<Date>
ATTN:


<Medical Director/ Physician Name>, M.D.



<Institution/Insurance Company>
                                    <Street Address>



<City>, <State>, <Zip>
RE:


<Patient Name>


DOB:


<MM/DD/YYYY>
Member ID:

<Insurance ID Number>
Group #:

<Enter Group #>
Dear Medical Director:

I am writing this letter on behalf of my patient <patient name> to request coverage for 
Charcot-Marie-Tooth Disease (CMT) testing.  This letter documents the medical necessity for genetic testing to confirm the diagnosis of CMT and provides information about the patient’s medical history and treatment.

Patient History and Diagnosis:
<Patient Name> is a <age> year old <gender > with a suspected diagnosis of CMT due to the following symptoms and clinical findings.
1. <Symptom #1 with ICD-9 code>
2. <Symptom #2 with ICD-9 code>
3. <Symptom #3 with ICD-9 code>
4. <Symptom #4 with ICD-9 code>
These symptoms, as well as the examination are indicative of CMT peripheral neuropathy. CMT is a group of disorders characterized by distal muscles weakness and atrophy that may be associated with mild to moderate sensory loss, depressed tendon reflexes and foot deformities. Genetic testing provides the best proof of the genetic defect and yields key information about the type of inheritance and the overall prognosis.  
An accurate diagnosis of CMT provides the following benefits to the patient:
 
1. Determines effective therapeutic strategies such as:

a. Type of physical therapy, exercise and assistive devices required to preserve the quality of patient life.

b. Helps avoid contra-indicated medications that may exacerbate symptoms.

c. Provides informed surgical intervention decisions.

2. Inheritance implications that may aid in family planning.

Additionally, it will help rule out intravenous immunoglobulin (IVIG) treatment that is usually initiated for patients with autoimmune peripheral neuropathy that may display similar symptoms as CMT. Each IVIG treatment costs $10,000 at minimum ($50/g for a 220 lb person at 2g/kg) and may be used for the rest of the patient’s life.

I am requesting that <patient name> be approved for the Complete CMT Evaluation test, # 404 through Athena Diagnostics, Federal Tax ID #: 31-1805826 /
NPI #: 1023063062 with the following CPT code(s): 83891(1), 83896(11), 83898(143), 83900(2), 83901(7), 83904(143), 83914(11), 83909(17);83912(1). 
I am specifying Athena Diagnostics to perform the CMT test because Athena Diagnostics is the only laboratory in the U.S. that performs a comprehensive DNA analysis for fifteen genes in one single blood draw. Athena employs polymerase chain reaction (PCR) and DNA sequencing to detect sequence variations in fifteen genes associated with CMT and quantitative copy number assays to detect duplications and deletions in Peripheral Myelin Protein 22 (PMP22) gene. The Complete CMT Evaluation identifies the following CMT genes: PMP22 Dup/Del, PMP22, Connexin32 (Sequencing and Deletion), MPZ, EGR2, NFL, PRX, GDAP1, LITAF/SIMPLE, MFN2, SH3TC2, FIG4, LMNA, RAB7, GARS, HSPB1.   
I hope you will support this letter of medical necessity for <patient name>. Please feel free to contact me at <phone number> if you have additional questions.

Sincerely,


<Physician Name>, MD

NPI #: <Physician NPI#>
Contact information: 
< Address>
<City>, <State>, <Zip>
Contact Phone No.: <phone number>
� Shy, Michael E., Therapeutic Strategies for the Inherited Neuropathies NeuroMolecular Medicine, Vol. 8, 2006, pgs 255-278.





� � HYPERLINK "http://www.CIDPUSA.org" ��www.CIDPUSA.org�, April 26, 2010.





