



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: [INSERT REQUESTED MEDICAL EQUIPMENT] for [INSERT PATIENT’S NAME AND DOB]

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

I am writing to request approval for a [INSERT REQUESTED MEDICAL EQUIPMENT] for [INSERT PATIENT’S NAME]. As you know, [INSERT PATIENT’S FIRST NAME] is a [INSERT AGE AND GENDER] with a history of [INSERT RELEVANT MEDICAL CONDITIONS]. Despite numerous attempts to [INSERT PREVIOUSLY TRIED INTERVENTIONS], [INSERT PATIENT’S FIRST NAME] has continued to have trouble with [INSERT RELEVANT MEDICAL ISSUE].  In my opinion it is medically necessary for [INSERT PATIENT’S FIRST NAME] to use a [INSERT RELEVANT MEDICAL EQUIPMENT] to prevent the short and long term consequences of [INSERT RELEVENT MEDICAL CONDITION]. Please call me at the number above if you have any questions about this patient. 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

