SAMPLE LETTER FOR RECONSIDERATION OF PRIOR AUTHORIZATION DENIAL - ARMLUPEG® (pegfilgrastim-unne). SAMPLE – for illustrative purposes only. Must be completed and tailored by the prescriber. Does not guarantee coverage or payment.

RE: Request for Reconsideration of Claim Denial – ARMLUPEG® (pegfilgrastim-unne)
Patient Name: [Patient Name]
Date of Birth: [DOB]
Member ID: [Member ID]
Plan: [Health Plan]
Provider: [Provider Name]
Date of Service: [DOS]
Claim #: [Claim Number]
Denial Reason: [Denial Reason]
Dear Claims Review / Appeals Department:
I am writing to request reconsideration of the denied claim for ARMLUPEG® (pegfilgrastim-unne) administered to the above-referenced patient on [Date of Service].
ARMLUPEG (is an FDA-approved biosimilar to Neulasta® (pegfilgrastim). It was prescribed to this patient for the following indication: [Insert diagnosis and clinical indication].
ARMLUPEG was prescribed for this patient and administered on [date of service] in accordance with the documented treatment plan. Our practice acquired the product for administration and billed for the dose furnished. ARMLUPEG is the pegfilgrastim product available to our practice under its current purchasing agreement. 
We respectfully request reconsideration of the claim based on the medical necessity of pegfilgrastim therapy, the appropriate administration of ARMLUPEG, and the applicable coding information below.
Product and Billing Information
· Product: ARMLUPEG® (pegfilgrastim-unne)
· HCPCS Code: Q5169 — Injection, pegfilgrastim-unne, biosimilar, 0.5 mg
· Dose Administered: 6 mg/0.6 mL
· Billing Units: 12 units
· NDC: 70748-273-01
· 11-Digit NDC: 70748-0273-01
· Administration: Subcutaneous injection
· CPT Code: 96372, when applicable
The treatment was medically necessary and appropriately billed. Denial of reimbursement after the medically necessary therapy has already been administered creates an unnecessary financial burden on the treating provider and does not reflect the patient's clinical need for pegfilgrastim therapy.
We therefore respectfully request that the claim be reprocessed.
[Enclosed or available upon request are relevant supporting documents, including the medical record, treatment plan, claim documentation, Explanation of Benefits/Remittance Advice, and any applicable prior authorization or benefits verification information.]
Thank you for your reconsideration of this claim. Please contact our office if additional information is required.
Sincerely,
[Provider Sign-off]
Note: Exercise your medical judgment and discretion when providing a diagnosis and characterization of the patient’s medical condition. Additionally, please ensure you have read and reviewed the health plan’s relevant policies before certifying that you have done so.
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