


https://www.pi.amgen.com/united_states/Aimovig/Aimovig_pi_hcp_english.pdf

	Sample Letter of Appeal for Aimovig® (erenumab-aooe)
	[Physician/Practice Letterhead]
	Attention: [Payer Representative], [Claims Department]
	Dear Director of Claims,
	Sincerely,

	Payer Name: Payer Name
	Payer Representative: Payer Representative
	Payer Address: Payer Address
	City, State Zip Code: City, State ZIP Code
	Payer Fax Number: Payer Fax Number
	Date: Date
	Patient DOB: Patient DOB
	Policy Number: Policy Number
	Group Number: Group Number
	Treatment Date and Claim Number: Treatment Date and Claim Number
	Payer Representative, Claims Department: Payer Representative, Claims Department
	Amount of Claim: Amount of Claim
	Patient Name: Patient Name.
	Reason(s) for denial: [Indicate reason(s) for denial from EOB]
	Note: [Consider describing the patient’s history, diagnosis, previous and current treatment regimens and their
outcomes (eg, Reduction in Monthly Migraine Days, % reduction in monthly migraine days, reduction in acute
migraine-specific medication days), physical impairment, etc]
[NOTE: Physicians should exercise medical judgment and discretion in regard to making an appropriate
diagnosis and characterization of an individual patient’s medical condition. In addition, physicians are
responsible for ensuring the accuracy and validity of all billing and claims for appropriate reimbursement.]
	Signature:  Your Signature
	Enclosures: Enclosures: 
List enclosures as appropriate: Examples of enclosures include excerpt(s) from patient's medical record, Explanation of Benefits (EOB), relevant treatment guidelines, and product Prescribing Information.
	Patient Name2: Patient Name
	Patient Name3: Patient Name
	Office Phone Number: Office Phone Number


