Name/Practice Name
Address Line 1
Address Line 2

City, State, Zip
Phone Number

Fax Number

Date 1

Dear Physician Name 1

Thank you for your interest in the BEACTIVE® program for patients with chronic
kidney disease. | am excited about the opportunity to collaborate with you in
managing these patients.

If you have any questions or wish to discuss ways to optimize the care of these
patients, please call our office between Timel and Time2 on  Days Of Week
at Phone

Kind regards,

Physician Name 2

ACTIVE’

In Identifying and Managing CKD
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