
 
 PRINT THE LETTER USING THE PRACTICE’S LETTERHEAD 

 
DATE  
 
ATTN: [CONTACT TITLE/MEDICAL DIRECTOR]                    Re: Letter of Medical Necessity for Voranigo®    

[CONTACT NAME (if available)]                                                 (vorasidenib tablets) 
[PAYER NAME]                                                                                     Patient: [PATIENT FIRST AND LAST NAME] 
[PAYER ADDRESS]                              Date of Birth: [MM/DD/YYYY] 
[CITY, STATE, ZIP]                               Policy ID Number: [INSURANCE ID NUMBER] 

         Policy Group Number: [INSURANCE GROUP NUMBER]  
                           Case ID Number: [CASE ID NUMBER (if available)] 

 
 
Dear [CONTACT NAME/MEDICAL DIRECTOR]:  
 
My name is [PHYSICIAN’S NAME], and I am a [board-certified (if applicable) medical specialty] writing  
on behalf of my patient, [PATIENT FIRST AND LAST NAME], to demonstrate the medical necessity and  
obtain authorization for Voranigo® (vorasidenib tablets). [PATIENT FIRST AND LAST NAME] has been  
under my care for [# MONTHS/YEARS] for the treatment of [DISEASE OR SYMPTOMS].  
 
PATIENT’S MEDICAL HISTORY, DIAGNOSIS, AND TREATMENT PLAN  
This letter documents the medical necessity for use of Voranigo® (vorasidenib tablets) for my patient  
and provides information about [PATIENT FIRST AND LAST NAME]’s medical history, treatment, and  
pertinent results.  
 
[Provide a brief medical record, including diagnosis, allergies, existing comorbidities, and International 
Classification of Diseases (ICD) code(s). Discuss the rationale for using the product versus other treatments. 
Include a summary of your recommendation and your professional opinion of your patient’s likely prognosis 
or disease progression without treatment with the product]. 
 
SUMMARY 
I believe Voranigo® (vorasidenib tablets) is appropriate and medically necessary for this patient based  
on the information noted above and the supplemental documentation provided. If you have any further 
questions about this matter, please contact me at [PHYSICIAN PHONE NUMBER] or email me at  
[PHYSICIAN EMAIL].  
 
Thank you for your time and consideration. 
 
Sincerely, 
[PHYSICIAN NAME AND CREDENTIALS] 
 
Enclosures: (suggested) 
• Bullet and list all attachments that are being provided [List enclosures such as: Prescribing  
information, clinical notes/medical records, diagnostic test results, relevant peer-reviewed clinical articles,  
clinical practice guidelines, scans showing progressive disease, pathology reports.] 


