
Sawyer (left), lives with pLGG, and Parker, her sister. 

INDICATION
OJEMDA™ (tovorafenib) is indicated for the treatment of patients 6 months of age and 
older with relapsed or refractory pediatric low-grade glioma (LGG) harboring a BRAF 
fusion or rearrangement, or BRAF V600 mutation.
This indication is approved under accelerated approval based on response rate and 
duration of response. Continued approval for this indication may be contingent upon 
verification and description of clinical benefit in a confirmatory trial(s).

Coverage support, financial assistance, 
and other comprehensive services

OJEMDA™ (tovorafenib) 
Access and Reimbursement Guide

Please see additional Important Safety Information on pages 24-25 and accompanying  
full Prescribing Information.

pLGG=pediatric low-grade glioma.

https://www.dayonebio.com/ojemda-USPI
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As the complete partner in accessing OJEMDA for you and your patients, EveryDay Support From  
Day One provides comprehensive services and dosing support (for eligible patients) to help you manage  
the process from helping initiate and maintain coverage for OJEMDA to helping with affordability  
throughout the patient’s treatment journey.

Supporting Access, Affordability, and 
Administration to Help Patients Start and Stay 
on OJEMDA™ (tovorafenib)—From Day One 

Signing Up for EveryDay Support From 
Day One Is Simple

Our dedicated Patient Navigators will work alongside you and your staff to 
support your patients with personalized access and product support.

We provide coverage support to help your patients, their families,  
and your practice navigate health insurance requirements and provide  
financial assistance options to help eligible families pay for OJEMDA.

Our specialty pharmacy partners will ship OJEMDA to your patient’s home, 
help parent(s) or legal guardian(s) learn how to administer it to their child, 
educate on what to expect with treatment, and provide ongoing product support.

To receive help from EveryDay Support From Day One, you must complete the enrollment form  
and your patient or their legal guardian must provide consent to participate in the program.

There are 2 simple steps to enroll:

1 2Complete the first 2 pages 
of the enrollment form.

Your patient or their legal guardian  
(for patients under 18 years) provides 
consent—we can help with this process.

You can download the form at www.everydaysupport.com/hcp/enroll-now.  
Once the form is completed, it can be printed and signed by the patient or 
legal guardian. You can then submit it via fax to 855-332-9663 or secure email 
to info@everydaysupport.com.

Call us at 855-DAY1-BIO/855-329-1246 if you have 
questions or need assistance.

https://www.dayonebio.com/ojemda-USPI
http://www.everydaysupport.com/hcp/enroll-now
mailto:info%40everydaysupport.com?subject=
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Steps to Enroll

Step 1: Fill out the Enrollment Form as completely as possible Step 2: Patient or legal guardian provides consent
Your patient or their legal guardian may provide consent in 1 of 2 convenient ways:

1 Reviewing and signing the Patient Authorization section (pages 3-4)  
of the enrollment form in the office.

2 Providing consent electronically at www.everydaysupport.com/consent.

Complete the QuickStart 
prescription section 
upon initial enrollment. 
This way, if the patient’s 
insurance coverage 
is delayed, EveryDay 
Support From Day One 
can assess eligibility for 
support programs and 
help them access those 
resources quickly.

1

EveryDay Support From Day OneTM 
Enrollment Form

Patient First Name: ______________________________  Patient Last Name: ________________________________________________

Date of Birth (DOB): _____ /_____ /_________  Primary Language:     English      Spanish      Other: ________________________

Parent/Legal Guardian Name: ____________________________________  Relationship to Patient: ______________________________

Patient Street Address: _____________________________________________________________________________________________ 

House/Apt #: ________________  City: _______________________________________  State: _______________  ZIP: _______________

Patient/Legal Guardian Email Address: _______________________________________________________________________________

Primary Phone #: ________________________________________  Secondary Phone #: _______________________________________  

PATIENT INFORMATION

First Name: __________________________________  Last Name: __________________________________________________________  

Prescriber NPI #: ____________________   Facility Name: _________________________________________________________________

Facility Address: ___________________________________________________________________________________________________

Suite/Office #: ________________  City: _______________________________________  State: _______________  ZIP: ______________

Office Contact: ____________________________________________  Office Contact Title: _____________________________________ 

Office Email Address:  

Office Phone #:    Office Fax #:  

In-Network Specialty Pharmacy Preference:     Biologics      Onco360      No preference

PRESCRIBER INFORMATION

INSURANCE INFORMATION

  Patient is uninsured
Please complete all applicable fields below or attach front and back copies of insurance card(s).

PRIMARY INSURANCE PRESCRIPTION INSURANCE
PLAN NAME

PLAN/POLICY ID #

GROUP #

Rx BIN

Rx PCN

SUBSCRIBER NAME

SUBSCRIBER DATE OF BIRTH ____ /____ /_________ ____ /____ /_________
CUSTOMER SERVICE #

Instructions for Patients: Please review the Patient 
Authorization section on pages 3-4 and provide 
consent in 1 of 3 ways:
1. Visit www.everydaysupport.com/consent to 

provide consent online.
2. Review and complete pages 3-4, then email the 

completed pages to info@everydaysupport.com.
3. You and your doctor can complete and submit all  

4 pages together in the office.

