
Letter of Medical Necessity
Please include this letter of medical necessity in order to be reimbursed for Medical claims 
that have been deemed ineligible by the IRS, such as certain OTC items, vitamins or gym 
memberships.  This signed letter will only be valid for the current plan year.  

Employee Name________________________________________________________________________

Employer______________________________________________________________________________

Email or phone number__________________________________________________________________

To be completed by your physician

Describe the diagnosed condition to be treated: ____________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Describe the recommended treatment: ____________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

Indicate the duration of the treatment: ____________________________________________________

________________________________________________________________________________________

Please read the following and sign & date:
This treatment is medically necessary to treat the medical condition(s) listed above.                  
The treatment listed is not for general health purposes, not to improve the patient�s             
appearance or for cosmetic services.

Physician Signature:______________________________________  Date: _________________________

Printed Physician Name: __________________________________  Phone Number:________________

Address: _______________________________________________________________________________

BBPadmin
 125 West Orchard Street Itasca, Illinois 60143-1764

Phone: 630.773.2337  Fax: 630.775.8568            email: claims@bbpadmin.com




