Medical Necessity
Letter

Purpose of This Letter

This Medical Necessity Letter is intended to formally document and communicate a licensed healthcare provider's
professional determination that a specific medical service, procedure, device, medication, or treatment is medically
necessary for a patient. The letter is typically used to support insurance coverage requests, prior authorization
applications, reimbursement claims, appeals of coverage denials, or compliance with third-party payer or institutional

requirements.
This document is informational and evidentiary in nature and does not, by itself, guarantee coverage, reimbursement, or

approval.

Patient Information

Patient Name

Date of Birth

Patient Identification Number (if applicable)

Insurance Provider (if applicable):

Treating Healthcare Provider Information

Provider Name

Professional Title

Facility Name

Address

Contact Information



Statement of Medical Necessity

| am the treating healthcare provider for the patient identified above. Based on my professional medical judgment,
clinical evaluation, review of the patient’s medical history, and ongoing assessment, | certify that the medical service,
treatment, medication, or equipment described below is medically necessary for the patient’s diagnosis and care.

Diagnosis and Clinical Background
The patient has been diagnosed with the following medical condition(s):
Diagnosis:

This condition is supported by clinical findings, diagnostic testing, and/or documented symptoms, including but not
limited to:

Requested Medical Service or Treatment

The following medical service, procedure, medication, or equipment is being requested:

Medical Rationale

The requested service or treatment is medically necessary for the following reasons:

e [tis clinically appropriate for the patient’s diagnosed condition.

¢ |tis consistent with generally accepted standards of medical practice.

¢ |tis necessary to prevent deterioration, reduce symptoms, restore function, or improve the patient’s health status.
¢ Alternative treatments have been considered and are either ineffective, contraindicated, or not appropriate for this

patient.

Without this treatment or service, the patient may experience worsening symptoms, functional decline, increased risk of
complications, or other adverse health outcomes.

Prior or Alternative Treatments

The patient has previously received or attempted the following treatments, where applicable:

Statement of Professional Opinion

Based on my medical expertise and direct knowledge of this patient’s condition, | affirm that the requested service or
treatment is medically necessary and appropriate. This determination is made in good faith and in accordance with
accepted medical standards.



Limitations and Use of This Letter

This letter is provided for documentation and support purposes only. Coverage determinations, reimbursement
decisions, and authorization approvals are subject to the policies, guidelines, and discretion of the receiving
organization, payer, or authority.

| certify that the information provided in this letter is accurate and complete to the best of my professional knowledge.

Healthcare Provider
Title:

Healthcare Provider

Name:

Date:
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