
Date: [Insert Date] 

[Provider's Name] 

[Provider's Title] 

[Provider's Facility/Organization] 

[Provider's Address] 

[City, State, Zip Code] 

To Whom It May Concern, 

I am writing to provide a justification for the necessity of Durable Medical Equipment (DME) 

for my patient, [Patient's Name], who has been diagnosed with [Patient's Diagnosis]. After a 

thorough evaluation of the patient's condition, it is evident that the following DME is essential 

for their care: 

[List the specific Durable Medical Equipment, e.g., Wheelchair, Hospital Bed, etc.] 

Justification for the DME includes: 

• Medical necessity for [specific reasons related to the patient's condition] 

• Improvement of quality of life for the patient 

• Potential to reduce hospital readmissions 

The recommended DME is essential for [Patient's Name] to achieve [specific goals or 

outcomes], and it will greatly assist in managing their condition. I kindly request that you 

approve this necessary equipment for my patient. 

Thank you for your attention to this matter. Please feel free to contact me at [Provider's Phone 

Number] or [Provider's Email Address] should you require any further information. 

Sincerely, 

[Provider's Name] 

[Provider's Title] 

[Provider's Facility/Organization] 


