[bookmark: _GoBack]To Whom It May Concern:


I am writing on behalf of ___________________________________________.

My name is __________________________________ and I am a
_______________________________________ (type of provider), I am a graduate of ________________________________medical or nursing school, I did residency or graduate clinical training at ____________________________ and I have the following specialty certifications and/or fellowship training ________________________________________________________________. I work for _____________________________________________________ and hold the following title(s) ____________________________________________.
 

I have been treating ___________________________________________for ________________________ (length of time). I have appointments and/or regular communication (to include phone, text, email and/or tele-health) with the family because s/he is a child with special healthcare needs.

________________________ requires lifelong care and treatment for the diagnos(es) of ________________________________________________________________.
Additionally, s/he is at risk for the following complications because of these diagnos(es): ________________________________________________________________. 

S/he currently follows ___________________________ number of specialists and has regular weekly/monthly/quarterly appointments with these physicians. (Please circle one)

S/he regularly receives the following treatments and/or interventions on regular daily/ weekly/monthly intervals: (add details)
________________________________________________________________________________________________________________________________

S/he takes the following medications and specialized treatments on a daily basis: ________________________________________________________________________________________________________________________________

S/he requires specialized medical supplies daily, such as ________________________________________________________________________________________________________________________________. Additionally, s/he requires the use of the following durable medical equipment to be able to live and engage in activities of daily living:
________________________________________________________________________________________________________________________________.


____________________________________________________ is the parent/caregiver of my patient. They are instrumental in seeking, providing, and maintaining care for their child because their healthcare needs are so complicated and involved.

The parent/caregiver does the following:
· Directly provides medical care such as: _________________________________________________________________________________________________________________________________________________________________________________
· Coordinates care for the patient such as (please circle and add additional as needed):

· Transports to and participates in all medical appointments
· Transports to and participates in all therapy appointments such as occupational, physical, speech, art, and music therapy
· Schedules and coordinates for all medical appointments and care
· Schedules and coordinates for all therapy appointments
· Orders supplies, including medication, durable medical, equipment rental, monthly medical supplies
· Communicates with and participates in all special education meetings with the IEP or 504 team
· Communicates and coordinates with home health care agency and supervises attendant or nurse

If this parent or caregiver were removed from this country, the following would happen to the patient if s/he remains in the United States without the caregiver:
_______________________________________________________________.

If my patient were forced to return with the parent/caregiver to their native country, the following could happen: (please circle and add details, if available)
· Increased risk for complications ___________________________________________________________
· Lack of treatment for the patients diagnos(es) in the native country ___________________________________________________________
· Little or no special education services ___________________________________________________________
· Little or no therapy and related services ___________________________________________________________
· Little or no familial and/or community supports ___________________________________________________________

 
Thank you for your time and assistance in this matter.  Please contact me if you have questions regarding my patient.


Sincerely,
 
**Circle if any following documents attached**
· Supporting medical documentation or reports
· Documents indicating or pertaining to diagnosis
· Lists of supplies
· Care plan or other orders sign regularly 
· Copy of home regimen
· Copy of medication list



