										[Provider/Practice Letterhead]
[Date]
[Name of health insurance]
[Address]
[City, State, ZIP Code]

Insured: [Name]
DOB: [MM/DD/YYYY]
Policy Number: [Number]
Group Number: [Number]
Case ID: [Number]

Dear [Medical/Pharmacy Director’s name],
I am writing to you on behalf of my patient, [patient full name], to [request prior authorization /document medical necessity] for treatment with UZEDY. This letter provides a summary of my patient’s diagnosis, medical history, and the clinical rationale for treatment with UZEDY. 

Clinical History and Diagnosis
[Patient full name] is [a/an] [age]-year-old [male/female] who was diagnosed with [ICD-10-CM code and condition] on [date]. [He/She] was referred to me on [date] by [referring provider name] for [reason].

[Summarize the patient’s clinical history. Include a description of: 
· Patient’s current functioning, including severity of condition and relevant scores of symptom rating scales and screening tools administered 
· Lack of patient caregiver support that may have historically impacted treatment goals
· Recent emergency treatment, hospitalization, and number of prior relapses 
and re-hospitalizations
· Previous treatments, including duration and response, and reason for discontinuation]

Clinical Rationale and Treatment Plan
[Summarize the clinical rationale for treatment with UZEDY for this patient. Include the specific reasons 
for choosing UZEDY and the factors related to treatment selection. For example, include: 
· Patient’s history with treatment adherence/non-adherence including loading dose, 
oral supplementation requirements, or ongoing oral maintenance therapy
· Need for multiple dosing options, administration intervals for schizophrenia treatment, 
and subcutaneous administration

Describe the plan for UZEDY treatment, including dosing interval and dose prescribed. Cite any clinical practice guidelines that support the use of UZEDY.]

Based on my expertise and the clinical rationale outlined, I believe treatment with UZEDY is indicated and medically necessary for [patient full name]. If you have any questions, please feel free to reach me at [provider phone number] or via email at [provider email] to discuss. Thank you in advance for your immediate attention to this request.

Sincerely,
[Provider name, credentials, NPI, and relevant insurance provider number]

[List enclosures]
