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Letter of Medical Necessity

Under Internal Revenue Service (IRS) rules, some health care services and products are only eligible for 
reimbursement from your health savings account (HSA) when your doctor or other licensed health care 
provider cerƟfi  es that they are medically necessary. Your provider must indicate your (or your qualifi ed 
dependent’s) specific  diagnosed medical condiƟ on, the specifi c treatment needed, the length of treatment, 
and how this treatment will alleviate your medical condiƟ on.

MotivHealth has provided this leƩ er in case you’re audited by the IRS and need to provide documentaƟ on 
that the health care services and products you purchased were medically necessary. You do NOT need to 
submit this form to MotivHealth. It is provided for your convenience.

Patient Information

Patient Name:

This form should be completed by the attending physician to confirm treatment is necessary for a specific 
medical condition.

Describe the diagnosed medical condition being treated:

Describe the recommended treatment:

Duration of treatment (not to exceed 12 months):

This treatment is medically necessary to treat the specific medical condition described above. This 
treatment is not in any way for general health and is not for cosmetic purposes to improve appearance. 

Print Physician Name: Signature of AƩ ending Physician:

Provider License Number: Date:

Provider Address: Provider Phone Number:



Nondiscrimination Notice and Access to Communication Services

MotivHealth, Inc.’s (“MotivHealth”) primary purpose is to provide non-health services to holders 
of health savings accounts. In addition to these services, MotivHealth provides services  to, and on 
behalf of, health plans.
MotivHealth, and if applicable, your plan, do not exclude people or treat them unfairly because of 
sex, age, race, color, national origin, or disability.
Free services are available to help you communicate with us and with your health plan, including 
providing letters in other languages or in other formats, such as large print. If you need  help, 
please call the toll-free number on your benefits card. For language assistance on your call, simply 
ask for an interpreter.

If you think you were not treated fairly because of your sex, age, race, color, national origin, or 
disability, you can send a complaint to:

MotivHealth, Inc.  
Attention: Director of regulatory services  
15 W. Scenic Pointe Dr.  
Draper, UT 84020  
Fax: (884) 533-1289  
Email: RegulatoryServices@MotivHealth.com  
Upon receiving your complaint, we will work with your health plan to address your concerns.  
If you need help with your complaint, please call the toll-free number on your member ID card. 
You must send the complaint within 60 calendar days of when you found out about the issue.  You 
can also file a complaint with the United States Department of Health and Human Services  online 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf  
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  
Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)  
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F,  HHH 
Building Washington, D.C. 20201  
Language Assistance Services 

ATTENTION: If you speak English, language assistance services are available to you free of charge. Please 
call the  phone number listed on your benefit debit card.  

ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. 
Llame al número de teléfono que aparece en su tarjeta de débito de beneficios.  

注意：如果您说中文，将为您免费提供语言协助服务。请致电优惠借记卡上列示的电话号码。  

LƯU Ý: Nếu bạn nói Tiếng Việt, các dịch vụ hỗ trợ ngôn ngữ luôn có sẵn cho bạn sử dụng miễn phí. Vui lòng gọi 
số điện thoại được ghi trên thẻ ghi nợ của bạn.  

주의: 한국어를 사용하신다면 , 언어 지원 서비스를 무료로 이용하실 수 있습니다. 혜택 직불 카드에 나열된 전
화 번호로 전화를 주십시오.
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ATENSYON: Kung nagsasasalita ka ng Tagalog may libreng tulong para sa wika. Mangyaring tawagan ang 
numero ng teleponong nakalista sa iyong benefit debit card. 

ВНИМАНИЕ! Если вы говорите по-русски, помощь переводчика будет предоставлена бесплатно. Позвоните 
по номеру телефона, указанному на вашей дебетной карте. 

 تنبیه :إذا كنت تتحدث العربیة، تتوفر لك خدمات المساعدة اللغوية مجان�ا .يرجى الاتصال برقم الھاتف المذكور على بطاقة
خصم الفائدة الخاص بك. 

Atansyon: Si ou pale kreyòl ayisyen, sèvis asistans lang yo disponib pou ou san peye. Tanpri rele nimewo 
telefòn ki nan kat debi fidelite ou a. 

IMPORTANT : si vous parlez français, des services d'assistance linguistique sont à votre disposition sans 
frais. Appelez le numéro de téléphone indiqué sur votre carte d'assurance maladie. 

UWAGA! Zapewniamy bezpłatne usługi językowe dla osób, którzy mówią po polsku. Prosimy dzwonić pod 
numer telefonu podany na karcie depozytowej. 

ATENÇÃO: se falar português, os serviços de assistência linguística estão disponíveis gratuitamente. 
Contacte o número indicado no seu cartão de débito de benefícios. 

ATTENZIONE: Se parli Italiano, il servizio assistenza è gratuito. Puoi chiamare il numero indicato nella 
garanzia. 

注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。保険給付用デビットカード

に記載されている電話番号までお電話にてご連絡ください。

ACHTUNG: Falls Sie Deutsch sprechen, steht Ihnen eine Spreachunterstützung kostenlos zur Verfügung. 
Bitte rufen Sie die Telefonnummer an, die auf Ihrer Vorteile-Kundenkarte aufgeführt ist. 

 توجه :اگر به زبان فارسی صحبت میکنید، خدمات و کمکھای زبانی به صورت رایگان به شما ارائه میگردد .لطف ا� با
شماره تلفن مندرج روی کارت دبیت مزایای خود تماس بگیرید. 

यन द: यदद आप द द  बलत  , त  आपक  मत म भ ष  स यत  सव ए उपलब  । क पय  अपन बनदट डदबट कडड पर ददए गए न नबर
पर कल कर।

ધ ય ન આપ:  જ તમ ગ જર ત બ લત હ,  ત આપન મ ટ ભ ષ સહ ય સ વ ઓ વવન મ લ ય ઉપલબ ધ 
છ.  આપન બ વનફ ટ ડ વબટ ક ડડ પર લખ લ ફ ન ન બર પર ક લ કર.

ជ នដ ណ ង៖ ប រស នបរ ន កន យ យ ស ម រ បស ជ ន យ ស គ ចរកប នសប រ ន 
កប យឥតគ តថ ល ។ ស មប ប ប មទ រស ទ ដ នរ យប ប រ ណណ  ឥណ នធ តថ 
ប របយ ជន ររស ន ក។ 

โปรดทราบ:  หากทานพดภาษาไทย บรการผ ชวยด านภาษาพร อมให บรการทานฟร  
โปรดตดตอหมายเลขโทรศ พท ตามรายการบนบ ตรเดบตสทธประโยชนของทาน 

HUBADHU: Yoo afaan oromoo kan dubbattuu ta'e gargaarsi tajaajilawwan afaanii kaffaltii irraa bilisaa ni 
jira. Maaloo lakkoosa bililaa kaardii liqii faayidaa keetii irra jiruun. bilbili. 

ໝາຍເຫດ: ຖ າທ ານເວ  າພາສາລາວ, ການບ ລ ການຊ ວຍເຫ  ອດ ານພາສາແມ ນມ ໃຫ ທ ານໂດຍບ   ເສຍຄ າ. 
ກະລ  ນາໂທຫາເບ ໂທລະສ ບທ   ໃຫ ໄວ ໃນບ ດເດບ ດເງ ນຊ ວຍເຫ  ອຂອງທ ານ. 
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