
Durable Medical Equipment Necessity Letter 

Date: [Insert Date] 

[Insured's Name] 

[Insured's Address] 

[City, State, ZIP Code] 

To Whom It May Concern, 

I am writing to confirm the medical necessity of durable medical equipment (DME) for my 

patient, [Patient's Name], who has been under my care since [Date]. After careful evaluation, it 

has been determined that [specific DME, e.g., a wheelchair, CPAP machine, etc.] is essential for 

the patient's treatment and recovery. 

[Patient's Name] suffers from [diagnosis or condition], which significantly impacts their daily 

activities. The prescribed DME is necessary to [describe how the DME will assist the patient, 

e.g., improve mobility, ensure proper breathing, etc.]. Without this equipment, [Patient's Name] 

will face [explain the potential consequences of not having the equipment, e.g., increased health 

risks, inability to perform daily tasks, etc.]. 

Given these circumstances, I kindly request that you approve coverage for the aforementioned 

DME. Attached are the relevant medical records and documentation supporting this necessity. 

Thank you for your attention to this matter. Please do not hesitate to contact me at [Your Phone 

Number] or [Your Email Address] should you need any further information. 

Sincerely, 

[Your Name] 

[Your Title/Position] 

[Your Medical Practice/Organization] 

[Practice Address] 

[City, State, ZIP Code] 

[Phone Number] 

[Email Address] 


