[Date]
[Name of Compassionate Use/Expanded Access Director]
[Drug Company Name]
[Address]
[City, State Zip code]
Dear Name,
My name is [Patient Name], and I reside in [State Name]. My treating physician is Dr. [Dr. Name], who practices at [Hospital or Medical Facility Name]. I have been diagnosed with [Disease Name], a life-threatening/severely debilitating illness.
During my current course of treatment, I have explored and considered all treatment options currently approved by the FDA, as confirmed by Dr. [Dr. Name]. Unfortunately, these treatments have provided little to no success.
Dr. [Dr. Name], a board-certified specialist in [Specialty], has recommended an individualized investigational treatment, [Drug Name], based on an analysis of my unique genetic profile. After careful medical consideration, Dr. [Dr. Name] believes this treatment represents my best hope for addressing my condition.
I am writing to you, in conjunction with Dr. [Dr. Name], to request access to [Drug Name] outside of standard clinical trials, pursuant to the [State Name] Right to Try for Individualized Treatments Act. This Act recognizes the urgent need for patients like myself to access personalized investigational treatments when standard options have been exhausted.
I meet the criteria for an "eligible patient" under this law:

· I have a life-threatening/severely debilitating illness, as attested to by Dr. [Dr. Name].

· I have considered all FDA-approved treatment options.

· Dr. [Dr. Name] has recommended [Drug Name] as an individualized investigational treatment based on my genetic profile.

· I am prepared to provide written, informed consent.
Dr. [Dr. Name] has co-signed this letter, confirming that [Drug Name] represents my most promising course of treatment.
I understand that the Right to Try for Individualized Treatments Act provides legal protection to your company when making individualized investigational treatments available to eligible patients. Should you have any legal questions, please consult with your legal counsel.
Both Dr. [Dr. Name] and I are prepared to sign any informed consent documents and waivers you require. We understand that I will be financially responsible for the direct cost of the treatment, and that my insurance may not cover the costs.
Time is of the essence in my case, and I respectfully request your prompt attention to this matter.
Thank you for your consideration.
Sincerely,

[Patient Name]

[Patient Contact Information/Phone Number]
[Address, City, State, Zip Code]

Physician's Confirmation:
I, Dr. [Dr. Name], confirm that [Patient Name] meets the criteria for an "eligible patient" under the [State Name] Right to Try for Individualized Treatments Act, and that I recommend [Drug Name] as an individualized investigational treatment based on their unique genetic profile.
[Doctor Name]

[Doctor Contact Information/Phone Number]
[Address, City, State, Zip Code]

