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LETTER OF MEDICAL NECESSITY   
For HSA/FSA Reimbursement 
Patient Name: ___________________________________________ 
Date of Birth: ___________________________________________ 
Procedure / Diagnosis: ____________________________________
ICD-10 Code: ___________________________________________
Date of Procedure (if applicable): __________________________ 
TO THE HEALTHCARE PROVIDER: 
Your patient is requesting documentation to support the medical necessity of Catchfords Recovery Briefs — a post‑procedure recovery garment designed to provide protection, support, and minimize friction on hypersensitive skin following foreskin and frenulum surgery, or related urological procedures. 
[image: ]Please complete the section below to confirm that this garment is appropriate for your patient’s post-procedure needs and HSA/FSA reimbursement purposes. 
HEALTHCARE PROVIDER ATTESTATION 
I certify that the above‑named patient requires Catchfords Recovery Briefs as part of their post‑procedure care plan. In my clinical judgment, this garment is appropriate to help reduce irritation from clothing, limit friction during routine movement, and provide consistent coverage of the affected area.
Provider Name:___________________________________________ 
Medical Title: ____________________________________________ 
NPI Number: _____________________________________________

Clinic / Practice: __________________________________________ 
Phone:__________________________________________________ 
Signature: _______________________________________________ 
Date:___________________________________________________ 

Designed by Canadian medical professionals to support safe, comfortable, post‑procedure recovery. 
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