
Date: [Date] 

To: [Insurance Company Name] 

Attn: [Appeals/Authorization Department] 

Fax/Address: [Fax Number or Address] 

RE: Letter of Medical Necessity for Hydraulic Patient Lift 

Patient Name: [Patient Name] 

Date of Birth: [DOB] 

Member ID: [Insurance ID Number] 

Provider Reference Number: [Reference Number if applicable]  

To Whom It May Concern, 

I am writing to formally document the medical necessity of a Hydraulic Patient Lift (HCPCS 

Code E0630) for the above-named patient. [Patient Name] is currently under my care for the 

treatment of [Primary Diagnosis/ICD-10 Code]. 

Clinical Status: 

The patient suffers from [List conditions, e.g., quadriplegia, severe muscular dystrophy, end-

stage Parkinson's] which has resulted in the total loss of functional mobility. The patient is non-

ambulatory and is unable to assist in standing or performing independent transfers due to 

[specific physical limitation, e.g., lack of lower extremity strength/trunk control]. 

Medical Necessity: 

A hydraulic patient lift is required to safely transfer the patient between their bed, wheelchair, 

and commode. Currently, transfers cannot be performed safely by a single caregiver using 

manual techniques due to [Patient's Weight/Risk of Falls/Caregiver Injury Risk]. Without this 

equipment, the patient is at significant risk for: 

• Skin breakdown and pressure ulcers due to prolonged confinement to bed. 

• Accidental falls and fractures during manual lifting attempts. 

• Caregiver injury, leading to a potential lapse in home-based care. 

Prescription: 

I am prescribing a manual hydraulic lift with a [Type of Sling, e.g., U-sling or Full Body Sling]. 

This equipment is the least costly yet effective alternative to meet the patient's medical needs and 

prevent institutionalization. 

I anticipate the patient will require this equipment for [Duration, e.g., 12 months/Lifetime]. 

Please contact my office at [Phone Number] if you require further clinical documentation. 

Sincerely, 



[Physician Signature] 

[Physician Name, MD/DO] 

[NPI Number] 

[Clinic/Hospital Name]  


