Date


Insurance Plan:
Attn: Claims Department
Address
Address

Re: Reimbursement for paid medical foods services
Patient name: 
ID: 
DOB: 
HCPCS: B4157, S9435, S9434
Dx: E70.0

To whom it may concern,

I (your name) am requesting reimbursement for paid medical foods services (B4157, S9435 and S9434). I have a rare inborn error of metabolism disease Phenylketonuria (PKU) (Dx. E70.0) that was diagnosed at birth and require the necessary medical foods to sustain my disease and health for a lifetime. I have paid out-of-pocket for my medical foods and seeking reimbursement from (Insurance plan).

Please find enclosed__claim form(s) and paid receipts.

Claim DOS__________, Amount $
Claim DOS__________, Amount $
Total: $

Please submit payment directly to us (members of the policy). If you have any questions, please contact (name) at (Phone #).

Thank you,
(sign your signature)
Name
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