Your letterhead here

[Date]
Re: Patient name
      DOB

To Whom It May Concern:

This is a request for a Dental Benefit Limit Exception (BLE) for the above named patient of mine.  [Patient] is under my care for the treatment of [list diagnoses as appropriate]. I have been treating [Patient] for [length of time]. The request is for [dental service(s) requested]. 
[Patient] meets the following criteria for a Benefit Limit Exception under Pennsylvania Medical Assistance:
 FORMCHECKBOX 
 The patient has a serious chronic systemic illness or other serious health condition and denial of the exception will jeopardize the life of the recipient.  [Explain]
 FORMCHECKBOX 
 The patient has a serious chronic systemic illness or other serious health condition and denial of the exception will result in the serious deterioration of the health of the recipient. [Explain]
 FORMCHECKBOX 
 Granting the exception is a cost-effective alternative for the plan. [Explain]
I have attached for your reference the following clinical documentation supporting the need for the service:

 FORMCHECKBOX 
 Patient charts
 FORMCHECKBOX 
 Diagnostic study results 

 FORMCHECKBOX 
 Radiographs
 FORMCHECKBOX 
 Medical history

 FORMCHECKBOX 
 Dental history

 FORMCHECKBOX 
 Other (explain):
In addition to the clinical information specific to my patient, this request is supported by the following:

 FORMCHECKBOX 
 Treatment guidelines – give reference

 FORMCHECKBOX 
 Journal article 

 FORMCHECKBOX 
 Specialty consultant opinion; consultation enclosed

 FORMCHECKBOX 
 Other (explain): 

Please contact me should you require any additional information. Thank you for your consideration of this request. 
[Signature]
