Medical Necessity Letter

[your name]

[your address]

[your contact information]

[recipient name]

[address]

[contact information]

Subject: Medical Necessity Letter for [medical necessity]

Dear [recipient name]

| am writing to provide essential information regarding the medical necessity of

for [patient name] , a [age] -year-old
individual
under my care. As the attending [your medical position] , | have thoroughly evaluated them
and determined that this [medical necessity] is crucial for their health and well-
being.

Patient Information:

¢ Patient's Name:

e Date of Birth:

¢ Diagnosis/Condition:

e Medical History:

Justification for Medical Necessity:




Details:

¢ Name of Treatment, Procedure, or Medical Equipment:

e Purpose/Intended Outcome:

e Duration/Frequency/Duration of Use:

| kindly request that you consider this letter as documentation supporting the medical
necessity of [medical necessity] for [patient name] . Your prompt
attention to this matter is greatly appreciated to ensure timely access to the necessary medical
intervention.

Please feel free to contact me at [contact number] or
[email address] if further information or clarification is required regarding
this request.

Thank you for your attention to this matter.

Sincerely,

[your name]

[your position]
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