Instructions for Prescribers:
1. Please review and complete pages 1-2 to initiate 

enrollment for your patient.
2. Return via fax to EveryDay Support From Day One at 

855-332-9663 or email info@everydaysupport.com.

  Monday–Friday 8 AM–8 PM ET  855-332-9663   www.everydaysupport.com  855-DAY1-BIO/855-329-1246

Prescribers to complete blue sections Patients to complete yellow sections
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EveryDay Support From Day OneTM 
Enrollment Form
Patient First Name: ______________________  Patient Last Name: __________________________________  DOB: ____ /____ /______

Prescriber First Name: _____________________  Prescriber Last Name: ______________________________  NPI #: ________________

Primary ICD-10-CM Code(s): ________________________________  Patient Body Surface Area (BSA): __________________________

Patient Height: ____________  Patient Weight: ____________     lbs    kgs   Date of Measurement: _____ /_____ /________

Allergies: _________________________________________________________________________________________________________

CLINICAL INFORMATION

PRESCRIPTION INFORMATION AND SIGNATURE

OJEMDA™️ (tovorafenib) (Recommended dose: 380 mg/m2/once a week)
Prescription notes:
• It is recommended that patients with BSA ≤0.89 m2 receive oral suspension
• For patients with BSA ≥0.90 m2 who require oral suspension, please use “other” line in oral suspension section
• Round up or down to nearest tenth decimal place when calculating dosing
• For the QuickStart program, the patient has a diagnosis consistent with the FDA-approved indication

My signature certifies that the person named on this form is my patient, the information provided is complete and accurate to the best of my knowledge, and 
that therapy with OJEMDA™ (tovorafenib) is medically necessary. I certify that I have obtained my patient’s authorization in accordance with all applicable 
state and federal laws to release the individually identifiable health information included on this form to Day One Biopharmaceuticals, Inc.’s (“Day One”) 
EveryDay Support From Day One patient support program (“Program”),  and I understand the information I provide on this form will be used for the purpose of 
verifying my patient’s insurance, determining eligibility for Program offerings, and contacting my patient regarding Program support. I authorize the Program 
to transmit the above prescription to a specialty pharmacy for my patient. I understand that I am under no obligation to prescribe any Day One product and 
that I have not received, nor will I receive, any benefit from Day One for doing so. I will not seek reimbursement from any third-party payer, patient, or other 
person or entity for any product provided free of charge by the Program. I attest that I am not on the HHS/OIG list of Excluded Individuals.

NPI=National Provider Identifier.

_______________________________________________________________________________   ______ /______ /_________
Prescriber Signature                         Date
Special Note: The prescriber is to comply with the prescriber’s state-specific prescription requirements.  
New York prescriber, please use an original New York state prescription form.

Sign Here

  Monday–Friday 8 AM–8 PM ET  855-332-9663   www.everydaysupport.com  855-DAY1-BIO/855-329-1246

COMPLETE BOTH PRESCRIPTIONS BELOW

PRESCRIPTION
Select formulation for OJEMDA:

Oral Suspension (0.30 m2 to 0.89 m2 BSA)
   0.30 m2 to 0.35 m2 BSA (5 mL, 125 mg)
   0.36 m2 to 0.42 m2 BSA (6 mL, 150 mg)
   0.43 m2 to 0.48 m2 BSA (7 mL, 175 mg)
   0.49 m2 to 0.54 m2 BSA (8 mL, 200 mg)
   0.55 m2 to 0.63 m2 BSA (9 mL, 225 mg)
   0.64 m2 to 0.77 m2 BSA (11 mL, 275 mg)
   0.78 m2 to 0.83 m2 BSA (12 mL, 300 mg)
   0.84 m2 to 0.89 m2 BSA (14 mL, 350 mg)
   Other: _________ m2 BSA ( _________ mg)

SIG: Take ______ mL orally once weekly
Tablets (≥0.90 m2 BSA)

   0.90 m2 to 1.12 m2 BSA (400 mg once weekly, 4 x 100 mg)
   1.13 m2 to 1.39 m2 BSA (500 mg once weekly, 5 x 100 mg)
   ≥1.40 m2 BSA (600 mg once weekly, 6 x 100 mg)
   Other: _________ m2 BSA ( _________ mg)

SIG: Take _______ tablet(s) orally once weekly
Dispense quantity needed for 28 days with _______ refills

PRESCRIPTION FOR QUICKSTART PROGRAM
Select formulation for OJEMDA:

Oral Suspension (0.30 m2 to 0.89 m2 BSA)
   0.30 m2 to 0.35 m2 BSA (5 mL, 125 mg)
   0.36 m2 to 0.42 m2 BSA (6 mL, 150 mg)
   0.43 m2 to 0.48 m2 BSA (7 mL, 175 mg)
   0.49 m2 to 0.54 m2 BSA (8 mL, 200 mg)
   0.55 m2 to 0.63 m2 BSA (9 mL, 225 mg)
   0.64 m2 to 0.77 m2 BSA (11 mL, 275 mg)
   0.78 m2 to 0.83 m2 BSA (12 mL, 300 mg)
   0.84 m2 to 0.89 m2 BSA (14 mL, 350 mg)
   Other: _________ m2 BSA ( _________ mg)

SIG: Take _______ mL orally once weekly
Tablets (≥0.90 m2 BSA)

