
Statement of Medical Necessity 
 
 
Patient Name: 
Date of Birth: 
 
 
 
Healthcare Provider Name:  
 
Clinic Name:  
 
Clinic Address: 
 
 
 
Diagnosis:  
 
Healthcare Provider Notes: 
 
 
 
 
A personalized dietary, activity and behavior change program with 1:1 nutrition coaching to support 
weight loss is medically necessary and indicated for treatment of the diagnosis listed above. 
 
 
 
_________________________________________________          _____________________ 
Healthcare Provider Signature              Date 
 
_________________________________________________ 
Healthcare Provider Printed Name  
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