
[Physician/Provider letterhead]

[bookmark: Sample_Letter_of_Medical_Necessity]Letter of Medical Necessity

Attention:	[Name]
[Insurance Company Name]
[Address] [City, State ZIP] 

Date: 		[Date]

Member name: [insert name] Member number: [insert number] Group number: [insert number] Claim number: [insert number]


To Whom It May Concern:

I am writing on behalf of my patient, [patient’s full name and age], to document the medical necessity of [BrandName] ([ChemicalName]) for their diagnosis of [FDA-approved diagnosis], [FDA-approved diagnosis code]. This letter provides information about the patient’s medical history and diagnosis, and includes information summarizing my treatment rationale.

Patient’s Diagnosis and History:

[Include a background summary of the patient’s clinical notes and history, date of diagnosis, previous therapies, current therapies, specific diagnosis, and the length of time the patient has been under physician’s care. It would also be helpful to include how the condition has affected the patient’s ability to participate in daily activities.]

[bookmark: Treatment_History_and_Rationale:]Treatment History and Rationale:

[Include information regarding the patient’s response to past treatment, why BrandName is medically necessary, and how BrandName will help the patient. Use supporting documentation and evidence to back up reasons behind the recommendation of medication/product or service.]

[bookmark: Summary_Statement:]Summary Statement:

[BrandName] ([ChemicalName]) is an FDA-approved [DrugType] indicated for the treatment of [FDA-approved diagnosis] in [adult and/or pediatric] patients [years] of age and older. As per this indication and the patient's medical history stated above, it is my professional opinion that [BrandName] is medically necessary for this patient. Please contact me if any additional information is required to ensure the prompt approval of [BrandName] for this patient.

Sincerely,

[Physician’s name, signature, and phone number]

Enclosed: [BrandName PI (PDF file URL)] 