   0.90 m2 to 1.12 m2 BSA (400 mg once weekly, 4 x 100 mg)
   1.13 m2 to 1.39 m2 BSA  (500 mg once weekly, 5 x 100 mg)
   ≥1.40 m2 BSA (600 mg once weekly, 6 x 100 mg)
   Other: __________ m2 BSA ( _________ mg)

SIG: Take _______ tablet(s) orally once weekly
Dispense quantity needed for 28 days with PRN (as needed) 
refills according to program rules

For additional questions, call EveryDay Support From Day One at 
855-DAY1-BIO/855-329-1246. A Patient Navigator can help. 
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EveryDay Support From Day OneTM 
Enrollment Form

By signing below, I am enrolling in the EveryDay Support From Day One patient support 
program (the “Program”). I authorize Day One Biopharmaceuticals, Inc., its affiliates, business 
partners, vendors, and other agents (“Day One Biopharmaceuticals”) to provide Program 
services for which I am eligible, which may include disease and medication education, 
medication and adherence communications, and related support services, including 
medication dispensing, insurance coverage and financial assistance. If eligible, I agree to my 
enrollment in the Copay Assistance Program. I authorize the Program to use my information 
and information from other sources to estimate my income, if needed, to assess eligibility 
for financial assistance programs. Upon request, the Program will provide me any consumer 
reporting agency’s name and address that provided a report.
I understand that Day One Biopharmaceuticals, with my authorization, may use and share 
my information with my health care providers, pharmacies, and health insurance plans, to 
provide Program services, or as required to meet its legal obligations. I authorize Day One 
Biopharmaceuticals to contact me by mail, telephone, and email (and by text if I consent below) 
regarding the Program and to share information about Day One Biopharmaceuticals products, 
promotions, services, or research studies, which contact may include surveys about such 
information or the Program. I further authorize Day One Biopharmaceuticals to de-identify my 
information for use in performing research, education, business analytics, and marketing studies 
or for other purposes. This marketing may be based on the information I provide, including any 
health information shared above. I understand this Authorization expires ten years from the date 
signed below, or earlier under applicable law, unless I revoke it sooner. I understand that I may 
receive a copy of this Authorization. I understand I do not have to enroll in the Program, and if I 
do not enroll I can still receive my medication as prescribed by my physician. I understand that I 
may opt out of individual Program services, marketing communications or the Program entirely 
at any time by notifying the Program at 855-332-9663 or by writing to EveryDay Support From 
Day One at PO Box 15711, Pittsburgh, PA 15244.

PATIENT AUTHORIZATION
For Disclosure of Personal Health Information, Program Participation and Marketing Materials

AUTHORIZATION TO SHARE HEALTH INFORMATION

I authorize my health care providers, pharmacies, and health insurers to use and to disclose 
to Day One Biopharmaceuticals, Inc., its affiliates, business partners, vendors, and other 
agents (collectively, “Day One Biopharmaceuticals”) my health information, including 
information about my medical condition and treatment, health insurance and claims, and 
prescriptions (“my Information”) to enable my participation in the EveryDay Support From 
Day One patient support program (the “Program”).

Continued on next page

Patient First Name: ______________________  Patient Last Name: __________________________________  DOB: ____ /____ /______

Prescriber First Name: _____________________________  Prescriber Last Name: ____________________________________________

  Monday–Friday 8 AM–8 PM ET  855-332-9663   www.everydaysupport.com  855-DAY1-BIO/855-329-1246

Scan QR code or visit www.everydaysupport.com/consent to submit 
the Patient Authorization online or continue to fill out below.

4

EveryDay Support From Day OneTM 
Enrollment Form

AUTHORIZATION TO SHARE HEALTH INFORMATION (continued)

Once my Information has been disclosed, I understand that privacy laws may no longer 
protect it from further disclosure but that Day One Biopharmaceuticals will only use or 
disclose it as authorized by me or by law. By providing my email address, I acknowledge the 
risk associated with communicating personal health information via email and understand 
that Day One Biopharmaceuticals will use secure methods for storage and transmission. I 
understand the pharmacy that dispenses my medication may receive payment from Day 
One Biopharmaceuticals in exchange for my Information or for providing Program support 
services. I understand I may decide not to sign this Authorization, and such decision will not 
affect my ability to obtain medical treatment or medication from my health care providers or 
my eligibility for health insurance benefits. However, if I do not sign this Authorization, I will 
not be eligible for the Program. I understand that this Authorization expires ten years from 
the date signed below or earlier under applicable law, unless I revoke it sooner. I may revoke 
this Authorization at any time by calling 855-DAY1-BIO or by notifying EveryDay Support 
From Day One in writing at PO Box 15711, Pittsburgh, PA 15244. Revoking this Authorization 
will end future use and disclosure of my Information and my Program participation, but 
it will not affect any use or disclosure of my Information prior to its effective revocation. I 
understand I may request a signed copy of this Authorization.

By checking here, I certify that I expressly consent to receive text messages 
regarding enrollment updates and alerts from EveryDay Support From Day One alerts 
at the mobile telephone number that I provided, and I agree to notify EveryDay Support 
From Day One promptly if my number changes. I understand message frequency 
varies by user and my wireless service provider’s message and data rates may apply. I 
understand that I can opt out of future text messages at any time by texting STOP to  
855-329-1246 from my mobile phone or text HELP for additional support. If this box is 
left unchecked, I understand I will not receive text messages. Complete terms of use 
and privacy policy can be found at www.dayonebio.com/privacy.

