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CERTIFICATION OF MEDICAL NECESSITY FORM 

 

Please fill in your information below and have your physician complete the lower section of this form in 
order to certify the medical necessity of the product or service you are claiming. 

Patient’s Name: ________________________________________________________________________________  

Participant’s Name: _____________________________________________________________________________  

Participant’s Employer:  _________________________________________________________________________  

Participant’s Last Four Digits of SSN: ____________ 

 

Physician Please Complete This Section 

Description of Medical Condition: _________________________________________________________________  

 ______________________________________________________________________________________________  

 ______________________________________________________________________________________________  

Description of recommended treatment: ___________________________________________________________  

 ______________________________________________________________________________________________  

Recommended duration of the treatment:  _________________________________________________________  

 ______________________________________________________________________________________________  

 
I certify that the product or service that I have recommended is medically necessary to treat the patient’s 
specific medical condition indicated above and is not solely for the general health of the patient or for 
cosmetic purposes: 

 

Physician’s Signature: _________________________________________  Date:  __________________________  

 

Printed Name of Physician: ______________________________________________________________________  

 




