
[Your Name]  

[Your Address]  

[City, State, Zip Code]  

[Email Address]  

[Phone Number]  

[Date]  

[Insurance Company Name]  

[Claims Department Address]  

[City, State, Zip Code]  

Subject: Request for Xolair Approval for [Patient's Full Name] - 

[Patient's Date of Birth]  

Dear [Insurance Company Contact or "To Whom It May Concern"],  

I am writing to request approval for Xolair (omalizumab) for my patient, 

[Patient's Full Name], who has been diagnosed with [specific condition, 

e.g., moderate to severe asthma, chronic idiopathic urticaria, etc.].  

**Patient Details:**  

- **Name:** [Patient's Full Name]  

- **Date of Birth:** [Patient's Date of Birth]  

- **Insurance ID Number:** [Patient's Insurance ID]  

- **Diagnosis:** [Specify Diagnosis]  

- **Relevant Medical History:** [Briefly describe the patient's medical 

history related to the condition]  

[Patient's Full Name] has undergone multiple treatment options, including 

[list previous treatments, medications, or therapies], but has not 

achieved adequate control of [his/her/their] symptoms. The use of Xolair 

has been shown to significantly improve [his/her/their] condition by 

[describe benefits specific to the patient].  

Based on the latest clinical guidelines and research, Xolair is a 

medically necessary treatment for [Patient's Full Name] due to [provide 

justification based on the patient's specific situation and medical 

history].  

Attached to this letter, you will find:  

1. Copies of [Patient's] medical records related to [his/her/their] 

condition.  

2. Previous treatment history and responses.  

3. Any relevant clinical notes from [other specialists, if applicable].  

I kindly request your prompt attention to this matter and approval for 

Xolair for [Patient's Full Name]. If you require any additional 

information or documentation, please do not hesitate to contact me at 

[Your Phone Number] or [Your Email Address].  

Thank you for your consideration.  

Sincerely,  

[Your Name]  

[Your Title/Position]  

[Your Medical Facility/Practice Name]  

[Your Medical License Number]  

[Your Contact Information] 