My signature certifies that I have read, understood, and agree to the release and use 
of my personal information pursuant to the Authorization to Use and Disclose Personal 
Information and as otherwise stated on this form.

Day One, the Day One logo, and EveryDay Support From Day One are trademarks or registered trademarks of Day One 
Biopharmaceuticals, Inc.
©2024 Day One Biopharmaceuticals, Inc. All rights reserved. ADMIN-US-0007, 04/24 (v1.0).

Patient First Name: ________________________  Patient Last Name: _______________________________________  DOB: ____ /____ /______

Legal Guardian First Name: ___________________________  Legal Guardian Last Name: ____________________________________________

_______________________________________________________________________________    ______ /______ /_________
Signature of Patient or Legal Guardian (if patient is under 18 years of age)                   DateSign Here

  Monday–Friday 8 AM–8 PM ET  855-332-9663   www.everydaysupport.com  855-DAY1-BIO/855-329-1246

NOTE: Your patient 
or their legal guardian 
must provide consent  
to participate in 
EveryDay Support From 
Day One programs.

The enrollment form is also available in Spanish. Patients can download the 
form at www.everydaysupport.com/patient/get-started.

https://www.dayonebio.com/ojemda-USPI
http://www.everydaysupport.com/consent
http://www.everydaysupport.com/patient/get-started


8 9
Please see additional Important Safety Information on 
pages 24-25 and accompanying full Prescribing Information.

Insurance and 
 C

overage Support
Financial A

ssistance  
for Your Patients

Specialty  
Pharm

acies
Im

portant 
 Safety Inform

ation
EveryD

ay Support 
 From

 D
ay O

ne

Your Support Team

Patient Navigators
Patient Navigators are the primary contact to help you and your patients’  
families navigate the health insurance process and entire treatment journey. 
They can provide personalized support to:

Explain health insurance coverage for OJEMDA to patients and help them stay informed 
throughout the insurance approval process

Determine eligibility for financial assistance options, if needed

Communicate with the patient’s health insurance plan to help minimize treatment delays

Help with appeals and reauthorizations as needed

Coordinate with the specialty pharmacy to provide ongoing shipment and treatment support

Field Reimbursement Managers
Field Reimbursement Managers are resources for you and your staff  
who provide extensive regional health insurance plan expertise,  
patient-specific support, and help streamline access and reimbursement. 
Your Field Reimbursement Manager can provide this assistance onsite 
or via telephone. If needed, they can provide education for providers and 
office staff about services offered by EveryDay Support From Day One.
A Patient Navigator can connect you to your regional  
Field Reimbursement Manager.

Remind your patients and their families they may receive a 
phone call from a number they do not recognize. It is important 
they answer and return all their calls. We recommend saving 
these numbers to the contact list in their phone. For questions about EveryDay Support From Day One,  

contact us at 855-DAY1-BIO/855-329-1246.

Specialty Pharmacies
Our specialty pharmacy partners, Biologics and Onco360, will ship 
OJEMDA to your patient’s home.
They will have pharmacists and nurses on staff who can help your 
patients and their families with product education, dosing and 
administration, and side effect management. They can also provide 
ongoing product support and helpful reminders when it is time to 
refill their prescription. See pages 22-23 for more information.

Our Patient Navigator team has extensive expertise in helping patients  
and caregivers access their oncology medications. To meet the team,  
go to www.everydaysupport.com/hcp/your-support-team.

https://www.dayonebio.com/ojemda-USPI
http://www.everydaysupport.com/hcp/your-support-team
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Please see additional Important Safety Information on 
pages 24-25 and accompanying full Prescribing Information.

Insurance and Coverage Support Benefits Investigations

EveryDay Support From Day One and our specialty pharmacy partners will provide you with regular  
updates throughout the access journey. 

Coordination across stakeholders
You, your staff, your patients, and their families can rely on a dedicated Patient Navigator at EveryDay  
Support From Day One as the primary point of contact to help navigate the health insurance process.  

We provide coverage support for your patients and practice, including: 

Benefits investigations Prior authorization and 
appeals support 

Updates on coverage 
changes

See pages 11-19 for more details on the types of 
coverage support EveryDay Support From Day One 
can offer, as well as helpful resources you can use 
throughout the insurance process.

EveryDay Support From Day One can review your patient’s health insurance coverage for OJEMDA.* 

We can conduct a benefits investigation to help you, your patients,  
and their families determine:

If OJEMDA is covered

Prior authorization requirements†

The out-of-pocket costs for OJEMDA, so patients and their families can  
determine if financial assistance might be needed

If there are concerns about out-of-pocket costs for OJEMDA, financial 
assistance may be available. See pages 20-21 for more information.

 *Approval processes and prior authorization requirements vary by health insurance plan.
 †Completion and submission of documentation to the health insurance plan is the 
responsibility of the health care provider and their patients/legal guardians.

https://www.dayonebio.com/ojemda-USPI
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Please see additional Important Safety Information on 
pages 24-25 and accompanying full Prescribing Information.

