
Insurance Coverage Information for Cancer 

Screening Services 

Date: [Insert Date] 

To: [Recipient Name] 

[Recipient Address Line 1] 

[Recipient Address Line 2] 

[City, State, Zip] 

Dear [Recipient Name], 

We are writing to provide you with important information regarding your insurance coverage for 

cancer screening services. As part of our commitment to your health and well-being, we want to 

ensure that you are fully informed about the benefits available to you. 

Coverage Details 

• Screening Type: [e.g., Mammogram, Colonoscopy, etc.] 

• Coverage Start Date: [Insert Date] 

• Frequency of Screening: [e.g., Annually, Every 5 Years] 

• Copayment: [Insert Amount or "No Copayment"] 

• Deductible: [Insert Amount or "No Deductible"] 

Additional Information 

Please remember to check with your healthcare provider to ensure that the screening services are 

appropriately coded and submitted to receive maximum coverage. 

If you have any questions or need further assistance, please do not hesitate to contact our 

customer service team at [Customer Service Phone Number] or [Customer Service Email]. 

Thank you for choosing us as your insurance provider. 

Sincerely, 

[Your Name] 

[Your Title] 



[Insurance Company Name] 

[Contact Information] 


