<Physician Name>, MD

<Institution> 
<Address 1>
<Address 2>
<City>, <State> 

<ZIP>
<Date>
<Medical Director/Physician Name>, MD

<Insurance Company Name>
<Address 1>
<Address 2>
<City>, <ST>  
<ZIP>
Re: <Patient Full Name>


DOB: <MM/DD/YYYY>
Member ID: <Enter Member ID>

Group ID: <Enter Group ID>
Dear Medical Director:

I am writing this letter on behalf of my patient <Patient Name> to request coverage for the <Test Name>.  This letter documents the medical necessity for this test to confirm the diagnosis of <Disease Name>  and provides information about the patient’s medical history and treatment.

Patient History and Diagnosis:

<Patient Name> is a <Age>  year old <Gender > with a suspected diagnosis of 
<Disease Name>  due to the following symptoms and clinical findings.

1. <Symptom #1 with ICD code>
2. <Symptom #2 with ICD code>
Family History
<Family History>
These symptoms, as well as the examination are indicative of <Disease Name>. 

The only way to confirm a diagnosis of <Disease Name> is to perform this test. 

Molecular testing plays an important role in making a definitive diagnosis in cases of suspected <Disease Name> to treat the patient appropriately. An accurate diagnosis provides the following benefits to the patient: 

· <Benefit 1>
· <Benefit 2>
· <Benefit 3>
I am requesting that <Patient Name> be approved for <Test Name> testing through Athena Diagnostics, Federal Tax ID #: 31-1805826 /

NPI #: 1023063062 with the following CPT code(s): <CPT Codes>. I am specifying Athena Diagnostics to perform <Test Name> analysis because <Reason to use Athena>  for this testing.

I hope you will support this letter of medical necessity for <Patient Name>. Please feel free to contact me at <Physician Phone> if you have additional questions.

Sincerely,

<Physician Name>, MD

NPI #: <Physician NPI#>
