Date 

Re: Alpha Genomix Laboratories. Letter of Medical Necessity for Personalized Medicine Panel

Patient: [First Name, Last Name]  
Insurance Company: [Insurance Company Name]
Subscriber Name: [First Name, Last Name] 

Policy #: [Subscriber’s Policy Number] 
Dear Claim’s Specialist,

I am writing this letter on behalf of my patient and your subscriber, [First, Last Name] to request full coverage for DNA sequence analysis of a panel of 22 genes that when mutated are known to impact patient’s response to medication. This knowledge will help avoid harmful and costly adverse drug events, optimize drug dose and increase chances of treatment success. These tests will be performed by Alpha Genomix Laboratories (NPI 1437585262), a high complexity CLIA-certified laboratory specializing in Pharmacogentic testing located at 1130 Hurricane Shoals Rd NE, Suite 1800, Lawrenceville, GA 30043. Referenced genes include: CYP450 2C19, CYP450 2D6, CYP450 2C9, MTHFR, FACTOR II, FACTOR V LEIDEN, UGT1A1, VKORC1, DPYD, ADRA2A, CYP450 3A4, CYP450 3A5, TPMT, APO-E, SLCO1B1, CYP4501A2, CYP450 2B6, CYP450 2C8, COMT, OPRM1, ANKK1/DDR and UGT2B15. The result of this genetic test will have a direct impact on this patient’s treatment and management. 
Genetics account for much of the variability seen in our patients’ responses to drug therapies and the implications of pharmacogenetics have been well documented. Currently there are at least 130 FDA-approved drugs with Pharmacogenomic information in their labeling. The labeling for some of the products includes specific actions to be taken based on the biomarker information. In order to choose the more suitable medication and avoid potential but serious adverse drug events, it is extremely important to perform this panel of Pharmacogentic tests.  

 [First, Last Name] personal and/or family history (ies) as well as current medication regimen are suggestive of high risk for adverse drug events based on my evaluation and review of available literature. In this patient’s case, pharmacogenetics testing is crucial in order to establish/confirm a genetic diagnosis and in guiding appropriate and immediate medical management, predict disease prognosis and eliminate potential adverse drug events.
Thank you for your review and consideration.  I hope you will support this request for genetic testing coverage for [Patient First and Last Name].  If you have questions, or if I can be of further assistance, please do not hesitate to call me at [PHYSICIAN PHONE NUMBER].
Sincerely,

Ordering Clinician Signature ______________________________ Date ______________

(MD/DO, Clinical Nurse Specialist, Nurse-Midwives, Nurse Practitioner, Physician Assistant, Genetic Counselor*) 

*Authorized clinician requirements vary by state 

