[Date]

[Contact] usually the medical director
[Title]

[Name of Health Insurance Company]

[Address]

[City, State, ZIP Code]

Insured: [Name]
Policy Number: [Number]
Group Number: [Number]

Dear [Name of Contact]:

I am writing on behalf of my patient, [name of patient], to request that [name of health insurance company] approve coverage for Kineret® therapy for the treatment of rheumatoid arthritis. This letter documents the medical necessity for this therapy and provides information about the patient’s medical history and treatment, and a copy of the product’s labeling.

Patient History and Diagnosis

[Name of patient] is a [age] year old [male/female] with a diagnosis of [diagnosis] as of [date].

[Provide a brief discussion of patient’s symptoms and therapy to date.]

Treatment Information

Kineret( (anakinra) is indicated for the reduction in signs and symptoms and slowing the progression of structural damage in moderately to severely active rheumatoid arthritis, in patients 18 years of age or older who have failed 1 or more disease-modifying antirheumatic drugs (DMARDs). Kineret( can be used alone or in combination with DMARDs other than tumor necrosis factor (TNF) blocking agents.

There was a risk of serious infections (2% in Kineret( patients vs ( 1% in placebo patients) in the clinical trials.  Although Kineret( should be discontinued if a patient develops an infection, most patients can continue taking Kineret( after their infection resolves.  Kineret( should not be used with the TNF-blocking agents etanercept, adalimumab, and infliximab.  A 7% rate of serious infections was observed in two studies with concurrent administration of Kineret( and etanercept.  The most common side effect was a reaction at the site of injection, usually mild, characterized by redness, swelling, and pain.
If you have any further questions, please feel free to call me at [physician telephone number, including area code] to discuss. Thank you in advance for your immediate attention to this request.

Sincerely,

[Physician’s Name]

[Physician’s Practice Name]

Attachments [original claim form, copy of denial or explanation of benefits, additional supporting documents]

