

REQUEST FOR REIMBURSEMENT



Date 

Name of Insurance Plan

Mailing Address

City, State Zip Code 

RE: Request for reimbursement of a product recently prescribed by my physician 

To Whom It May Concern:

I would like to be reimbursed for a product recently prescribed by my physician.  I have enclosed the following documents for review: 1) a copy of my physician’s prescription, 2) a physician’s review sheet – providing an overview of the product, 3) my receipt for the product, 4) a PDAC letter for SootheAway from Noridian Medicare, and 5) clinical evidence of the effectiveness of this treatment method.  If you need any additional information about the medical necessity of this product, please contact my physician.  His (or Her) contact information is: 

Name of Physician:

Street Address:

City, State zip code 

Phone Number: 

Fax Number: 

I have given my physician permission to release medical information about my on-going problem with frequent and debilitating migraine headaches.  The enclosed receipt is for the SootheAway Thermal Therapy System.  It is a drug-free alternative that I must have.  I do not like taking drugs and I would prefer to obtain relief from a product that is designed to offer a consistent-level of continuous targeted thermal therapy.   

I have suffered with migraines for more than # years.  I have at least # migraines a month and need to take several medications, such as (inserts of your drugs). l do not want to take any more medication than what is absolutely necessary.  In managing this chronic illness, I am very conscious about my health and well-being.  A drug-free alternative is very appealing to me.  It should also be very appealing to any insurance company that is interested in helping patients, like me, who want to reduce their dependence on prescription drugs.  The fewer drugs I take, the better. (Feel free to add more information that is unique to you and demonstrates why this is more appealing and effective for your condition and less costly than other treatments that are available – i.e. Botox injections, Physician Visits, Emergency Room visits, etc.).
As discussed with my physician, the SootheAway Thermal Therapy System is designed to reduce the severity of my migraine headaches and lessen the time I need to recover, and therefore should be added to my treatment plan.  Please process the attached prescription and receipt as soon as possible. In advance, thank you for your assistance. I look forward to receiving reimbursement for this worthwhile product as soon as possible.  

Sincerely, 

Name of Patient 

Address

Insurance Identification #: 

Date of Birth
