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Support for the journey ahead

A Gucde to Preparing for a Peer-to-Peer Payer Discussion

Due to the rarity of both indicated diseases, it may be beneficial to contact your patient's health plan to request a
peer-to-peer discussion. This is an opportunity for you to explain to a medical peer who reviews cases for payers
why you believe the payer should cover Gamifant® (emapalumab-lzsg) for this patient. During the peer-to-peer
discussion, you, as the prescribing physician, can explain the disease, the patient’'s medical history and condition,
and your rationale for prescribing Gamifant.

A peer-to-peer discussion can also occur if a health plan denies a prior authorization
and can assist the health plan in better understanding the treatment choice.

INFORMATION THAT MAY BE INCLUDED

« Summarize your patient’s clinical status, citing diagnostic criteria as evidence of both indicated diseases, and
include baseline exam results, pertinent lab values, hospitalization notes, and genetic testing results (if available).

* Other test results related to both indicated diseases
+ Explain why, in your opinion, Gamifant is the appropriate choice for your patient.
- Provide any clinical validation supporting Gamifant treatment and cite any relevant literature.
- State any patient-specific reasons for selecting Gamifant, such as the expected effect of treatment.

- Review the criteria listed in the health plan’s medical policy (if available) and designate the specific criteria your
patient meets. For any unmet criteria, explain why the patient should be exempted from meeting those criteria.

YOU MAY CHOOSE TO SUBMIT ADDITIONAL DOCUMENTATION SUPPORTING YOUR DECISION TO
STRENGTHEN YOUR REQUEST, SUCH AS

* General medical history, comorbidities, medication history, and any other relevant patient information

* Letters from other healthcare professionals (such as geneticists, rheumatologists, or hematologists) supporting
your choice of Gamifant

* Relevant clinical information regarding your treatment choice, such as the product's Prescribing Information

+ A Patient Appeal Letter. Refer your patients to the Patient Appeal Letter as a guide.

— After the peer-to-peer discussion, it is important to follow up with the payer regarding
= their decision or for the payer to provide a list of additional information that may be required.
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Appeal Letter Template—Gamifant® (emapalumab-lzsg) for primary
hemophagocytic lymphohistiocytosis (HLH) or HLH/macrophage
activation syndrome (MAS) in Still’s disease

If your/your child’s insurance carrier has denied coverage for Gamifant, you may choose
to write an appeal letter. This template is intended to serve as a guide in composing
your appeal letter.

The information within this template represents the typical clinical information requested
by insurance catrriers to consider coverage for Gamifant. You may choose to request
your/your child’s insurance carrier’s policy for Gamifant coverage to use as a reference
while composing the appeal letter.

Sobi, Inc. does not guarantee coverage or reimbursement for Gamifant. Coverage and
reimbursement decisions are made by insurance companies following the receipt of
claims/appeals.

The template below is provided for reference purposes only. Your/your child’s appeal
letter should reflect your/your child’s relevant clinical and treatment history. Please refer
to your/your child’s healthcare prescriber for your/your child’s specific clinical
information.

Appeal Letter Instructions:

Complete the blue text with your/your child’s demographic and/or clinical information.
You will need to change the blue text to customize the letter to accurately reflect
your/your child’s clinical history and medical needs. If a statement does not apply to
your/your child’s situation, delete the statement.

If you choose not to complete a section including blue text, delete the entire sentence.
When you have completed the letter, change the text from blue to black and DELETE
THIS SECTION ABOVE THE LINE. Your letter should begin with the date.

Date

Patient’s full name

Patient’s full address

Patient’s city, state, and ZIP code
Parent/Caregiver phone number with area code
Parent/Caregiver email address

Insurance provider's name
Insurance provider's address
Insurance provider’s city, state, and ZIP code





Dear [Name of insurance provider],

[My physician or my child’s physician] recently prescribed Gamifant® (emapalumab-
Izsg) to treat [primary hemophagocytic lymphohistiocytosis (HLH) or hemophagocytic
lymphohistiocytosis (HLH)/macrophage activation syndrome (MAS) in known or
suspected Still’s disease]. [Insurance provider name] denied coverage for Gamifant on
[date] because of [reason for denial from denial letter]. [My or my child’s] policy number
is [policy number]. This letter is being submitted to appeal this decision.

| am asking that you cover Gamifant because it is the only U.S. Food and Drug
Administration-approved treatment for [primary HLH or HLH/MAS in Still’s disease].
[Patient’s name] is [not responding or having an insufficient response to/not able to
tolerate] conventional treatment. [Provide documentation of the side effects from
conventional treatment, or the consequences experienced due to insufficient or lack of
response to conventional treatment.]

[Patient’s name’s] physician [is submitting/has submitted] a Letter of Medical Necessity
that outlines why Gamifant is medically necessary for [patient’s name]. In addition to the
Letter of Medical Necessity, please refer to the prior authorization for additional clinical
documentation. In order for [patient’s name] to begin treatment as soon as possible,
please provide a determination by [insert date].

Thank you for your consideration. If you need further information, please feel free to
reach out to me via phone at [phone number] or email at [email address].

Sincerely,
[Your first and last name]

Policy information:

Policy holder name: [full name]

Patient name: [full name, even if it is the same as above]
Policy number: [policy number]

Attachments:

Denial letter

[You may include additional documentation including copies of the prior authorization,
doctor’s notes, treatment guidelines or peer-reviewed journal articles, etc]

O SObl Gamifant is a registered trademark, owned by Sobi AG and is marketed by Sobi, Inc.
mesrengtn ©2025 Swedish Orphan Biovitrum. All rights reserved. PP-23534 (V3.0) 07/25







