Corneal Transplant Evaluation for Insurance
Authorization

Date: [Insert Date]
To Whom It May Concern,
| am writing to request authorization for a corneal transplant evaluation for my patient, [Patient's
Name], who has been diagnosed with [specific diagnosis]. This evaluation is essential to assess
the need for a corneal transplant and to discuss potential treatment options.
Patient Information:

o Name: [Patient's Full Name]

o Date of Birth: [Patient's Date of Birth]

e Insurance ID: [Patient's Insurance ID]
[Patient's Name] has been experiencing [brief description of symptoms and history]. These
symptoms have considerably impacted their quality of life, and further evaluation is necessary to
determine the appropriateness of a corneal transplant.
We believe that a corneal transplant is medically necessary due to [provide reasoning based on
medical history and current condition]. We request that you approve the evaluation to assess
their candidacy for this procedure.

Thank you for your attention to this matter. If you require any further information, please do not
hesitate to contact my office at [Your Phone Number].

Sincerely,

[Your Name]

[Your Title]

[Your Practice/Institution Name]

[Your Contact Information]



