Legal Disclaimer:
The legal advice and citations contained in these templates and outlines were updated for the Medical-Legal Partnership of Oregon (“MLPO”) in June 2019 and are current only as of that date.  MLPO intends to update these templates and outlines annually.  In addition, these templates and outlines provide general guidance and may not be applicable to your patient’s unique circumstances.  

If you have any concerns regarding the currency or applicability of these templates and outlines, please contact the MLPO at mlporegon@gmail.com.

The content contained in this letter is for informational purposes and does not constitute legal advice. This disclaimer and the definition below are for your information and do not need to accompany the letter.

Defining Medical Necessity

There are two important components of medical necessity for the Oregon 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 health services and items that are medically appropriate and are required to;
a. prevent, diagnose, or treat the patient’s disease, condition, or disorder that results in health impairments or a disability;
b. address a patient’s ability to achieve age-appropriate growth and development, or to attain, maintain, or regain independence in self-care, ability to perform activities of daily living or improve health status; OR
c. give a patient receiving Long Term Services & Supports (LTSS) to have access to the benefits of non-institutionalized community living, to achieve person centered care goals, and to live and work in the setting of their choice.
(2) Medically necessary services must also be “medically appropriate” which is defined as health services, items, or medical supplies that are:

a. Recommended by a licensed health provider practicing within the scope of their license;

b. Safe, effective, and appropriate for the patient based on standards of good health practice and generally recognized by the relevant scientific or professional community based on the best available evidence;

c. Not solely for the convenience or preference of the client, member, or a provider of the service item or medical supply; and

d. The most cost effective of the alternative levels or types of health service, items, or medical supplies that are covered services that can be safely and effectively provided to a client or member.

(3) All covered services must be medically necessary or appropriate but not all medically necessary or appropriate services are covered services.

See OAR 410-120-0000 (formatting and emphasis added). 

Letter of Medical Necessity 

[Date]

[Insurance Company/CCO]

[Address]

[Phone]

[Fax]


Re:
[Parent Name]



[Parent Address]



[Patient Name]



[Patient DOB]


[Patient Insurance ID or 


SSN]
Dear [Insurance Company/CCO Name]:

I am writing to request authorization for my patient, [NAME], to receive [Service/Prescription/ DME Needed including 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] under OAR 410-120-0000.
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]. This drug is [FDA Approved for Indication/Off Level Use] and the following citations appear in the compendia support its use for this condition: [Link to Citations in Micromedex – Cut and Paste Content].

If you need any further information, please do not hesitate to contact me.


Sincerely,


[Your Name]


[Your Title]


[Your License #]


[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. 
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