Insert Health Plan Logo and return address


Medical Management Unit

Division of Health Care Management

AHCCCS

MD-6700

701 E. Jefferson

Phoenix, Arizona 85034

FAX: 602-417-4276

Date:

Request for Catastrophic Reinsurance

Re:
(insert member name and ID)

DOB:

The Health Plan Medical Director has reviewed the medical documentation for this member and their condition and is submitting this member for catastrophic reinsurance. 

The member qualifies for the following type of catastrophic reinsurance:


____

Gaucher’s Disease, Von Willebrand’s Disease


____

Hemophilia


____

Biotech Drug Therapy




____
Cerazyme




____
Aldurazyme




____
Fabryzyme




____
Myozyme




____
Elaprase




____
Ceprotin

____    This member has been identified as meeting criteria for Catastrophic Reinsurance and has not been receiving Catastrophic Reinsurance.   Attached you will find the supporting clinical documentation for this member. 

____
This member is currently eligible for Catastrophic Reinsurance and received Catastrophic Reinsurance in CYE 09  .  I will not be attaching any additional information unless AHCCCS requests it. 

Sincerely,

Medical Director

10/01/09


