



Ambulatory Pediatrics/Primary Pediatrics

Erie Ave at Front St.

Philadelphia, PA 19134

P: (215) 427- 5985

F: (215) 427-6014

Date: [INSERT DATE]

To: Whom It May Concern

From: [INSERT YOUR NAME AND DEGREE]

Re: Authorization for the use of [INSERT MEDICATION NAME] for [INSERT PATIENT’S NAME AND DOB]

ID #: [INSERT PATIENT’S INSURANCE ID NUMBER]

I am writing to request approval for the use of [INSERT MEDICATION NAME AND FORMULATION] for the treatment of [INSERT MEDICAL CONDITION] in this patient. As you know, [INSERT PATIENT’S FIRST NAME] is a [INSERT AGE AND GENDER] with a history of [INSERT RELEVANT MEDICAL CONDITIONS]. Despite previous treatment with [INSERT PREVIOUSLY ATTEMPTED MEDICAL AND BEHAVIORAL THERAPIES], this patient continues to have symptoms related to their [INSERT MEDICAL CONDITION]. It is medically necessary for [INSERT PATIENT’S FIRST NAME] to use [INSERT MEDICATION NAME, FORMULATION, DOSE] to be given [INSERT FREQUENCY] for [INSERT DURATION OF THERAPY]. Please contact me at the above telephone number if you have questions. Thanks for your consideration.

Sincerely,

[INSERT YOUR NAME AND DEGREE]



Pediatric Resident

St. Christopher’s Hospital for Children

[INSERT ATTENDING’S NAME AND DEGREE]

Attending Physician

St. Christopher’s Hospital for Children

RESIDENTS, PLEASE NOTE THAT MOST INSURANCE COMPANIES HAVE SEPARATE FORMS FOR MEDICATION APPROVAL. THIS TEMPLATE WOULD NEED TO BE USED ON RARE OCCASIONS.








