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	PROVIDER INFORMATION

	PROVIDER NAME
	[Provider Name, Credentials]

	NPI NUMBER
	[NPI Number]

	PRACTICE NAME
	[Practice Name]

	PRACTICE ADDRESS
	[Street Address, City, State, ZIP]

	PHONE
	[Phone Number]

	FAX
	[Fax Number]



	PATIENT INFORMATION

	PATIENT NAME
	[Patient Name]

	DATE OF BIRTH
	[MM / DD / YYYY]

	INSURANCE ID
	[Insurance Member ID]

	GROUP NUMBER
	[Group Number]

	POLICYHOLDER NAME
	[Policyholder Name]

	RELATIONSHIP TO PATIENT
	[Self / Spouse / Dependent]



	REQUEST DETAILS

	DATE OF LETTER
	[MM / DD / YYYY]

	PLANNED SERVICE DATE(S)
	[MM / DD / YYYY, MM / DD / YYYY]

	DIAGNOSIS
	[Diagnosis Description]

	ICD-10 CODE
	[ICD-10 Code, verify current-year edition]

	TREATMENT / SERVICE REQUESTED
	[Treatment, Medication, Procedure, or Equipment]
[Frequency: e.g., 3 times per week]
[Duration: e.g., 8 weeks]
[Dosage (if applicable): ___________________]



	MEDICAL JUSTIFICATION

	CLINICAL FINDINGS
(ATTACH SUPPORTING RECORDS IF AVAILABLE)
	[Describe the patient's condition, key clinical findings, and effect on daily function]
_______________________________________________________________
_______________________________________________________________

	WHY THIS TREATMENT IS NECESSARY
	[Explain why this specific treatment is the appropriate clinical choice]
_______________________________________________________________
_______________________________________________________________

	SUPPORTING CLINICAL GUIDELINES
	[Cite any clinical guidelines, peer-reviewed evidence, or protocols that support this request]
_______________________________________________________________



	PRIOR TREATMENTS ATTEMPTED

	TREATMENT 1
	[Treatment Name]: [Date(s) of Treatment]
Reason not effective: _______________________________________

	TREATMENT 2
	[Treatment Name]: [Date(s) of Treatment]
Reason not effective: _______________________________________

	ADDITIONAL TREATMENTS
	[Attach separate sheet if needed]



	EXPECTED DURATION AND FREQUENCY

	FREQUENCY
	[e.g., 3 times per week / daily / as scheduled]

	DURATION
	[e.g., 8 weeks / 6 months / ongoing with reassessment]

	NEXT REVIEW DATE
	[MM / DD / YYYY]



Provider Attestation
I attest that the treatment or service described above is medically necessary for this patient. This determination is based on my clinical assessment, the patient's medical history, and applicable clinical guidelines.

The information provided in this letter is accurate and complete to the best of my knowledge. I understand that this letter supports an insurance coverage or reimbursement request and does not guarantee approval.

	PROVIDER SIGNATURE

	PROVIDER SIGNATURE
	[Signature]

	PRINTED NAME
	[Provider Name, Credentials]

	LICENSE NUMBER
	[State License Number]

	NPI NUMBER
	[NPI Number]

	DATE SIGNED
	[MM / DD / YYYY]



Disclaimer

This template is provided by Commure, Inc. for informational and educational purposes only. It does not constitute legal, medical, regulatory, or compliance advice. Healthcare regulations, including HIPAA, CMS requirements, and state laws, change frequently. This template may not reflect the most current regulatory requirements or be suitable for your specific practice, jurisdiction, or clinical situation.
Before using this template in a clinical or operational setting:
•  Have it reviewed by your compliance officer or legal counsel
•  Verify that it meets your state and local regulatory requirements
•  Customize it to reflect your organization's specific policies and procedures
•  Confirm that any referenced codes (ICD-10, CPT, HCPCS) are current-year editions
Commure, Inc. makes no warranties, express or implied, regarding the accuracy, completeness, or suitability of this template for any particular purpose. Use of this template is at your own risk. Commure, Inc. shall not be liable for any damages arising from the use of this template.
© 2026 Commure, Inc. All rights reserved.
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