Beneficiary Final Approval Request for
Medical Treatment Coverage

Date: [Insert Date]
To: [Insurance Company Name]
Attention: [Claims Department/Specific Contact Name]
Policy Number: [Insert Policy Number]
Claim Number: [Insert Claim Number]
Dear [Insurance Company/Contact Name],
| am writing to formally request final approval for coverage of medical treatment for
[Beneficiary's Full Name], who is under my care. The treatment has been deemed medically
necessary by [Doctor's Name] and is of significant importance for [his/her/their] health and well-
being.
Details of Treatment:
o Type of Treatment: [Insert Treatment Type]
e Provider: [Insert Provider Name]

o Date of Treatment: [Insert Date]

All required documents, including the treatment plan, medical necessity letter, and previous
communications, are attached for your reference.

We appreciate the prompt attention to this request, as it is crucial for [Beneficiary's Name] to
receive timely care. Should you require any further information, please do not hesitate to contact
me at [Your Phone Number] or [Your Email Address].

Thank you for your consideration.
Sincerely,

[Your Name]

[Your Title/Relationship to Beneficiary]
[Your Address]

[Your Phone Number]

[Your Email Address]



