Letter of Medical NeCGSSitV for your Flexible Benefit Plan

T

BENEFIT DYNAMICS

SECTION A — EMPLOYEE DATA (PLEASE PRINT OR TYPE

Employer Name:

Employee Name:

SECTION B — ATTENDING PHYSICIAN TO COMPLETE

Patient Name: Home Phone:

Du[a_ﬁ_o_ﬂ_aﬂ[ea_tm_eﬂ_t_’_" Please note that this letter is valid only for the current plan year. Ongoing treatment will require a new letter every plan year.

SECTION C - DISCLOSURE

The treatment listed above is medically necessary to treat the specific medical condition. This treatment is not for General Health
and/or cosmetic purposes.

Date:

Attending Physician Signature:

Physician’s Address/Phone Number or Stamp:

PLEASE FORWARD COMPLETED FORM TO:
BENEFIT DYNAMICS
a division of Pension Dynamics Corporation
*2300 Contra Costa Blvd., Suite 400 Pleasant Hill, CA 94523-3955
*Main (925)-956-0514 *Fax (925) 956-0534
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