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[Date]

UnitedHealthcare

600 Airborne Parkway

Cheektowaga, NY 14225

Attn: Transition of Care/Continuity of Care Fax: 855-686-3561

Patient Name:

Patient UnitedHealthcare ID number:

Date of Birth:

Diagnosis: ,
[Diagnosis] [ICD-10-CM]

Dear UnitedHealthcare:

Our patient is seeking to continue care with a Johns Hopkins provider under the Continuity of Care requirements of
state and federal law. Itis in the best interest of our patient to continue obtaining medical care and treatment with

their Johns Hopkins provider.

Therefore, | am writing on behalf of to document the ongoing need to treat

[Patient Name]

[Diagnosis]

This letter serves to document my patient’s treatment history and diagnosis. Please refer to additional information,

as necessary, as may be enclosed with this letter.
Summary of Patient’s Medical History and Diagnosis

is being treated for:

[Patient Name]

[Life-Threatening Condition CJAcute Condition
LInpatient/Confined LJUpcoming Surgery
OTerminal Illness [JOngoing Treatment
[1Other

OTransplant
[1Disabled/Disability
[INewborn

Diagnosis (ICD-10-CM]: | Date Treatment Started: | Date of Next

Treatment/Visit:

Date of Termination, if
known:
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In summary, continued treatment at Johns Hopkins is medically necessary and reasonable to treat

’s , and | ask you to please consider continued coverage at

[Patient Name] [Diagnosis]

Johns Hopkins. Please refer to the enclosed supporting documents for further details, and do not hesitate to

callme at if you have any questions or if you require additional information.

Phone Number]

Thank you for your attention to this matter.

Sincerely,

[Prescribing Physician Name and Credentials]



