Letter of Medical Necessity

[Date]








RE: [Patient name]








D.O.B: [Patient date of birth]
To Whom It May Concern:

We are requesting insurance coverage and reimbursement for our patient, [patient name] who has been diagnosed with [condition(s)] and for whom we have prescribed the use of Phlexy-Vits® (manufactured by SHS International and distributed by Nutricia North America). 
Phlexy-Vits are a concentrated, powdered vitamin, mineral and trace element preparation designed to help meet the micronutrient requirements of older children (11 years and older) and adults. One 7 gram packet of Phlexy-Vits supplies vitamins and minerals to help meet the DRIs of individuals 11 years and older. 

Phlexy-Vits have been prescribed and are medically necessary as part of the optimum management of our patient. We appreciate your attention to this request for Phlexy-Vits to be covered by [patient’s name]’s current medical insurance. Please do not hesitate to contact us if you have any questions at [clinic contact information].
Sincerely,

[Dietitian name], RD(N), LD(N)



[Physician name], MD







[physician credentials], [clinic name]
Cc: [parents’ names]


Product Information and Codes

	Name
	Flavor
	Packaging
	Product Code
	NDC-format Code*
	HCPCS Code

	Phlexy-Vits
	Unflavored
	30 x 7 g packets
	49133
	49735-0106-85
	A9270


*Nutricia North America does not represent codes to be National Drug Codes (NDCs).  NDC-format codes are product codes adjusted according to standard industry practice to meet the format requirements of pharmacy and health insurance systems.
