
 

SAMPLE LETTER OF APPEAL  

[Date] 

[Contact Name of medical director or other Payer representa�ve] [Contact Title]  

[Name of Health Insurance Company] [Street Address, City, State, Zip]  

Re: Leter of Appeal for J9272 JEMPERLI (dostarlimab), [billing unit]  

Pa�ent: [Pa�ent Name]                                Group/Policy Number: [Number]  

Date(s) of Service: [Dates]                              Diagnosis: [Code & Descrip�on]  

Dear [Insert contact name or department]:  

I have recently received a [DENIAL FOR PAYMENT] for a claim for JEMPERLI (dostarlimab-gxly). You have indicated that JEMPERLI is not covered by 
[INSURANCE PLAN NAME] because [REASON FOR DENIAL]. This leter serves as a request for reconsidera�on of a claim for charges of JEMPERLI 
administered by intravenous infusion to [PATIENT NAME] on [DATE(S) OF SERVICE].  

[PATIENT NAME] has been under my treatment for diagnosis of [DIAGNOSIS INFORMATION] since [DATE]. Due to the pa�ent’s clinical condi�on, the 
plan of treatment was to start the pa�ent on JEMPERLI. JEMPERLI was ini�ally administered on [DATE OF TREATMENT] and con�nued approximately 
every [FREQUENCY]. The atached medical records document [PATIENT NAME]’s clinical condi�on and medical necessity for treatment with 
JEMPERLI. 

JEMPERLI is a programmed death receptor-1 (PD-1)–blocking an�body indicated:  

Endometrial Cancer (EC) 

 in combina�on with carbopla�n and paclitaxel, followed by JEMPERLI as a single agent for the treatment of adult pa�ents with primary advanced 
or recurrent endometrial cancer.  

as a single agent for the treatment of adult pa�ents with dMMR recurrent or advanced endometrial cancer, as determined by an FDA-approved 
test, that has progressed on or following prior treatment with a pla�num containing regimen in any se�ng and are not candidates for cura�ve 
surgery or radia�on.  

Mismatch Repair Deficient Recurrent or Advanced Solid Tumors  

as a single agent for the treatment of adult pa�ents with dMMR recurrent or advanced solid tumors, as determined by an FDA-approved test, that 
have progressed on or following prior treatment and who have no sa�sfactory alterna�ve treatment op�ons.*  

* This indica�on is approved under accelerated approval based on tumor response rate and durability of response. Con�nued approval for this 
indica�on may be con�ngent upon verifica�on and descrip�on of clinical benefit in a confirmatory trial(s).  

Because of [INSERT RELEVANT PATIENT INFORMATION SUCH AS HISTORY, DIAGNOSIS], I have administered JEMPERLI as a medically necessary part 
of this pa�ent’s treatment, and we would appreciate your reconsidera�on of the [DATE(S) OF SERVICE] claim for [PATIENT NAME]. Please contact 
me at [PHYSICIAN PHONE NUMBER] if you require addi�onal informa�on or have any further ques�ons.  

Thank you in advance for your immediate aten�on to this request. 

Sincerely,  

[PHYSICIAN NAME], <DEGREE INITIALS> [PROVIDER IDENTIFICATION NUMBER]  

Enclosures (atach as appropriate):  
[Original Claim Form]  
[Denial/Explana�on of Benefits]  
[Addi�onal Suppor�ng Documents] 
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Payers may deny coverage of claims for treatment with JEMPERLI (dostarlimab-gxly). A pa�ent-specific leter of appeal and suppor�ng documenta�on 
will help to explain the physician’s ra�onale and clinical decision-making in trea�ng with JEMPERLI. The following is a sample leter of appeal for 
JEMPERLI that should be customized based on your pa�ent’s medical history and demographic informa�on. Please note that some payers may have 
specific forms that must be completed in order to appeal a denied claim and to document medical necessity. 


