Medical Information for Public Assistance

Date: [Insert Date]
To Whom It May Concern,
Subject: Medical Information for Public Assistance Programs

| am writing to provide the necessary medical information regarding [Patient's Name], who is
applying for assistance through your program.

Patient Details:
Name: [Patient's Name]
Date of Birth: [Patient's DOB]

Medical Record Number: [Patient's MRN]

Medical Condition:

[Description of Medical Condition, including diagnosis and any relevant details]

Treatment Plan:

[Overview of current treatment plan, medications, therapies, etc.]

Provider Information:

Provider Name: [Provider's Name]
Clinic/Hospital: [Clinic/Hospital Name]
Phone Number: [Provider's Phone Number]
Email: [Provider's Email]

Please feel free to contact me for any additional information needed to assist with this
application.

Sincerely,

[Your Name]



[Your Title/Position]

[Your Contact Information]



