Introducing the G1 to One™ Patient Support Program

Your Single Source for Access and
Affordability Solutions
Our team of reimbursement experts are available from 8 AM–8 PM ET to answer
questions regarding coverage, prior authorization, appeals, co-pay support, and
more. Completing the G1 to One™ enrollment form enables your dedicated Case
Manager to help streamline the process of getting your eligible patients started
on therapy. Your Case Manager can offer one-to-one support to ensure your eligible
patients have access to the therapy they need.
G1 to One offers a suite of solutions to common access and reimbursement
hurdles, such as:
• Benefits verifications for patient coverage and out-of-pocket responsibilities
• Providing payer-specific guidance for prior authorizations and appeals to address
patient needs
• Offering solutions for insurance-related delays
• Connecting patients, regardless of insurance type, to appropriate resources that
can address high deductibles, co-pays/coinsurance, or even a lack of coverage*
*Patients must express need and meet certain eligibility requirements.

Simple G1 to One™ Enrollment Process
Complete and submit the form to enroll patients in G1 to One.
• D
 ownload the enrollment form at
www.G1toOne.com

G1 to One™ ENROLLMENT FORM FOR COSELA™ (trilaciclib)
Fax the completed three-page enrollment form to 1-833-FAX-G121 (1-833-329-4121)
Please check for the form of patient support being requested:
Coverage Support (Benefits Investigation, Prior Authorization Assistance, and/or Appeals Support)
Financial Assistance (Co-pay Assistance, Patient Assistance Program)

1. PATIENT INFORMATION
Patient First Name

Patient Last Name

Gender

Height (in)

Weight (lbs)

Street Address

City

State

ZIP Code

Phone #

Date of Birth

Preferred Language

Alt. Contact First Name

Alt. Contact Last Name

Alt. Contact Relationship

Alt. Contact Phone #

Male

• F
 ax the completed form to
1-833-FAX-G121 (1-833-329-4121)

Female

2. PRESCRIBER/TREATMENT SETTING (*REQUIRED FIELDS)

• S
 ubmitting the completed form will initiate
a benefits investigation that includes coverage
status, prior authorization requirements, and
patient out-of-pocket treatment costs. This
information will be provided to your practice†

Prescriber First Name*

Prescriber Last Name*

State Where Licensed*

State License #*

Prescriber Type

NPI #*

Tax ID #*

PTAN #*

Treatment Setting/Billing Entity

Treatment Setting Address*

City*

State*

ZIP Code*

Primary Contact Name

Title/Role

Primary Phone #

Primary Fax #

Primary Email

Infusion Clinic/
Physician Office
Hospital Outpatient
Hospital Inpatient

3. INSURANCE INFORMATION
Medicare

Medicaid

Commercial/Private

Other

Please attach a copy of both sides of the patient’s insurance card.
Primary Insurance

Policy ID #

Group #

Phone #

Subscriber First Name

Subscriber Last Name

Subscriber Date of Birth

Patient Relationship to Subscriber

Secondary Insurance

Policy ID #

Group #

Phone #

Subscriber First Name

Subscriber Last Name

Subscriber Date of Birth

Patient Relationship to Subscriber
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Call us at 1-833-G1toOne
(1-833-418-6663)
Monday–Friday (8 AM to 8 PM ET)

Email us at
Enroll@G1toOne.com

Fax us the completed enrollment
form at 1-833-FAX-G121
(1-833-329-4121)

Visit us at
www.G1toOne.com

Enrollment does not guarantee benefits.

†

Resources to assist with coverage and reimbursement
Download these helpful resources at www.G1toOne.com
CODING AND
BILLING GUIDE

HCPCS Level II codes1-3:
J3490 Unclassified drugs
C9399 Unclassified drugs or biologicals—for billing Medicare
in the hospital outpatient setting (HOPD)

PHYSICIAN/PRACTICE LETTERHEAD

PHYSICIAN/PRACTICE LETTERHEAD

[Payer Name]
ATTN: [Contact Title/Medical Director]
[Contact Name (if available)]
[Payer Address] [City, State ZIP]

POSSIBLE CODING OPTIONS FOR COSELA FOR INJECTION, FOR INTRAVENOUS USE
CPT® codes4:
96365 Intravenous (IV) infusion, for therapy, prophylaxis,
or diagnosis (specify substance or drug); initial,
up to 1 hour

[Date]

[Payer Name]
ATTN: [Contact Title/Medical Director]
[Contact Name (if available)]
[Payer Address] [City, State ZIP]

Re: Letter of Medical Necessity for COSELA™ (trilaciclib)
Patient: [Patient First and Last Name]
Date of Birth: [MM/DD/YYYY]
Subscriber ID Number: [Insurance ID Number]
Subscriber Group Number: [Insurance Group Number]
Case ID Number: [Case ID Number (if available)]
Dates of Service: [Dates]

Re: Claims Appeal Letter for COSELA™ (trilaciclib)
Patient: [Patient First and Last Name]
Subscriber ID Number: [Insurance ID Number]
Case ID Number: [Case ID Number (if available)]

Dear [Contact Name/Medical Director]:

Dear [Contact Name/Medical Director]:
I am writing on behalf of my patient, [Name of Patient], to appeal [Name of Health Insurance Company]’s
decision to deny coverage for COSELA (trilaciclib) for injection, which is prescribed to decrease the incidence
of chemotherapy-induced myelosuppression in adult patients when administered prior to a platinum/etoposidecontaining regimen or topotecan-containing regimen for extensive-stage small cell lung cancer. Based on your
letter of denial dated [Date], that coverage has been denied for the following reason(s), [List the Specific
Reason(s) for the Denial as Stated in the Denial Letter].

