
 

THE FARM 
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LETTER OF MEDICAL NECESSITY 
Comprehensive Wellness Program Referral 

 

Under IRS rules, certain health care services and products are eligible for reimbursement from an FSA, HSA, or HRA when 
a licensed health care provider certifies they are medically necessary. This form may be submitted with your first claim for 
the service. If treatment extends beyond the time period listed, a new letter must be submitted. Submitting this form does not 
guarantee reimbursement. 
 

ACCOUNT HOLDER INFORMATION 
 
Last Name 
 
 

First Name 
 
 

M.I. 
 
 

Street Address 
 
 

City 
 
 

State 
 
 

ZIP 
 
 

Insurance Company / Plan Name 
 
 

Member / Policy ID Number 
 
 

Group Number 
 
 

Email Address 
 
 

Daytime Phone 
 
 

Date of Birth 
 
 

 
PATIENT INFORMATION  (if different from account holder) 

 
Patient Name 
 
 

Date of Birth 
 
 

Relationship to Account Holder 
 
 

 
DIAGNOSIS & TREATMENT — COMPLETED BY LICENSED PROVIDER 

 
Diagnosed medical condition being treated: 
 

 

 
Relevant ICD-10 Code(s): 
 
 

Recommended Treatment: A stay at The Farm Wellness Escape, a comprehensive residential wellness program offering the 
following services: 
• Supervised fitness programming: strength training, cardio, HIIT, boxing, yoga, indoor cycling, spin, dance 

cardio, paddleboard fitness, and recreational activities. 
• One-on-one and group nutrition counseling with a Registered Dietitian 
• Wellness chef-prepared macro-balanced meals (3 meals + 2 snacks daily) 
• Massage therapy, Reiki, and spa treatments (Licensed Massage Therapist on staff) 
• Body composition (Styku) and Resting Metabolic Rate testing 
• Daily educational sessions on nutrition, fitness, and sustainable habit-building 
• Mindful movement, self-care practices, and stress recovery programming 
 
Additional recommended services or specifications (if applicable): 
 
 

​
 



Clinical justification — how will this treatment alleviate or improve the diagnosed condition? 
 

 

 

 

 

 

 

 
​
Why have standard or alternative outpatient treatments been insufficient or unsuitable for this patient? 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
Treatment Start Date 
 
 

Treatment End Date 
 
 

Frequency / Duration of Stay 
 
 

Note: Treatment period may not exceed 12 months for HSA/FSA reimbursement purposes. A new letter must be submitted each plan year. 
 
I attest that the treatment described above is medically necessary to treat the specific diagnosed condition and is not for 
general health or cosmetic purposes. 
 

PROVIDER INFORMATION & SIGNATURE 
 
Provider Name (print) 
 
 

Credentials / License Type 
 
 

NPI Number 
 
 

State License Number 
 
 

Practice / Organization Name 
 
 

Provider Phone 
 
 

Provider Address 
 
 

City / State / ZIP 
 
 

 
Signature of Licensed Provider 
 
 
 

Date 
 
 
 

 
 
 
 
 
 
 
The Farm Wellness Escape is a non-clinical wellness retreat. This form is provided as a courtesy for guests seeking reimbursement from their insurance 
provider, HSA, or FSA. The Farm Wellness Escape makes no guarantee of reimbursement and is not responsible for insurance determinations. 