Prior Authorization Support Appeals and Reauthorization Support

EveryDay Support From Day One can help you as you prepare a prior authorization request for your patient.* 

We can help your practice with prior authorizations by:

Confirming health insurance plan requirements and processes

Determining required documentation†

Following up with health insurance plan regarding prior authorization status

Denials and appeals
If the patient’s health plan has denied coverage for OJEMDA, it may be necessary to submit an appeal. 
EveryDay Support From Day One can assist in determining the reason(s) for denial and can help with the 
appeal process.

Consider submitting a Letter of Medical Necessity and supporting clinical 
documentation with your prior authorization request (see pages 14-15). 

Quick tip: You may need to submit patient clinical 
documentation for reauthorization.

 *Approval processes and prior authorization requirements vary by health insurance plan. 
 †Completion and submission of documentation to the health insurance plan is the 
responsibility of the health care provider and their patients/legal guardians.

Here are some common reasons for coverage denials that may be resolved 
through the appeal process:
• New drug: Not yet reviewed by payer and considered non-formulary
• Missing information: Coverage request is missing information or there was  

a data entry error
• Prior authorization required: Prior authorization not submitted with coverage request†

• Health insurance information: Patient’s insurance changed or coverage has lapsed  

Quick tips to consider when submitting a prior authorization
• Confirm the health insurance plan’s process and guidelines for prior authorizations  

(these may differ across health insurance plans). EveryDay Support From Day One can 
help you with this  

• Double check that the patient information is accurate and complete
• Keep complete records and log all phone calls you make to the patient’s health 

insurance plan

Don’t forget reauthorization
Our reauthorization notifications will alert you when a prior authorization is due to expire so your patients 
don’t lose their coverage for OJEMDA. Reauthorization assistance through EveryDay Support From  
Day One can help avoid gaps in coverage.
Typically, reauthorization is required every 6 to 12 months, but is subject to the individual requirements of 
each patient’s health insurance plan.†

See additional helpful resources, such as a Sample Letter of Appeal  
and suggested supporting documentation on pages 16-17.

https://www.dayonebio.com/ojemda-USPI
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Please see additional Important Safety Information on 
pages 24-25 and accompanying full Prescribing Information.

Sample Letter of Medical Necessity

For use when submitting a prior authorization

Sample Letter of Medical Necessity

Instructions: Below is a sample Letter of Medical Necessity that can be used as a template. Please customize this letter by 
replacing the text in red with patient-specific details. It is recommended that this letter be written on practice letterhead.

 
[Date]  
[Insurance company]
Attn: [Contact Name] 
[Street address]
[City, State ZIP]

Patient Name: [___________] 
Policy #: [___________]
Group #: [___________]
Date of Birth: [___________]

RE: Request authorization for treatment with OJEMDA™ (tovorafenib)
  
To Whom It May Concern:

I am writing on behalf of [Patient’s Name] to document the medical necessity for treatment with OJEMDA™ (tovorafenib), and 
to provide information about my patient’s medical history and rationale for treatment. Below is more detail regarding [Patient’s 
Name] medical and treatment history with relevant supporting information.

Summary of Medical History
[Insert relevant information regarding the patient’s diagnosis, such as:

• Patient’s age, diagnosis, date of diagnosis, BRAF alteration type, and relevant ICD-10-CM code(s)
• Treatment history, including previous treatments and reasons for discontinuation, documented lack of response or 

tolerability, documented disease progression
• Current medical condition and description of disease severity (include any sequelae or tumor complications to reinforce 

the need for treatment)]

Treatment Rationale
Considering the patient’s medical history, current medical condition and prior treatments, I believe OJEMDA is warranted, 
appropriate, and medically necessary for [Patient’s Name]. I have reviewed the OJEMDA Prescribing Information and 
FDA-approved indication, and based on my clinical judgment, [Patient’s Name] will benefit from OJEMDA. 
[Insert rationale for drug necessity and any other relevant information for prescribing OJEMDA for your patient.]

If you require additional information to support approval of treatment with OJEMDA, please contact me at [Physician’s 
telephone/fax numbers and office email address].

Thank you for your consideration. 

Sincerely,

[Physician’s Name and Credentials]

Attachments
Enclosed is the following documentation in support of this matter:
[Attach relevant clinical documentation to support medication use]

Download a Sample Letter of Medical Necessity and checklist 
at www.everydaysupport.com/hcp/resources.

Important information to include in your Letter 
of Medical Necessity:
• Patient name, date of birth, insurance group number, 

insurance policy number, and patient case ID number
• Patient’s age, diagnosis, date of diagnosis,  

BRAF alteration type
• Patient medical history
• Treatment history, including previous treatment(s) 

received and reasons for discontinuation
• Clinical rationale for treatment with OJEMDA

Additional information you may want to include 
along with your prior authorization:
• Patient clinical documentation:

 −  Pathology reports and/or molecular testing reports 
documenting BRAF alteration

 − Recent imaging report
 − Relevant ICD-10-CM diagnosis code(s)

• Clinical notes and medical record, including: 
 −  Previous treatment(s) and reason for discontinuation
 −  Documented disease progression or lack of response

• Tumor board recommendation (if available) 

Additional information about OJEMDA:
• Relevant peer-reviewed articles
• U.S. Food and Drug Administration (FDA) approval letter
• Prescribing Information 

Be sure to confirm the health insurance plan’s process and 
guidelines for prior authorizations. These may vary across 
health insurance plans. EveryDay Support From Day One 
can help with this.

