Letter of Medical Necessity (Template*)
(For use by Provider)

[Physician’s Name]
[Physician’s Practice Name]
[Address]
[City, State ZIP Code]
[Phone Number]
[Fax Number]
[NPI Number]

Date: [Insert Date]
To: [Medical Director or Utilization Review Department]
[Health Plan Name]
[Plan Address]
[City, State ZIP Code]

Re: Letter of Medical Necessity for [Service/Medication Name]
Patient Name: [Patient Full Name]
Date of Birth: [DOB]
Member ID: [Health Plan Member ID]
Diagnosis: [Primary Diagnosis and ICD-10 Code]
Treating Physician: [Physician Name, Credentials]

Dear Medical Director,
I am writing to request prior authorization for [insert requested service/medication/device] for my patient, [Patient Name], who is under my care for the treatment of [diagnosis/condition]. This letter outlines the medical necessity of this request and provides supporting clinical documentation.
Patient’s Medical History and Diagnosis:
[Provide a brief history of the patient's condition, including:
- Onset and progression of illness
- Previous treatments or therapies tried and failed
- Relevant diagnostic test results]


Requested Treatment and Rationale:
The requested [service/medication/device], [insert name and dosage, if applicable], is medically necessary for the treatment of [condition] because:
- [Explain why the service or medication is appropriate for the condition]
- [Cite clinical guidelines, peer-reviewed studies, or medical literature if applicable]
- [Describe how this treatment improves the patient’s health outcomes or prevents deterioration]
- [Mention alternatives attempted and why they are inadequate or contraindicated]
Supporting Documentation:
Enclosed please find the following documentation supporting this request:
- Relevant medical records and progress notes
- Diagnostic test results
- Prior treatment history
- Product prescribing information or clinical guidelines (if applicable)
Conclusion:
Based on clinical evidence and the patient’s specific condition, it is my professional opinion that [requested treatment] is medically necessary and appropriate. I respectfully request that you approve coverage for this service.

Should you require any additional information, please contact me at [Phone Number] or [Email].
Sincerely,
[Physician’s Name, Credentials]
[Signature]
[Title/Position]



*NOTE: This is a draft template for a Letter of Medical Necessity (LMN) that can be customized for any medical service, medication, or device. It is structured to meet common payer requirements and can be modified for submission to health insurance plans, Medicaid, or Medicare.  Please refer to the instructions provided by the insurer with the original notice of denial to ensure all required information is included in your appeal letter.

