Letter of Medical Necessity

[Physician Letterhead]

	INSTRUCTIONS FOR THE COMPLETING PROVIDER (physician, NP, or PA)
1.  Replace every highlighted field with patient-specific information.
2.  Review optional EPSDT paragraph near the end — keep it for Medicaid patients under 21, otherwise delete it.
3.  Attach supporting documentation (clinic notes, photos, ED/procedure records) and list docs under “Enclosures.”
4.  Delete this instructions box before printing or sending.



Date: [Month, Day, 2026]

To: 	[Insurance Company / Payor Name]
[Street Address]
[City, State, ZIP]

Patient and Policy Information
	Patient name:
	[Patient Name]

	Date of birth:
	[MM/DD/YYYY]

	Member ID #:
	[Member ID Number]

	Group / policy #:
	[Group or Policy Number]

	Policy holder:
	[Policy Holder Name]



Requested Product
	Manufacturer:
	EzaLife Inc.

	Product:
	Button Huggie® Gastrointestinal Tube Holder

	Model #:
	11021011

	HCPCS code:
	B9998

	Quantity:
	One (1) kit per month

	Duration:
	[e.g., 1, 3, 6, 12 months or ongoing]



Request
Dear [Payor Name],
I am writing on behalf of my patient, [Patient Name], to request authorization for the Button Huggie® gastrostomy button securement device and to document its medical necessity. A summary of the patient’s medical history, diagnosis, and my treatment rationale follows. Please also refer to the supporting documentation enclosed with this letter.

Patient Medical History and Diagnosis
· [Patient Name] is a [Age]-year-old patient who has been under my care since [Date].
· Diagnosed with [Diagnosis, ICD-10] on [Date].
· The patient underwent gastrostomy placement on [Date] due to medically indicated feeding difficulties.
· [Summarize the patient’s clinical history, current symptoms and conditions, and any relevant issues highlighting the factors that lead you to recommend the use of the Button Huggie®].

Since gastrostomy placement, the patient has experienced ongoing gastrostomy-related complications, including [select from below items, add others if indicated, remove as needed]:
· Peristomal leakage
· Skin irritation and breakdown
· Enlargement of the gastrostomy tract
· Recurrent risk of accidental dislodgement
· Gastrostomy button dislodgement; number of episodes of dislodgement [    ]
· Other

Based on my experience with other patients with these difficulties, which include [repeated calls to our office, unplanned clinic visits, emergency department evaluations and increased caregiver burden], I am recommending the Button Huggie® to reduce the risks of gastrostomy button movement and dislodgement in [Patient Name]. 

Each dislodgement episode carries the risk of tract closure, unplanned emergency department, clinic and urgent care center visits, the need for fluoroscopically guided replacement, radiation exposure, and procedural sedation, with resulting additional healthcare costs.

Medical Necessity and Rationale
Standard gastrostomy button securement with tape and gauze provides minimal device stabilization and does not adequately protect against accidental dislodgement, tract widening, leakage from the tract, or peristomal skin irritation. In this patient, continued reliance on tape and gauze poses ongoing clinical risk. I am therefore recommending the Button Huggie® to reduce the risk of gastrostomy button movement and dislodgement in [Patient Name].
Summary
The Button Huggie® is medically necessary and reasonable to treat [Patient Name] for [Diagnosis]. I respectfully ask that you approve coverage of the Button Huggie® for this patient.
[OPTIONAL — Medicaid patients under age 21 (delete if not applicable):] This request is made under the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) provisions as medically necessary to maintain safe enteral access and prevent deterioration of the patient’s health status.
Please refer to the enclosed supporting documents for more information, and do not hesitate to contact me at [Phone Number] if you have any questions or require additional information.
Sincerely,
Signature: _________________________________          Date: _________________
	Provider name:
	[Name], [MD / DO / NP / PA-C]

	NPI #:
	[NPI Number]

	Practice / facility:
	[Practice Name]

	Phone:
	[Phone]

	Fax:
	[Fax]


Enclosures
[List supporting documentation — e.g., recent clinic notes, operative report(s), photographs of the stoma site, ED or procedure records, prior authorization forms.]