BRAF=v-raf murine sarcoma viral oncogene homolog B1; ICD-10-CM=International Classification 
of Diseases, 10th Revision, Clinical Modification.

https://www.dayonebio.com/ojemda-USPI
http://www.everydaysupport.com/hcp/resources
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Please see additional Important Safety Information on 
pages 24-25 and accompanying full Prescribing Information.

Sample Letter of Appeal

For use when appealing a coverage denial

Sample Appeal Letter

Instructions: Below is a sample appeal letter that can be used as a template. Please customize this letter by replacing the 
text in red with patient-specific details. It is recommended that this letter be written on practice letterhead.

  
[Date]  
[Insurance company]
Attn: [Contact Name] 
[Street address]
[City, State ZIP]

Patient Name: [___________] 
Policy #: [___________]
Group #: [___________]
Date of Birth: [___________]
Case ID #: [___________]

RE: Appeal of Denial for [Patient’s Name]
  
To Whom It May Concern:

I am writing on behalf of [Patient’s Name] to appeal the denial of coverage for OJEMDA™ (tovorafenib). 

On [Date], my request for coverage of OJEMDA for [Patient’s Name] was denied due to [include denial reasons]. I am now 
requesting that you reconsider and reverse your decision. 

I have included additional information to support my decision to treat my patient, including information on [Patient’s Name] 
medical history and my medical rationale for selecting OJEMDA to be used.

Treatment Rationale
Based on my patient’s medical history, it is my clinical judgment that OJEMDA is medically necessary and appropriate for 
[Patient’s Name]. I believe not receiving this treatment would have the following impact: 
[Impact of the patient not receiving treatment and explain why the health insurance plan’s stated reason for denial and 
preferred treatment option may not be appropriate.]

Summary of Medical History
Below is a summary of [Patient’s Name] medical history:

• [Patient’s age, diagnosis, date of diagnosis, BRAF alteration type, and relevant ICD-10-CM code(s)
• Treatment history, including previous treatments and reasons for discontinuation, documented lack of response or 

tolerability, documented disease progression
• Current medical condition and description of disease severity (include any sequelae or tumor complications to reinforce 

the need for treatment)]

I have included the following clinical documentation in support of this matter: 
[Attach relevant clinical documentation to support medication use.]

If you require additional information to support approval of treatment with OJEMDA, please contact me at [Physician’s 
telephone/fax numbers and office email address]. I look forward to your response and approval for treatment with OJEMDA.

Thank you for your consideration. 

Sincerely,

[Physician’s Name and Credentials]

[Attachments: Enclose supporting documentation]

Download a Sample Letter of Appeal and checklist  
at www.everydaysupport.com/hcp/resources.

Important additional information to include in your 
appeal letter:
• Health plan’s stated reason for denial, date of denial, 

and rationale to address
• Information to address denial
• The Letter of Medical Necessity
• Treatment summary, including previous treatment(s) 

received and reasons for discontinuation
• Clinical rationale for treatment with OJEMDA,  

including impact of not being treated

Additional information you may want to include  
with your appeal letter: 
• Pathology reports and/or molecular testing reports 

documenting BRAF alteration
• Recent imaging report
• Relevant ICD-10-CM diagnosis code(s)
• Clinical notes and medical record, including: 

 − Previous treatment(s) and reason for discontinuation
 − Documented disease progression or lack of response

• Tumor board recommendation (if available) 

Additional information about OJEMDA:
• Relevant peer-reviewed articles
• U.S. Food and Drug Administration (FDA) approval letter
• Prescribing Information

Be sure to confirm the health insurance plan’s process and 
guidelines for prior authorizations. These may vary across 
health insurance plans. EveryDay Support From Day One 
can help with this.

https://www.dayonebio.com/ojemda-USPI
http://www.everydaysupport.com/hcp/resources
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Please see additional Important Safety Information on 
pages 24-25 and accompanying full Prescribing Information.

EveryDay Support From Day One Can Help 
With the Coding Process

The appropriate ICD-10-CM diagnosis codes and NDCs are required for billing, checking benefits, and 
other documents and forms related to coverage. See sample coding below for pLGG and OJEMDA NDCs*:   

ICD-10-CM Diagnosis Codes National Drug Codes (NDCs)1

Note: There is no ICD-10-CM code specific to pLGG. 
The codes provided here are not a complete list of 
potential ICD-10-CM codes. Correct coding is the 
responsibility of the provider submitting the claim. 
Health insurance plan requirements for coding may 
vary. Be sure to check with individual health insurance 
plans for their preferred coding.

