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[Healthcare Provider’s Le3er Head]  

[Insert Date] 
 
[Medical Director] 
[Insurance Company Name] 
[Insurance Company Address] 
[City, State ZIP] 
 

RE: [Le3er of Medical Necessity or Medical ExcepHon request for LIVDELZI® (seladelpar)]    

Pa%ent Name: [Insert Name] 
Date of Birth: [Insert] 
Subscriber ID Number: [insert] 
Subscriber Group Number: [Insert] 
 

Dear [Medical Director’s Name/Payor Contact Name]: 

I am wri%ng on behalf of my pa%ent, [PaHent Name], to [request a medical excepHon/ prior authorizaHon of/document the medical necessity for] 
LIVDELZI® (seladelpar) to treat my pa%ent. This leJer serves to document my pa%ent’s medical history and diagnosis and to provide evidence for my 
treatment ra%onale/recommenda%on.  

Summary of PaHent’s Medical History and Diagnosis 

[PaHent Name] is [Age] years old and was ini%ally diagnosed with [Diagnosis] [ICD-10] on [Date]. [PaHent Name] has been under my care since 
[Date].  

[Provide details on the paHent’s medical history, current symptoms and condiHon, current medicaHons (if any) for diagnosis, previously used 
medicaHons and contraindicaHons, any relevant laboratory test results, highlight the factors leading you to recommend use of the product]. 

Treatment Plan 

The FDA has approved LIVDELZI for the treatment of [indicaHon]. 

[Include clinical raHonale and reasons for prescribing the product] 

Summary 

In summary, LIVDELZI [statement regarding whether LIVDELZI is medically necessary and reasonable to treat the paHent]. Please consider 
coverage of LIVDELZI based on the included suppor%ng medical documenta%on and medical history of my pa%ent.  

Should you have any ques%ons or require further details, please do not hesitate to call me at [Physician Phone Number]. 

Thank you for your aJen%on to this maJer. 

Sincerely, 

[Prescribing Physician Name and CredenHals] 

[Contact Details] 

Enclosures: [List of any enclosure i.e.: medical notes, Prescribing Informa;on, Medica;on Guide] 

SAMPLE 
This leAer is only intended as a TEMPLATE LeAer of Medical Necessity/Medical Excep;on request for LIVDELZI® (seladelpar) and may be used or referred to 

at the discre;on of the healthcare provider. 
INSTRUCTIONS: MUST BE ON HEALTHCARE PROVIDER’S LETTERHEAD AND MUST BE COMPLETED AND SUBMITTED BY THE HEALTHCARE PROVIDER WHEN 
USED. 


