[Your Name]

[Your Address]

[City, State, ZIP Code]

[Email Address]

[Phone Number]

[Date]

[Insurance Company Name]

[Insurance Company Address]

[Clty, State, ZIP Code]

Re: Medical Necessity Request for Xtandi (Enzalutamide)

Patlent Name: [Patient's Name]

Patient ID: [Patient's ID]

Date of Birth: [Patient's DOB]

Policy Number: [Patient's Policy Number]

Dear [Insurance Company/Adjuster's Name],

I am writing to request prior authorization for the medication Xtandi
(enzalutamide) for my patient, [Patient's Name], who has been diagnosed
with [specific diagnosis]. This letter outlines the medical necessity for
this treatment based on current clinical guidelines and the patient's
medical condition.

[Provide a brief clinical history including diagnosis, cancer stage,
relevant treatments received, and current health status. Include any
laboratory results or imaging studies that support the request.]

Xtandi is indicated for [specific indications related to the patient's
condition], and its efficacy has been well documented in peer-reviewed
studies. For [Patient's Name], the use of Xtandi is medically necessary
due to the following reasons:

1. [Reason 1 - e.g., patient's current treatment options have been
exhausted or are not working effectively]

2. [Reason 2 - e.g., specific biomarkers or genetic mutations that make
Xtandi the preferred choice]

3. [Reason 3 - e.g., potential benefits outweigh risks based on the
patient's unique situation]

The prescribing physician, [Physician's Name], and I firmly believe that
initiating treatment with Xtandi is essential to [Patient's Name]'s
health and well-being. We have explored alternative therapies, but they
are not appropriate given the patient's medical history and current
condition.

Thank you for considering this request. I kindly ask for expedited review
and approval of the prior authorization for Xtandi. Should you require
any further information or documentation to support this request, please
do not hesitate to contact me at [Your Phone Number] or [Your Email
Address] .

Sincerely,

[Your Name]

Your Title and Credentials]

Your Practice/Institution Name]

Practice/Institution Address]

Practice/Institution Phone Number]

— — —



