Approval Letter for Medical Provider

Date: [Insert Date]

[Your Name]

[Your Position]

[Your Organization]
[Your Address]

[City, State, Zip Code]

[Recipient Name]
[Recipient Position]
[Recipient Organization]
[Recipient Address]
[City, State, Zip Code]

Dear [Recipient Name],

| am writing to formally approve your request to be recognized as a medical provider within our
network. After reviewing your qualifications and credentials, we are pleased to inform you that
your application has been granted.

This approval allows you to begin treating patients under our insurance plan effective [Start
Date]. We believe that your expertise will greatly benefit our community.

Please feel free to reach out if you have any questions or require further information. We look
forward to a successful partnership.

Best regards,

[Your Name]

[Your Position]

[Your Organization]

[Your Contact Information]



