Note: This is a sample Letter of Medical Necessity. This is intended to serve as a guide to assist you in drafting your own letter. Text bracketed in [pink] should be included, if available, and customized based on your practice and patient-specific information.

[Insert Office Letterhead Including Provider Name and Address]
[Date]
[Insurance Name]
Attn: [Name of Prior Authorization Department]
[Insurance Address] 

Patient Name: [Patient Fname Lname]
Patient Date of Birth: [Patient Date of Birth]
Case ID (If Available): [Case ID #]
Policy Number (If available): [Policy Number]
Group Number (If available): [Group Number]

Subject: Letter of Medical Necessity for VTAMA® (tapinarof) cream, 1%

To Whom It May Concern,

I am writing on behalf of my patient, [Patient Name], who has been diagnosed with plaque psoriasis [(ICD-10 code)]. I prescribed VTAMA® (tapinarof) cream, 1%, for the treatment of this condition. This letter outlines my conclusion of medical necessity for VTAMA and provides details about [Patient Name]’s medical history, prognosis, and treatment rationale.

I respectfully request consideration of coverage for VTAMA for the treatment of plaque psoriasis in my patient, [Patient Name], who is [age] years old.

Summary of Patient’s History: 
· [Description of patient history]
· [Description of symptoms, diagnosis, disease severity, area affected (eg, face, skin folds), Body Surface Area (BSA) involved, Psoriasis Area and Severity Index (PASI), Peak Pruritus-Numeric Rating Scale (PP-NRS), Physician Global Assessment (PGA), Dermatology Life Quality Index (DLQI)]
· [Patient’s response to previous treatments (eg, topical corticosteroids [TCS], topical calcineurin inhibitors [TCI], Vitamin D analogs), including over-the-counter treatments and reasons for discontinuation, if applicable] 

Rationale for Treatment: 
It is my medical opinion that treatment with VTAMA, indicated for the topical treatment of plaque psoriasis in adults, is appropriate and medically necessary for [Patient Name]. My patient has previously been treated with [insert previous treatment name(s) and dosing] and discontinued each therapy for the following reasons: [reasons for discontinuation]. Based on my patient’s treatment history and clinical presentation, I believe VTAMA is a medically necessary option for managing my patient’s plaque psoriasis.

In the 12 week pivotal studies, up to 40% of adult patients with plaque psoriasis who received VTAMA achieved PGA treatment success* vs vehicle (36% and 40% vs 6% and 6% in PSOARING 1 and PSOARING 2, respectively).1

Following 12 weeks of treatment with VTAMA, 73 patients entered the open-label, long-term extension (LTE) study with clear skin (PGA=0) and had VTAMA withdrawn. These patients were followed for up to 40 additional weeks with a median duration of disease control (PGA=0 or 1) of 114 consecutive days off therapy for the first treatment-free interval.2

I encourage you to review the following clinical evidence supporting the efficacy and safety of VTAMA in the treatment of plaque psoriasis [(ICD-10 code)]:

· Lebwohl MG, Stein Gold L, Strober B, et al. Phase 3 trials of tapinarof cream for plaque psoriasis. N Engl J Med. 2021;385(24):2219-2229. doi:10.1056/NEJMoa2103629
· Strober B, Stein Gold L, Bissonnette R, et al. One-year safety and efficacy of tapinarof cream for the treatment of plaque psoriasis: results from the PSOARING 3 trial. J Am Acad Dermatol. 2022;87(4):800-806. doi:10.1016/j.jaad.2022.06.1171

On behalf of [Patient Name], I am requesting approval and coverage of VTAMA as medically necessary and reasonable to treat my patient’s plaque psoriasis. If additional information is required, please contact me at [office phone number or email].

INDICATION: VTAMA® (tapinarof) cream, 1% is an aryl hydrocarbon receptor (AhR) agonist indicated for the topical treatment of plaque psoriasis in adults.

SELECTED SAFETY INFORMATION 
Adverse Events: In plaque psoriasis, the most common adverse reactions (incidence ≥1%) were: folliculitis, nasopharyngitis, contact dermatitis, headache, pruritus, and influenza.

Before prescribing VTAMA cream, please read the Prescribing Information. 

Sincerely, 
[HCP Name and participating provider number]

[Enclosure/Enclosures]: [List of supporting documentation] 

  PGA, Physician Global Assessment.
*PGA treatment success defined as PGA score of clear or almost clear (0 or 1) and ≥2-grade improvement from 
  baseline to Week 12.
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