
Dental Treatment Necessity Letter 

Date: [Insert Date] 

Insurance Company Name 

Insurance Company Address 

City, State, Zip Code 

Re: Dental Treatment Necessity for [Patient's Name], Policy No: [Policy Number] 

Dear [Insurance Company Representative], 

I am writing to provide a detailed explanation of the dental treatment necessity for my patient, 

[Patient's Name], who is covered under your insurance plan. 

[Patient's Name] has been experiencing [describe symptoms or issues, e.g. severe tooth pain, 

infection, etc.] and has undergone a thorough examination including [list any diagnostic tests, X-

rays, etc.]. Upon evaluation, it has been determined that [describe necessary dental treatment, 

e.g. root canal therapy, extraction, etc.] is essential to prevent further complications such as 

[mention potential complications, e.g. tooth loss, systemic infection, etc.]. 

This treatment is necessary to maintain [his/her] oral health and to provide relief from the 

ongoing discomfort. The expected outcome of this treatment will be [describe benefits of 

treatment]. 

I kindly request that you provide authorization for this treatment to proceed. Please feel free to 

contact my office at [Your Office Phone Number] or [Your Email Address] should you require 

any additional information or clarification. 

Thank you for your attention to this matter. I appreciate your assistance in facilitating the 

necessary care for my patient. 

Sincerely, 

[Your Name] 

[Your Title] 

[Your Dental Practice Name] 

[Your Practice Address] 

[City, State, Zip Code] 



[Your Phone Number] 

[Your Email Address] 


