
Date: [Insert Date] 

To: [Insurance Company Name] 

Attention: Medical Review/Prior Authorization Department 

Fax/Address: [Insert Fax Number or Address] 

RE: Letter of Medical Necessity for In-Home IV Nursing Services 

Patient Name: [Patient Full Name] 

Date of Birth: [Patient DOB] 

Policy Number: [Policy ID Number] 

Group Number: [Group Number] 

Claim/Reference Number: [If applicable] 

To Whom It May Concern, 

I am writing to formally request authorization for skilled nursing services to administer 

intravenous (IV) therapy for [Patient Name] in the home setting. I have been treating this patient 

for [Diagnosis/Condition] (ICD-10 Code: [Insert Code]) since [Date]. 

Clinical Justification: 

The patient requires the administration of [Name of Medication/Fluid] via [Type of Access, e.g., 

PICC line, Port-a-cath, Peripheral IV]. The prescribed frequency is [Frequency, e.g., daily, every 

8 hours] for a duration of [Length of treatment]. 

Necessity for In-Home Nursing: 

In-home nursing is medically necessary for this patient due to the following reasons: 

- [Reason 1: e.g., Patient is homebound or has limited mobility] 

- [Reason 2: e.g., Complexity of medication requiring professional monitoring for adverse 

reactions] 

- [Reason 3: e.g., High risk of infection or complications if performed in a non-sterile 

environment] 

Treatment Goals: 

The goal of this home-based therapy is to [Goal, e.g., treat acute infection, maintain hydration, 

manage chronic condition] while avoiding unnecessary and costly hospitalizations or long-term 

care facility stays. 

Based on the patient's clinical status, I certify that these services are medically necessary and 

essential to the patient's care plan. Please contact my office at [Phone Number] if further 

documentation is required. 

Sincerely, 

[Physician Signature] 

[Physician Name, MD/DO] 



[NPI Number] 

[Practice Name] 


