
Note: This publication and template was updated by Washington Medical-Legal Partnership (“MLP”) attorneys in February 2023 and is current as of that date. It provides general information only and may not be applicable to your patient’s unique circumstances. 

If you have any questions or concerns, please contact the MLP program coordinator at contact@washingtonmlp.org.
This disclaimer is for your information and does not need to accompany the letter (sample below).



Instruction on Use: Letter of Medical Necessity - Medicaid
There are two important components of medical necessity under the Washington Medicaid program. Use the language from the following regulations to explain why your patient needs the requested medications or services. Citing high-quality scientific evidence may also add strong support to your request.

Medical Necessity:
(1) "Medically necessary" is a term for describing [a] requested service which is reasonably calculated to prevent, diagnose, correct, cure, alleviate or prevent worsening of conditions in the client that endanger life, or cause suffering or pain, or result in an illness or infirmity, or threaten to cause or aggravate a handicap, or cause physical deformity or malfunction. 
(2) There is no other equally effective, more conservative or substantially less costly course of treatment available or suitable for the client requesting the service. 
(3) For the purposes of this section, "course of treatment" may include mere observation or, where appropriate, no medical treatment at all.

See WAC 182-500-0070 (emphasis added).
Medicaid Coverage for Children:

Under Medicaid’s Early and Periodic Screening Diagnosis and Treatment (EPSDT) program, Medicaid, and all Managed Care Organizations (MCOs) are required to cover all treatment, including durable medical equipment and prescriptions, that are medically necessary. This means that for children receiving Medicaid, there cannot be hard caps or exclusions for any service that is medically necessary. 
SAMPLE Letter of Medical Necessity

Print on Letterhead

[Date]

[Managed Care Organization Name]

[Address]

[Phone]

[Fax]


Re:


[Patient Name]



[Patient DOB]



[Patient Insurance ID]
Dear [Managed Care Organization]:

I am writing to request authorization for my patient, [Name], to receive [Service/Prescription/ DME (include HCPCS code if applicable)] for the diagnosis of [Diagnosis including CPT Code]. I have known [Patient Name] for [Length of Time Treating Patient]. This request is medically necessary for the following reasons: [List of Reasons].
The patient’s current condition [Endangers Life, Causes Suffering or Pain, Results in an Illness or Infirmity, Threatens to Cause or Aggravate a Handicap, or Causes Physical Deformity or Malfunction]. This [Service/Prescription/DME] will [Prevent, Diagnose, Correct, Cure, Alleviate or Prevent the Worsening of the Patient’s Condition]. There is no other equally effective, more conservative or substantially less costly course of treatment available or suitable for this patient. This service is therefore medically necessary for [Patient Name] under WAC 182-500-0070.
There is an abundance of scientific literature addressing the efficacy of [Proposed Treatment]. These include [Evidence in Descending Order in Relation to Hierarchy of Evidence, i.e. A-Level, B-Level, etc.].

(If a prescription is requested) Compendia of pharmacology support the use of this drug for [Patient Name]. This drug is [FDA Approved for Indication/Off Label Use] and the following citations in the compendia support its use for this condition: [Link to Citations in Micromedex – cut and paste content].
Please contact me if you require any additional information.

Sincerely,


[Your Name]


[Your Title]


[Your Phone Number]


We write this letter in our capacity as medical care providers to our patient(s). We are not lawyers and are not giving legal advice or making legal demands.
[image: image1.jpg]=,

Medical Legal PARTNERSHIP

Better Health through Legal Advocacy

4





Rev 3/2022

[image: image1.jpg]