REQUEST FOR ADDITIONAL INFORMATION

DRUG UTILIZATION REVIEW 

Note:  This letter may be copy and pasted into V3 Ad-hoc addressing the physician with copies going to the injured worker and employer.
BWC is currently conducting a review of <<Insert injured worker’s name>> claim file to determine the medical necessity and appropriateness of reimbursement of the current therapeutic drug classes in this claim.  Attached is information which shows the following –

        injured worker name and claim number

        allowed and disallowed conditions 

        dates of service of each prescription

        drug name

        drug therapeutic class code and class code description

        quantity

        number of days supply 

        the servicing pharmacy name 

<<Enter insert 1 or insert 2>>

Insert 1

Please forward any documentation that supports use of these medications to treat the allowed conditions in this claim, and justifies reimbursement of the medications (therapeutic drug classes), to my attention.

Please indicate whether or not the therapeutic drug class(es) for this injured worker is (are) considered 

     life sustaining,

     reasonably related to treatment of or the control of symptoms associated 

     with the allowed conditions in the claim, and

     medically necessary and appropriate for treatment of, or control of

     symptoms associated with the allowed conditions in the claim. 

<<Insert any other specific information needed pertaining to the reimbursement of medication issue.>>

This information should be mailed or faxed to my attention at the address shown within <<Insert timeframe for 21 days.>>

If we do not receive a response within this time, a decision will be issued based upon the evidence on file. 

We may request additional office records as the review continues.

Insert 2
Please confirm our conversation <<enter date of conversation>> during which you indicated that the prescribed medications were not related or intended for the workers’ compensation injury for this individual.  

Please sign and date this statement and fax to my attention at <<enter fax number>>.

___________________________________                    ____________________

Physician’s Signature                                                        Date

If you should have additional questions, please do not hesitate to contact me at <<enter phone number>>.
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