Letter of Medical Necessity
Wellness Collective — Physician-Created Wellness & Nutrition Education Program

Patient Name: ___________________________________
Date of Birth: ___________________________________
Date: ___________________________________

To Whom It May Concern,

I am the treating physician for the above-named patient. Based on my clinical assessment, it is medically appropriate and beneficial for this patient to participate in a structured wellness-education program called The Wellness Collective.

This program provides physician-created instruction in lifestyle, nutrition, and physiology principles that directly support the patient’s ongoing health goals. It is designed to improve understanding of evidence-based habits related to metabolism, digestion, nutrition, sleep, stress regulation, and general wellness.

Educational components include:
- Weekly physician-created content on physiology, nutrition, and lifestyle.
- Group-based Q&A responses addressing common wellness and nutrition questions.
- Monthly wellness challenges supporting evidence-based habit formation.
- Practical weekly wellness tips promoting sustained lifestyle change.

This program does not provide medical treatment or individualized care. It offers structured, physician-created wellness education that supports lifestyle changes relevant for prevention and management of conditions including diabetes, hypertension, hyperlipidemia, metabolic syndrome, obesity, stress-related disorders, and digestive conditions.

Based on the patient’s health status and my clinical judgment, participation in this educational program is medically necessary to support health literacy, adherence to lifestyle recommendations, and long-term wellness outcomes. I recommend that expenses related to The Wellness Collective be considered eligible for reimbursement through the patient’s Health Savings Account (HSA), Flexible Spending Account (FSA), or comparable benefit.

Recommended Duration of Wellness Collective Participation
(Physician, please check or circle one)
⬜ 3 months
⬜ 6 months
⬜ 9 months
⬜ 12 months (recommended)
Custom duration (optional): __________________ months

If additional details are required, I am available to provide further clarification.

Physician Name: ___________________________________
Medical License Number: ___________________________________
Practice Name: ___________________________________
Phone: ___________________________________
Signature: ___________________________________
