
Insurance Coverage Details 

Date: [Insert Date] 

Patient Name: [Insert Patient's Name] 

Patient ID: [Insert Patient ID] 

Insurance Provider: [Insert Insurance Provider's Name] 

Policy Number: [Insert Policy Number] 

Subject: Bariatric Surgery Coverage Details 

Dear [Patient's Name], 

We are writing to inform you about the details of your insurance coverage regarding the 

upcoming bariatric surgery. Please find below the relevant information: 

Coverage Overview 

• Procedure Code: [Insert Procedure Code] 

• Coverage Status: [Covered/Not Covered] 

• Pre-authorization Requirement: [Yes/No] 

• Deductible Amount: [Insert Deductible] 

• Co-payment/Coinsurance: [Insert Co-payment/Coinsurance Percentage] 

• Network Status: [In-Network/Out-of-Network] 

• Maximum Coverage Amount: [Insert Amount] 

Additional Information 

Please ensure that all necessary documents and pre-authorization requests are submitted to avoid 

any delays in coverage. 

If you have any questions regarding your coverage or the claims process, feel free to contact our 

customer service department at [Insert Customer Service Phone Number] or via email at [Insert 

Customer Service Email]. 

Thank you for choosing [Insert Insurance Provider's Name]. We wish you all the best in your 

surgery and recovery. 

Sincerely, 



[Your Name] 

[Your Title] 

[Insurance Provider's Name] 

[Contact Information] 