C71.0 Malignant neoplasm of cerebrum, except lobes and ventricles

C71.1 Malignant neoplasm of frontal lobe

C71.2 Malignant neoplasm of temporal lobe

C71.3 Malignant neoplasm of parietal lobe

C71.4 Malignant neoplasm of occipital lobe

C71.5 Malignant neoplasm of cerebral ventricle

C71.6 Malignant neoplasm of cerebellum

C71.7 Malignant neoplasm of brain stem

C71.8 Malignant neoplasm of overlapping sites of brain

C71.9 Malignant neoplasm of brain, unspecified

C72.0 Malignant neoplasm of spinal cord

C72.9 Malignant neoplasm of central nervous system, unspecified

C72.30 Malignant neoplasm of unspecified optic nerve

C72.31 Malignant neoplasm of right optic nerve

C72.32 Malignant neoplasm of left optic nerve

C72.5 Malignant neoplasm of unspecified cranial nerve

C72.59 Malignant neoplasm of other cranial nerves

D43.0 Neoplasm of uncertain behavior of brain, supratentorial 

D43.1 Neoplasm of uncertain behavior of brain, infratentorial 

D43.2 Neoplasm of uncertain behavior of brain, unspecified 

D43.3 Neoplasm of uncertain behavior of cranial nerves

D43.8 Neoplasm of uncertain behavior of other specified parts of central nervous system

D33.0 Benign neoplasm of brain, supratentorial

D33.1 Benign neoplasm of brain, infratentorial

D49.6 Neoplasm of unspecified behavior of brain

CODE CODEDESCRIPTION DESCRIPTION

10-digit 11-digit

82950-012-01 82950-0012-01 Each bottle delivers 300 mg of tovorafenib in 12 mL

82950-001-16 82950-0001-16 Tovorafenib 100-mg tablets, 16 count

82950-001-20 82950-0001-20 Tovorafenib 100-mg tablets, 20 count

82950-001-24 82950-0001-24 Tovorafenib 100-mg tablets, 24 count

Health insurance plan requirements regarding use of a 10-digit or 11-digit 
NDC may vary. Both formats are listed here for your reference.

pLGG=pediatric low-grade glioma.
 *Correct coding is the responsibility of the health care provider.

https://www.dayonebio.com/ojemda-USPI
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Please see additional Important Safety Information on 
pages 24-25 and accompanying full Prescribing Information.

EveryDay Support From Day One Can Help 
Your Patients Pay for OJEMDA™ (tovorafenib) Referrals to Independent Organizations

Referrals to charitable foundations
EveryDay Support From Day One will connect your patients and their 
families to charitable foundations that may be able to provide assistance 
for other treatment-related costs.‡

Referrals to patient support organizations 
EveryDay Support From Day One can refer your patients and their 
families to independent organizations that may be able to provide 
important support and education so they can make informed 
decisions about their next steps.

For more information about financial assistance and referrals to 
independent organizations for your patients, reach out to EveryDay 
Support From Day One at 855-DAY1-BIO/855-329-1246 from  
8 am–8 pm ET, Monday–Friday.

 ‡Day One Biopharmaceuticals has no involvement or influence in independent organizations’ decision-making or eligibility criteria. These 
organizations have their own eligibility criteria. EveryDay Support From Day One does not influence or control the decisions of these 
outside organizations.

Patient Assistance Program
Eligible families who don’t have health insurance or are underinsured may be 
able to get OJEMDA for free through EveryDay Support From Day One.

 Eligibility criteria

QuickStart or Coverage Interruption Programs
If your patient’s treatment with OJEMDA is delayed or interrupted due to 
insurance-related issues, EveryDay Support From Day One can determine if 
they may be eligible for support to help avoid treatment interruptions.

OJEMDA Copay Program 
Your patients may be eligible to participate in the copay program and reduce their 
out-of-pocket costs for OJEMDA (copay, co-insurance, or deductible) to as little  
as $0 per month.* 
Once enrolled in EveryDay Support From Day One, a Patient Navigator will  
review the eligibility criteria and process with the legal guardian and/or patient.

Eligibility criteria Have a valid prescription for OJEMDA

Be commercially insured

Reside in the United States or Puerto Rico†

After your patient is prescribed OJEMDA and is enrolled in EveryDay Support From Day One, the patient or legal 
guardian will receive a welcome call from their Patient Navigator to discuss financial support options. Their  
Patient Navigator will determine if the patient qualifies for financial assistance and can help connect patients  
and their families with outside organizations that may be able to assist with other treatment-related costs.

 *Restrictions and eligibility requirements apply. Not available for those with government insurance. 
Maximum benefit applies. Please see www.everydaysupport.com/hcp/copay-terms-and-conditions 
for full terms and conditions.
 †Documentation of residency is not required.

Patients must:

Patients must:

Have a valid prescription for OJEMDA

Meet certain income criteria

Reside in the United States or Puerto Rico†

https://www.dayonebio.com/ojemda-USPI
http://www.everydaysupport.com/hcp/copay-terms-and-conditions
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Please see additional Important Safety Information on 
pages 24-25 and accompanying full Prescribing Information.

Specialty Pharmacies

EveryDay Support From Day One and our specialty pharmacy partners will work together seamlessly 
throughout your patient’s treatment journey.

Our specialty pharmacy partners are staffed with nurses and pharmacists with deep expertise in working 
with children and families with cancer. They will provide your patients and their families with ongoing 
treatment education and support. 

They will:

Call patients to schedule shipments and text refill reminders 

Provide counseling with a pharmacist on how to take OJEMDA

Prepare patients for potential side effects and ways to manage them*

Advise patients or their legal guardians on how to prepare, measure, and administer  
a liquid formulation of the medicine with live video calls for assistance, if needed

Provide ongoing clinical support for OJEMDA treatment as needed

Our specialty pharmacy partners are here to provide high-touch, 
personalized support for OJEMDA.

OJEMDA is available through 2 specialty pharmacies:

Remind your patients and/or their legal guardian:  
The specialty pharmacy will contact them regarding 
product shipment, product administration, and education.
They may receive a phone call from a number they do not 
recognize. It is important they answer and return all their 
calls to minimize delays. 

