
[Print on your letterhead]

 [Date]

[Contact Name of medical director or other payer representative]

[Contact title]

[Name of health insurance company]

[Address]

[City, State, ZIP Code]
Re: Letter of Medical Necessity for VOYXACT® (sibeprenlimab-szsi) [Dosage]
Patient: [Patient name]
Group/policy Number: [Number]
Date(s) of service: [Dates]
Diagnosis: [Code & description]
Dear [Insert contact name or payer department]:

I am writing on behalf of my patient, [PATIENT NAME], to [REQUEST PRIOR AUTHORIZATION/DOCUMENT MEDICAL NECESSITY] for treatment with VOYXACT® (sibeprenlimab-szsi). This letter serves to document that [PATIENT NAME] has [DIAGNOSIS], needs treatment with VOYXACT, and VOYXACT is medically necessary for this patient as prescribed.  On behalf of the patient, I am requesting approval for use and subsequent payment for the treatment.

Patient Medical History and Diagnosis

[PATIENT NAME] is aged [XX] years and has been in my care since [DATE]. As a result of [DIAGNOSIS], my patient [ENTER BRIEF DESCRIPTION OF PATIENT HISTORY]. The attached medical records document [PATIENT NAME]’s clinical condition and medical necessity for treatment with VOYXACT. Based on the above facts, I am confident you will agree that VOYXACT is indicated and medically necessary for this patient. The plan of treatment is to start the patient on VOYXACT and adjust dose according to the Prescribing Information. Please consider coverage of VOYXACT on [PATIENT NAME]’s behalf, and approve use and subsequent payment for VOYXACT as planned.  Please see accompanying Prescribing Information for VOYXACT. If you have any further questions regarding this matter, please do not hesitate to call me at [PHYSICIAN TELEPHONE NUMBER]. Thank you for your prompt attention to this matter.

Sincerely,

[PHYSICIAN NAME], 
<DEGREE INITIALS>

[PROVIDER IDENTIFICATION NUMBER]

Please see FULL PRESCRIBING INFORMATION and PATIENT INFORMATION.
Enclosures: [Attach and check as appropriate]
· Clinic notes (e.g. family history, clinical risk factors for rapid progression)
· Laboratory tests (eg, estimated glomerular filtration rate, proteinuria levels)

· Biopsy results
· Other
CC: [Medical director, patient, specialty society, insurance commissioner]
©2025 Otsuka America Pharmaceutical, Inc. All rights reserved.
October 2025               21US25EBP0240


