LETTER OF MEDICAL NECESSITY

ATTN:  Medical Reimbursement
Patient:
DOB:
The following is being provided to support the medical necessity for reimbursement of a
Flex Spending Account (FSA) / Health Reimbursement Arrangement (HRA) / Health Savings Account (HSA).

The diagnosis and history are as described. 

HISTORY:  Your insured presented for an evaluation on____________________.  A comprehensive clinical evaluation was performed.   ADD PATIENT DETAILS
The following diagnoses are applicable:

Prescription periodontal trays, cleared by the FDA, were fabricated and delivered to the patient along with instruction for long-term use to address and prevent recurrence of infection and to reduce the inflammatory response associated with the chronic disease. This treatment is expected to decrease overall medical expenses and cost for future care. 
Your insured has a history of a systemic condition that is significantly contributing and increasing the risk for oral infection.  Due to the oral systemic connection, we have coordinated care with the patient’s primary care doctor, __________________________________ to treat and control both oral disease and systemic disease.
The patient was given an Rx for:  ______ 1.7% Hydrogen Peroxide (NDC #59883-017)
                                                      _______2% N202 Neutral Sodium Fluoride (NDC #68400-136)
                                                      ______ 50mg/5ml Doxycycline Calcium (NDC #00069-0971-93) 

The following medically necessary treatment was rendered: INSERT CDT Codes or Medical
A9999

DME, Customized periodontal medicament carrier, new
If you have questions of if we can be of further assistance to help expedite payment for this medically necessary treatment, please do not hesitate to contact _insert your office contact info here__. 
Sincerely,

Dr. xxxxx
Doctor of Dental Surgery