*Patients should contact their care team for medical advice about side effects.

Phone number: 800-850-4306
Fax number: 800-823-4506 
Website: www.biologicsinc.com
Available 8 am to 8 pm ET, Monday through Friday. 

Phone number: 877-662-6633
Fax number: 877-662-6355 
Website: www.onco360.com
Available 8 am to 8 pm ET, Monday through Friday.

https://www.dayonebio.com/ojemda-USPI
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INDICATION
OJEMDA™ (tovorafenib) is indicated for the treatment of patients 6 months of age and older 
with relapsed or refractory pediatric low-grade glioma (LGG) harboring a BRAF fusion or 
rearrangement, or BRAF V600 mutation.
This indication is approved under accelerated approval based on response rate and duration 
of response. Continued approval for this indication may be contingent upon verification and 
description of clinical benefit in a confirmatory trial(s).

IMPORTANT SAFETY INFORMATION
Warnings and Precautions
Hemorrhage
Hemorrhage, including major hemorrhage defined as symptomatic bleeding in a critical area 
or organ, can occur with OJEMDA. Advise patients and caregivers of the risk of hemorrhage 
during treatment with OJEMDA. Monitor for signs and symptoms of hemorrhage and 
evaluate as clinically indicated. Withhold and resume at reduced dose upon improvement, or 
permanently discontinue based on severity.

Skin Toxicity Including Photosensitivity
OJEMDA can cause rash, including maculopapular rash and photosensitivity. Monitor for new 
or worsening skin reactions. Consider dermatologic consultation and initiate supportive care 
as clinically indicated. Withhold, reduce the dose, or permanently discontinue OJEMDA based 
on severity of adverse reaction. 
Photosensitivity 
Advise patients to use precautionary measures against ultraviolet exposure such as use of 
sunscreen, sunglasses, and/or protective clothing during treatment with OJEMDA. Withhold, 
reduce the dose, or permanently discontinue OJEMDA based on severity of adverse reaction.

Hepatotoxicity 
OJEMDA can cause hepatotoxicity. Monitor liver function tests, including ALT, AST and 
bilirubin, before initiation of OJEMDA, one month after initiation and then every three months 
thereafter and as clinically indicated. Withhold and resume at the same or reduced dose upon 
improvement, or permanently discontinue OJEMDA based on the severity.

Important Safety Information

Effect on Growth 
OJEMDA can cause reductions in growth velocity. Growth velocity recovered after 
interruption of treatment with OJEMDA. Routinely monitor patient growth during treatment 
with OJEMDA.

Embryo-Fetal Toxicity 
Based on findings from animal studies and its mechanism of action, OJEMDA may cause 
fetal harm when administered to a pregnant woman. Advise pregnant women and females of 
reproductive potential of the potential risk to a fetus. 
Advise females of reproductive potential to use effective nonhormonal contraception during 
treatment with OJEMDA and for 28 days after the last dose, since OJEMDA can render 
some hormonal contraceptives ineffective. Advise male patients with female partners of 
reproductive potential to use effective nonhormonal contraception during treatment with 
OJEMDA and for 2 weeks after the last dose.

NF1 Associated Tumors 
Based on nonclinical data in NF1 models without BRAF alterations, tovorafenib may promote 
tumor growth in patients with NF1 tumors. Confirm evidence of a BRAF alteration prior to 
initiation of treatment with OJEMDA.

Adverse Reactions
The most common adverse reactions (≥30%) were rash, hair color changes, fatigue, viral 
infection, vomiting, headache, hemorrhage, pyrexia, dry skin, constipation, nausea, dermatitis 
acneiform, and upper respiratory tract infection.

Please see accompanying full Prescribing Information.

https://www.dayonebio.com/ojemda-USPI


With EveryDay Support From Day One, you can expect:

Coordination with your patients’ health insurance to obtain initial and ongoing coverage

Financial support options to help with affordability for your patients and their families

Support to ensure OJEMDA is shipped from our specialty pharmacy partners to your 
patients’ home

Education and dosing support as needed for your patients and their families

Ongoing shipment and treatment support

Day One, the Day One logo, OJEMDA, the OJEMDA logo, and EveryDay Support From Day One are 
trademarks or registered trademarks of Day One Biopharmaceuticals, Inc. All other trademarks are 
the property of their respective owners.

©2024 Day One Biopharmaceuticals, Inc. All rights reserved. TOVO-US-0006, 04/24 (v1.0).

Please see additional Important Safety Information on pages 24-25 
and accompanying full Prescribing Information.

Enroll your patients in EveryDay Support From Day One by downloading  
the enrollment form at www.everydaysupport.com/hcp/enroll-now.
Reach out to EveryDay Support From Day One for any questions at 
855-DAY1-BIO/855-329-1246 from 8 am–8 pm ET, Monday–Friday.

Reference: 1. OJEMDA. Prescribing Information. Day One Biopharmaceuticals, Inc.; 2024. 

EveryDay Support From 
Day One—Simplifying 
the Process to Help 
Patients Start and Stay on 
OJEMDA™ (tovorafenib)

Sawyer, lives with pLGG.

https://www.dayonebio.com/ojemda-USPI
http://www.everydaysupport.com/hcp/enroll-now
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