Request for Authenticated Medical
Documentation

Date: [Insert Date]
[Your Name]
[Your Address]
[City, State, Zip Code]
[Your Email]
[Your Phone Number]
[Recipient's Name]
[Recipient's Title]
[Recipient's Organization]
[Recipient's Address]
[City, State, Zip Code]
Dear [Recipient's Name],
| hope this message finds you well. 1 am writing to formally request authenticated medical
documentation regarding [specify the purpose, e.g., a patient's treatment, medical condition,
etc.]. This documentation is crucial for [explain the reason for the request, e.g., legal
proceedings, insurance claims, etc.].
To facilitate the process, please provide the following information:
e Type of medical documentation required
o Patient identification details (if necessary)
e Any specific forms or authorizations needed
| appreciate your prompt attention to this matter and look forward to your response. If you
require any further information or clarification, please do not hesitate to contact me at [Your

Phone Number] or [Your Email].

Thank you for your cooperation.



Sincerely,

[Your Name]



