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FSA/HSA Medical Necessity Form  

The Purpose of this form is to assist you in obtaining the necessary documentation from your healthcare provider to 

use your Flexible Spending Accounts(FSAs) or Health Savings Accounts(HSAs) if your benefits plan requires so. 

 

Patient Name ________________________________________________________________________ 

Date _______________________________________________________________________________ 

Diagnosis ___________________________________________________________________________ 

Frequency of Treatment ________________________________________________________________ 

Duration of Treatment __________________________________________________________________ 

Specific Goals ________________________________________________________________________ 

Precautions __________________________________________________________________________ 

 
 
Additional Comments 
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________ 

This prescription is an evaluate and treat order unless specified otherwise above. 

I CERTIFYT THAT THE ABOVE TREATMENT PLAN IS MEDICALLY NECESSARY AND IS APPROVED. 
 
 

Physician Signature______________________________________________________________ 
(this must be signed by a Doctor in order for you to receive treatment) 
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