Letter of Medical Necessity — Oral/Enteral Nutrition

Patient Information

Patient Name: DOB: Zip Code:

Address: Phone:

Insurance . .

ID/Policy #: Height: Weight:
Physician Information

Physician Name: NPI #:

Practice/Clinic: Phone:

Fax:

Diagnosis & Clinical Justification

Primary Diagnosis (ICD-10):

Secondary Diagnosis (if applicable):

Relevant Clinical Findings (weight loss, BMI, labs, malnutrition, GI impairment, dysphagia, etc.):

Nutritional Product Requested

Reason High Calorie Protein Beverage- Vanilla Flavor

Formula: Reason High Calorie Protein Beverage- Chocolate Flavor
Reason High Calorie Protein Beverage- Strawberry Flavor

HCPCS Code: B4155

Form: Oral Nutrition Enteral Tube Feeding

Route of Administration:

[ Oral O Continuous [ G-tube [ Bolus [ Gravity

Quantity (per month):

Calories per day

Duration of Need:

[0 3 months O 6 months [ 12 months [ Other:




Medical Necessity Rationale

Explain why nutrition support is required and why oral intake of regular food is insufficient:

Insurance Requirement Check

[ Patient is unable to meet nutritional needs through regular food alone.

O Formula is required to maintain weight, support growth, or manage medical condition.
U1 Condition is expected to improve with continued nutrition therapy.

[ Oral/enteral feeding provides >50% of daily nutrition needs.

O Other:

Prescriber Attestation

By signing below, I certify that the above information is accurate, that the prescribed nutrition
product is medically necessary for the treatment of this patient’s condition, and that supporting
documentation is maintained in the patient’s medical record.

Physician/ PCP Date:
Signature:
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