Provide detailed clinical justification here. This is the most crucial part. Include information such as:]

· Diagnosis and relevant medical history [Briefly explain [Patient's Full Name]'s condition]
· Previous treatments and their outcomes [List preferred formulary alternatives (if any) that have been tried and failed, were contraindicated, or caused intolerable side effects. Be specific about dates, dosages, and reasons for failure]
· Rationale for MODEYSO [Explain why this particular medication is superior or necessary for [Patient's Full Name] compared to other options. Highlight specific patient characteristics or disease aspects that make MODEYSO the most appropriate choice]
· Potential risks of not receiving the requested medication [Briefly explain the negative consequences if [Patient's Full Name] does not receive this specific treatment We have carefully considered all available formulary alternatives, and based on [Patient's Full Name]'s individual medical needs and treatment response to previous therapies, MODEYSO is the most appropriate and medically necessary option at this time to achieve optimal therapeutic outcomes and prevent further complications]

I am available to discuss [Patient's Full Name]'s case further and provide any additional information you may require to facilitate this approval. Please contact me at [Your Phone Number] or [Your Email Address].

Thank you for your prompt attention to this urgent matter.

Sincerely,

[Physician Name]
[Physician Signature] [Physician Contact Information]
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