[MM/DD/YYYY] 
[Insurance Company Name]
[Insurance Address]
Re: [Patient name]




DOB: [MM/DD/YYYY]
Member ID: [ID number]



Group #: [Group number]
Dear Medical Director:

I am writing this letter on behalf of my patient, [patient name], to request coverage for the non-invasive prenatal test for the detection of fetal aneuploidy. This letter provides relevant information about the patient’s pregnancy history, which makes her an appropriate candidate for this test. I am recommending the test for Ms. [Patient last name] because her pregnancy has been determined to be at increased risk for the fetus to be affected with trisomy [insert number] ([Name of syndrome]). 

Patient Diagnosis
[Patient name] is a [insert age] year old female with the following diagnoses:

1. [Insert ICD10 code]
2. [Insert ICD10 code]
Clinical History

Ms. [Patient last name] is of advanced maternal age (35 years of age or older).

OR

Ms. [Patient last name]’s ultrasound was significant for _______ which is associated with an increased risk for fetal aneuploidy.
OR
Ms. [Patient last name] was given an increased risk of 1:[XXX] for the fetus to be affected with ____ after completing first/second trimester aneuploidy screening.
OR

Ms. [Patient last name] has a history of a prior pregnancy affected with _______, which puts the fetus at increased risk for chromosomal aneuploidy.

OR

Ms. [Patient last name] or Mr. [Partner’s last name] is a known carrier of a chromosomal rearrangement, which puts the fetus at an increased risk to be affected with [trisomy 21 OR trisomy 18 OR trisomy 13]. *If family history cited, provide as much FHx as possible, including specifics on relationship to patient.
Ms. [Patient’s last name] meets criteria outlined by The American College of Obstetricians and Gynecologist Committee on Genetics (ACOG) and the Society of Maternal-Fetal Medicine in their Committee Opinion #640 on September 2015 which recommends that women be offered prenatal assessment for aneuploidy either by screening or invasive prenatal diagnosis; cell free fetal DNA is one option that can be used as a primary screening test in women at increased risk of aneuploidy.
 The indications for considering the use of cell free fetal DNA are noted as:

· Maternal age 35 years or older at delivery
· Fetal ultrasonographic findings indicating an increased risk of aneuploidy

· History of a prior pregnancy with a trisomy

· Positive test result for aneuploidy, including first trimester, sequential, or integrated screen, or a quadruple screen.

· Parental balanced Robertsonian translocation with increased risk of fetal trisomy 13 or 21

I have recommended the non-invasive prenatal test in order to further counsel and guide the care of this patient.  Thank you for your consideration. I look forward to receiving a timely response given the time sensitive nature of my patient’s condition. Please feel free to contact me at [Phone number] for additional information.

Sincerely,

[Genetic Counselor’s Name]
Genetic Counselor

[Institution’s Name]







NPI# [Insert number]
� Committee opinion no. 640: Cell-free DNA screening for fetal aneuploidy. Obstet Gynecol 2015 ; 126:e31-7.





