
 

Letter of Medical Necessity 

 

 

Under the Tribal Assistance Plan, some healthcare products are eligible for reimbursement if it can be 

shown that the products are medically necessary.  If a Physician has diagnosed a medical condition and 

recommended a treatment or mitigation for the medical condition, under the Assistance Plan guidelines it 

can potentially qualify for reimbursement.  

 

Patient:   Completed by Patient: 
Mail/Email/Fax this form  I certify that the expenses I am claiming are a direct result of the  
(and a copy of your   medical condition described below, and that I would not incur this 
receipt) to the Plan  expense if I were not treating or mitigating this medical condition.  
Administrator 
    Patient Name: _________________________________________ 
 
    Participant Name: ______________________________________  

 

 

Diagnosis:  _________________________________________________________________________ 

Treatment: _________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

Signature of Attending Physician: ___________________________  Date: ____________ 

Printed Name (First & Last): ___________________________________________________________ 

Address: ___________________________________________________________________________ 

Telephone Number: (____) ____-______ 

 

 

 

Keystone Flex Administrators, LLC 

P.O. Box 5502 – Edmond, OK 73083 

Toll Free Phone (866) 680-8308 

Toll Free Fax (855) 259 – 1779 

Email: service@keystoneflex.com 


