Medical Insurance Approval for Prescription
Medication

Date: [Insert Date]
To: [Patient's Name]
[Patient's Address]

[City, State, Zip Code]

Subject: Approval of Prescription Medication

Dear [Patient's Name],

We are pleased to inform you that your request for coverage of the prescribed medication,
[Medication Name], has been approved. After reviewing the medical necessity as documented by
your healthcare provider, we have determined that this treatment is essential for your health and
well-being.

Please find the details of your coverage below:

Medication: [Medication Name]

Dosage: [Dosage Information]

Approved from: [Start Date] to [End Date]
Co-pay amount: $[Co-pay Amount]

We encourage you to contact your pharmacist to arrange for the medication and ensure you
understand the usage instructions. If you have any questions or require further assistance, please
do not hesitate to reach out to our customer service department at [Customer Service Phone
Number] or [Customer Service Email].

Thank you for choosing [Insurance Company Name]. We wish you the best in your treatment.
Sincerely,

[Your Name]

[Your Title]

[Insurance Company Name]

[Insurance Company Address]



[City, State, Zip Code]

[Phone Number]



