STATEMENT OF MEDICAL NECESSITY

FOR THE TREATMENT OF MUCOPOLYSACCHARIDOSIS I DISEASE


Patient             Patient’s Name _____________________________     Address ___________________________________________________
Information       Date of Birth    _______/________/_________             City ____________________State______  ZIP__________


Gender:            □  Male       □  Female                          Home Phone  __________________  Work Phone __________________  



Parent/Legal Guardian Name  (if applicable) __________________________________________________

Insurance
Insurance Co.   __________________________________   
Policyholder’s Name________________________________


Information
Policy Number __________________________
Group Number      ____________________________



Insurance Phone No ______________________
 

Diagnosis:  Mucopolysaccharidosis I         (MPS I)                ICD-9  277.5


Method of Diagnosis: Enzyme Assay Activity________________ □   leukocytes □  plasma □ skin fibroblasts

 


Urinary GAG ​​​​​​​​​​​​​​​​​_______________µg/mg creatinine                                                                                    
Date of Diagnosis ____________________ Lab performing Diagnosis__________________________________   

      Medical
Weight   _________  kg
Height  _______.___  inches
Head Circumference  _________. ____  inches (children)


      Assessment
SYMPTOMS CONSISTENT WITH MPS I (Please List)

_____________________________________________________________________________________________________________

Treatment Recommendation:  
Aldurazyme( (laronidase)   NDC 58468-0070-1 

Dose _________mg/kg  
Frequency __________________________________
Therapy Start Date _______/________/_________  Frequency of follow-up evaluation_______months______weeks
Please list any additional treatment information:    _______________________________________________________________________________________
_______________________________________________________________________________________








_____
Physician  I certify that the above-indicated therapy is medically necessary, and the information provided is accurate to the best of my knowledge Authorization 

Physician Name (printed) _____________________________ Date __________________________

Address  _____________________________       City _____________ State_______  ZIP______________

Phone    ______________________________       Fax  __________________________________________

Physician’s Signature  _____________________________________   Medical License #___________________ State Issued _________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________









