Prior Authorization Request for Home
Health Care

Date: [Insert Date]
To: [Insurance Company Name]
Address: [Insurance Company Address]
Phone: [Insurance Company Phone Number]
Patient's Name: [Patient's Full Name]
Patient's Date of Birth: [Patient's DOB]
Patient's ID Number: [Patient's Insurance ID Number]
Dear [Claims Manager/Review Department],
| am writing to request prior authorization for home health care services for my patient, [Patient's
Full Name], who requires [specific type of care, e.g., skilled nursing, physical therapy, etc.]. As
per [Insurance Policy Number], these services are critical for [briefly explain the medical
necessity and reason for home care].
Details of the required services are as follows:
o Type of Service: [Specify service]
e Frequency: [Specify frequency]
o Duration: [Specify duration]
Attached are the medical records and evaluation notes from [Doctor's Name] supporting this
request. | kindly ask you to review this request and grant approval for the recommended services

at your earliest convenience.

Thank you for your prompt attention to this matter. Please do not hesitate to contact me at [Your
Phone Number] or [Your Email Address] should you require any additional information.

Sincerely,

[Your Name]

[Your Job Title]

[Your Organization's Name]
[Your Address]



[Your Phone Number]
[Your Email Address]



