Sample Appeal Letter talt\’rz‘

(Ixekizumab)
Injection
80mg/mL

<Date> Re: <Patient’s name>

<Prior authorization department> <Plan identification number>

<Name of health plan> <Date of birth>

<Mailing address>

To whom it may concern:

We have reviewed and recognize your guidelines for the responsible management of medications within this class. We are requesting that you
reassess your recent denial of Taltz (ixekizumab) coverage. We understand that the reason for your denial is <copy reason verbatim from the
plan’s denial letter> . However, we believe that Taltz <dose, frequency> is the appropriate treatment for this patient. In support of our
recommendation for Taltz treatment, we have provided an overview of the patient’s relevant clinical history below.

Patient’s history, diagnosis, condition, and symptoms*:

<Provide the information that is applicable to the primary diagnosis.>

Please detail all past treatments.

Past treatment(s)’ Start/stop dates Reason(s) for discontinuing

<Please provide information that indicates the patient does not have active tuberculosis or other serious infections (required by some
health plans). If the patient does have serious infections, please include that information as follows:

Infection name and affected part(s) Treatment type(s) Treatment start/stop dates Anticipated resolution date>
of body

<Please affirm that the patient will not be taking Taltz in combination with another biologic therapy.>

<Please provide the clinical rationale for why your patient would benefit from using this agent prior to the payer-preferred agent when
managing his/her condition.>

<Insert your recommendation summary here, including your professional opinion of the patient’s likely prognosis or disease progression
without treatment with Taltz.>

Please feel free to contact me, <HCP name> . at <office phone number> or <patient’s name> at <phone number>
for any additional information you may require. We look forward to receiving your timely response and approval of this claim.

Sincerely,

<Physician’s name and signature> <Patient’s name and signature>
<Physician’s contact information>

Encl: Medical records and clinical notes, clinical trial information, photo(s), Letter of Medical Necessity, original denial letter

*Include patient’s medical records and supporting documentation, including clinical evaluation, scoring forms, and photos of affected areas as applicable.
fldentify drug name, strength, dosage form, and therapeutic outcome.

Taltz® is a registered trademark owned or licensed by Eli Lilly and Company, its subsidiaries, or affiliates.
PP-IX-US-5734 08/2022 O©Lilly USA, LLC 2022. All rights reserved. c%


https://www.lillyhub.com/legal/lillyusa/english/copyright.html
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