To: ___________________________      






Date:_______________________

     (Insurance Company Name)

      ____________________________


    (Insurance Company Address) 

      ____________________________


    (Insurance Company Address) 

Letter of Medical Necessity

Dear Sir or Madam:

I am requesting insurance coverage and reimbursement for my patient, ___________________________________, who has been diagnosed with __________________________ and for whom I have prescribed the use of the Phlexy-Vits® (manufactured by SHS International and distributed by Nutricia North America).

Phlexy-Vits are a concentrated, powdered vitamin, mineral and trace element preparation designed to meet the micronutrient requirements of older children (11 years and older) and adults.  One 7g packet of the Phlexy-Vits supplies the majority of vitamins and minerals needed to meet the DRI of individuals 11 years and older.   
Phlexy-Vits have been prescribed and is medically necessary as the optimum treatment for my patient.  I respectfully request insurance reimbursement/coverage for Phlexy-Vits.

Sincerely,

______________________________________________

Signature

______________________________________________

Name 



______________________________________________

Title

______________________________________________

Center/Hospital/Institution/Practice

Product Information and Reimbursement Codes for Phlexy-Vits
	Name
	Flavor
	Packaging
	Calories per Can
	Reimbursement/ NDC Code
	HCPCS Code

	Phlexy-Vits
	Unflavored
	30 x 7 g
	0.2/packet
	49735-0106-85
	A9270











