SAMPLE APPEAL LETTER


US-ZYM-26-00094 6/26
	[Date]
	Re: [Patient Name]

	[Prior Authorization / Appeals Department]
	DOB: [MM/DD/YYYY]

	[Payer Name]
	Member ID / Policy ID: [Number]

	[Health Plan Address]
	Case ID/Reference #: [Number, if applicable]



Dear Sir, or Madam:
My name is [name] and I am a [board-certified medical specialty] [NPI] writing on behalf of my patient, [name], to request prior authorization for coverage of Zymfentra (infliximab-dyyb), Subcutaneous (SC) [insert Dose/Frequency].
Patient is a [age]-years-old [sex] with a history [insert Diagnosis] [insert ICD], diagnosed in [date]. We understand that the reason for denial was [insert denial reason]. However, based on my clinical judgment and the patient’s medical history, I believe Zymfentra is medically necessary and represents the most appropriate treatment option for this patient.
The patient has tried and failed [previous treatment history], with [inadequate response, loss of response, intolerance, contraindication, adverse event, or other limitation]. Given the patient’s clinical profile, Zymfentra is medically appropriate because [insert rationale: mechanism of action, expected efficacy, contraindications to alternatives, disease severity, physician judgment, peer-reviewed journal articles, guideline support, etc.].
In my professional opinion, failure to provide timely access to Zymfentra may place this patient at risk for [disease progression, worsening symptoms, hospitalization, complications, irreversible bowel damage, steroid dependence, reduced quality of life, etc.]. 
To support this request, the following materials are enclosed:
· Relevant medical records and clinical notes (if applicable)
· Peer-reviewed literature and/or treatment guidelines (if applicable)
· Full Prescribing Information (if applicable)
· Relevant laboratory, imaging, or procedural reports (if applicable)
Denial of this request risks dose delays, and missed doses, immunogenicity, loss of response, disease progression, and serious complications including corticosteroid exposure, hospitalization, surgery, or avoidable healthcare costs. 
Approval of Zymfentra, the only FDA-approved SC infliximab, is medically necessary to ensure uninterrupted treatment and prevent avoidable clinical deterioration. For these reasons, I request expedited review. Please contact my office for additional information.
Sincerely,

[Physician’s name and signature] 
[Physician’s medical specialty] 
[Physician’s NPI]
[Physician’s practice name] 
[Phone #] 
[Fax #]

