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LETTER OF MEDICAL NECESSITY 

 
 Date: ____________ 

Patient: ___________________________________________ 

Date of Birth: ____________________________ 

Item Prescribed: __________________________________________ 

 
WHAT IS THE SPECIFIC DIAGNOSIS THAT WARRANTED THE PRESCRIBED PRODUCT, AND HOW 

WILL THE ABOVE MENTIONED PATIENT BENEFIT BY THE PRESCRIBED PRODUCT? 

 
The above named patient requires the prescribed ______ for: 

____________________________________________________________________________________

____________________________________________________________________________________ 

 
The ______ will help: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 
Any additional information regarding the patient and/or product: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 
 
Physician Signature: _______________________________________________ 

Date: ____________________ 

 
Physician Name:  ___________________________________ 

Address:   ___________________________________ 

                 ___________________________________ 

 
Physician NPI: ___________________________________ 
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