I am writing on behalf of my patient, [Patient First and Last Name], to document medical necessity for treatment
with COSELA (trilaciclib) for injection. This letter provides information about my patient’s medical history and
diagnosis and a summary of [his/her] treatment plan.
[Patient Name] is [a/an] [age]-year-old [male/female] diagnosed with extensive-stage small cell lung cancer
(ES-SCLC) as of [date]. [He/She] has been in my care since [date], having been referred to me by [Referring
Physician Name] for [reason].

FIND IN THIS GUIDE
This guide provides coding
and reimbursement information
for COSELA™ (trilacilib) when
administered in hospital outpatient
and freestanding facility settings

• Overview of codes (NDC, ICD-10-CM, CPT, and HCPCS)
• Appendix:
– Sample annotated physician office billing CMS-1500
– Sample annotated hospital outpatient billing
CMS-1450/UB-04
• G1 to One™ Patient Support Program information

[Brief summary of relevant past medical history/prior therapies for SCLC, including a brief description of the
patient’s diagnosis, including the ICD-10-CM code, the severity of the patient’s condition, prescribed drug names
and doses, duration of and responses to therapy, disease relapses/recurrences, rationale for dose modifications/
discontinuations as well as other factors, such as underlying health issues or advanced age].

Patient History and Diagnosis
[Provide a Brief Description of the Patient’s Medical Condition]
[Include a Short Summary of the Patient’s Medical/Medication History]

[Brief summary of rationale for treatment with COSELA. This includes history of neutropenia and/or anemia with
prior treatment(s), presence of chemotherapy-induced myelosuppression (CIM) risk factors [see prior authorization checklist for list of CIM risk factors], extenuating epidemiologic circumstances (eg, COVID-19 pandemic),
and/or other reasons].

[Explain why you believe it is Medically Necessary for Patient to receive COSELA]
[Describe the Potential Consequences to the Patient if they do not receive COSELA]
[Include COSELA Indication Information]

On [Date], the FDA approved COSELA to decrease the incidence of chemotherapy-induced myelosuppression in
adult patients when administered prior to a platinum/etoposide-containing regimen or topotecan-containing
regimen for extensive-stage small cell lung cancer. [Include plan of treatment (dosage, length of treatment) and
clinical practice guidelines that support the use of COSELA. Consider any additional information that supports
treatment].
G1 Therapeutics provides this material for informational purposes only. This material is not an affirmative instruction as to the appropriate code(s) and
modifier(s) to use for a particular service, supply, procedure, or treatment. Physicians and providers are responsible for determining and submitting
appropriate codes, modifiers, and claims for all services they render and for determining that those services were reasonable and necessary. Actual codes
and/or modifiers used are done so at the sole discretion of the treating physician or facility. You should contact your local payer for the most recent and
specific coding and coverage guidelines, and reimbursement applicable to you. G1 Therapeutics makes no guarantee regarding medical benefit coverage
or reimbursement from any payer. Information included in this material was obtained from third-party sources and is accurate as of the time of its
publication but is subject to change without notice.

[Date]

Date of Birth: [MM/DD/YYYY]
Subscriber Group Number: [Insurance Group Number]
Dates of Service: [Dates]

[Include COSELA Administration Information]
Please see the accompanying enclosures and documentation demonstrating the medical necessity of COSELA.
I would appreciate a prompt review of this information and authorization of COSELA. I can be reached at
[provider phone number] or by fax at [provider fax number] for additional information and discussion. Thank you
for your consideration.

In summary, I believe COSELA is medically necessary for this patient. Please contact me at [Physician Phone
Number] or via email at [Physician Email] if you require additional information to ensure the prompt approval of
this request.
Sincerely,

Sincerely,

CPT codes, descriptions, and other data only are copyright 2021 American Medical Association. All Rights Reserved. Applicable FARS/HHSAR apply.

[Physician Signature]
[Physician Name and Credentials]

[Physician Signature]
[Physician Name and Credentials]

Enclosures: [List enclosures, which may include prescribing information, clinical notes/medical records, diagnostic

Enclosures: [List enclosures, which may include prescribing information, clinical notes/medical records, diagnostic test results,
Please see the full Prescribing Information.

test results, relevant peer-reviewed articles, relevant treatment guidelines, including NCCN®/NCCN®
COVID-19/ASCO® guidelines, FDA approval letter, scans showing progressive disease, pathology reports].

relevant peer-reviewed articles, relevant treatment guidelines, such as NCCN®/NCCN® COVID-19/ASCO®
myelosuppression guidelines, FDA approval letter, scans showing progressive disease, pathology reports].
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Coding and Billing Guide

Letter of Medical
Necessity Template

1

Appeals
Letter Template

Call us with questions at
1-833-G1toOne (1-833-418-6663),
or email us at
Enroll@G1toOne.com
Fax completed enrollment form to
1-833-FAX-G121 (1-833-329-4121)
Visit www.G1toOne.com for additional information
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