[image: image1.jpg]Boston,
Scientific




[Patient Name] is a [age and gender] with severe persistent asthma for the last [how many] years.  This diagnosis was made based on [insert history, physical findings, and laboratory values, as well as relevant clinical course].  [If appropriate, Patient Name] has been a non-smoker since [insert date].  Asthma remains the patient’s primary concern because [insert why asthma is the primary concern] and co-morbidities such as [COPD, Bronchiectasis, Vocal Cord Dysfunction, Obstructive Sleep Apnea - modify list based on patient’s clinical and treatment course] have been considered and treated as appropriate.  [Patient Name] has experienced [insert comorbidities such as allergic rhinitis, sinusitis, GERD, sleep apnea – modify list as appropriate], which have been managed by [insert therapy].  

 

[Patient Name] is currently taking [insert medications and dose here] to control [his/her] severe persistent asthma.  [Insert details of any persistent symptoms despite medical therapy, as appropriate.  Also, if patient is on chronic oral corticosteroids (OCS), include risk of short and long term side effects of taking chronic OCS].  This medication represents maximum medical therapy for this patient based on current treatment guidelines.  [If relevant - The patient developed [insert side effects or intolerance of certain medications] while taking [insert medication and dose].
[Patient Name] appears to be adherent to these prescribed Controller Medications, based on my assessments and those of the referring physician.  Yet, my patient’s severe persistent asthma is not well controlled.  This is evidenced by [insert daily rescue medication use, recent exacerbations (e.g. OCS bursts), unscheduled office visits, ER visits, and / or hospitalizations in the last 6-12 months or longer].  [If patient is taking chronic OCS and well controlled on this medication, describe lack of control and therefore the risk to exacerbate without medication].  Due to severe persistent asthma, [patient name] is currently unable to [summarize loss of work and activities].  If the Bronchial Thermoplasty treatment is not approved [insert risk to patient long term].   
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This template is provided to help physicians make the case for BT.  If partnering with The Reimbursement Group (TRG), they will work with you to complete the Letter of Medical Necessity (LOMN) for submission to the patient’s insurance company.
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