
Ensure the most current form is submitted. Refer to EMACS Forms/Procedures website.

MEDICAL EXPENSE REIMBURSEMENT (FSA) PLAN 
LETTER OF MEDICAL NECESSITY (LMN)

(Medical Expense Reimbursement (FSA) Plan Letter of Medical Necessity)REV. HR 11/14/2014

Must print in Black or Blue ink ONLY.
Employee ID Rcd No. Last Name, First Name

Email Address Department Telephone

Page 1 of 3

Section 1: Over-the-Counter (OTC) Medications and/or Products

Check all that apply:
OTC Medication Name 

(if applicable)
Patient Name Prescription Duration  

(e.g., 3 mo., PRN, etc.)
# of 

Refills

Antiseptics 
(e.g., Rubbing Alcohol, Neosporin, etc.)

Cold, Flu 
(e.g., Theraflu, Nyquil, Robitussin, etc.)

Allergy, Asthma 
(e.g., Benadryl, Zyrtec, Sudafed, etc.)

Ear/Eye Care 
(e.g., Swim Ear, Ear Wax Removal, etc.)

Analgesics/Pain Relief 
(e.g., Advil, Tylenol, Aspirin, Icy Hot, etc.)

Skin Care 
(e.g., Clearasil, Benadryl Itch Cream, etc.)

Stomach Care 
(Prilosec, Tagamet, Tums, etc.)

Vitamins/Supplements 
(e.g., Calcium, Vit-D, Vit-B, etc.)

Miscellaneous (Other) 

 
I authorize the use of the Over-the-Counter (OTC) medication(s) and/or products prescribed above.  I acknowledge that this prescription is only valid for the time 
period that is stated above and if I need to extend the time period I will submit a new prescription.  I certify that the OTC medications and/or products I am 
prescribing are for the use of medical care and not merely beneficial to the patient's general health. 

Provider Address, City, State, Zip Code Provider License No. Provider Phone Number

Provider (Print & Sign) Date

Distribution: HR-EBSD 0440 (Original)

Under Internal Revenue Service (IRS) regulations, some healthcare services and products are only eligible for reimbursement from your 
Medical Expense Reimbursement (FSA) Account when your licensed medical physician certifies that they are medically necessary.   The 
purpose of this form is to obtain verification from your physician that such products meet medical necessity as defined by IRC Section 213. The 
Letter of Medical Necessity (LMN) is only valid for the period of time established by your physician and is limited to the current plan year.  If the 
treatment extends beyond the time period listed or beyond the current plan year, you must submit a new LMN.  Submitting this LMN form does 
not guarantee that the expense(s) will be reimbursed. 
  
The LMN form is divided into four (4) sections.  Your physician may authorize and certify the following are medically necessary by completing 
the appropriate sections: 1) Over-the-Counter (OTC) Medications and/or Products, 2) Healthcare Services and Equipment, 3) Health Club 
Memberships/Exercise Programs, 4) Holistic, Naturopathic, and Alternative Healing Services



(Medical Expense Reimbursement (FSA) Letter of Medical Necessity)Rev. HR 11/14/2014

Section 2: Healthcare Services and Equipment (e.g. Nutritionist, Medical Equipment, etc.)

Patient Last Name, First Name Prescribed Length of Treatment 
(e.g. once a month) Date Prescribed

Recommended Treatment

I certify the healthcare service(s) stated above is a direct result of a medical condition and is medically necessary to cure, mitigate, treat, or prevent a disease 
and will be primarily used to alleviate or prevent a physical or mental defect or illness.

Provider Address, City, State, Zip Code Provider License No. Provider Phone Number

Provider (Print & Sign) Date
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Section 3:  Health Club Memberships/Exercise Programs
Patient First Name, Last Name Prescribed Length of Treatment 

(e.g. twice a week) Date Prescribed

Select One: Gym Membership
Personal Trainer

Recommended Treatment

Gym Name     Gym Address, City, State, Zip Code Gym Phone Number

I certify the healthcare service(s) stated above is a direct result of a medical condition and is medically necessary to cure, mitigate, treat, or prevent a disease and 
will be primarily used to alleviate or prevent a physical or mental defect or illness.  I certify that the information stated above is a direct result of a disease rather 
than to promote general health.

Provider License No. Provider Address, City, State, Zip Code Provider Phone Number

Provider (Print & Sign) Date



(Medical Expense Reimbursement (FSA) Letter of Medical Necessity)Rev. HR 11/14/2014

Section 4: Holistic, Naturopathic, or Alternative Healing Services

Patient Last Name, First Name Prescribed Length of Treatment 
(e.g. once a month) Date Prescribed

Recommended Treatment

I certify the healthcare service(s) stated above is a direct result of a medical condition and is medically necessary to cure, mitigate, treat, or prevent a disease and 
will be primarily used to alleviate or prevent a physical or mental defect or illness.  I certify that the information stated above is a direct result of a disease rather 
than to promote general health.

Provider Address, City, State, Zip Code Provider License No. Provider Phone 
Number

Provider (Print & Sign) Date
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Employee Certification
I certify the healthcare service(s) and/or products stated above are a direct result of a medical condition and are medically necessary to cure, mitigate, treat, or 
prevent a disease and will be primarily used to alleviate or prevent a physical or mental defect or illness.  I certify that the information stated above is a direct 
result of a disease rather than to promote my general health and that I would not have incurred the expense if stated medical condition was not present. For 
example, if you are claiming expenses for membership to a health club, you certify that you were not already a member of a health club.   
By requesting completion of this form, I authorize my physician to release my protected health care information to the County of San Bernardino Medical Expense 
Reimbursement (FSA) Plan Administrator.   
 

Employee Signature Date

Reviewed by (EE ID) Date Approved/Denied 1Cloud keyed by (EE ID) Date
Approved
Denied

HR-EBSD Office Use Only


Ensure the most current form is submitted. Refer to EMACS Forms/Procedures website.
MEDICAL EXPENSE REIMBURSEMENT (FSA) PLAN LETTER OF MEDICAL NECESSITY (LMN)
(Medical Expense Reimbursement (FSA) Plan Letter of Medical Necessity)
REV. HR 11/14/2014
Must print in Black or Blue ink ONLY.
Employee ID
Rcd No.
Last Name, First Name
Email Address
Department
Telephone
Page 1 of 3
Section 1: Over-the-Counter (OTC) Medications and/or Products
Check all that apply:
OTC Medication Name
(if applicable)
Patient Name
Prescription Duration 
(e.g., 3 mo., PRN, etc.)
# of Refills
I authorize the use of the Over-the-Counter (OTC) medication(s) and/or products prescribed above.  I acknowledge that this prescription is only valid for the time period that is stated above and if I need to extend the time period I will submit a new prescription.  I certify that the OTC medications and/or products I am prescribing are for the use of medical care and not merely beneficial to the patient's general health. 
Provider Address, City, State, Zip Code
Provider License No.
Provider Phone Number
Provider (Print & Sign)
Date
Distribution: HR-EBSD 0440 (Original)
Under Internal Revenue Service (IRS) regulations, some healthcare services and products are only eligible for reimbursement from your Medical Expense Reimbursement (FSA) Account when your licensed medical physician certifies that they are medically necessary.   The purpose of this form is to obtain verification from your physician that such products meet medical necessity as defined by IRC Section 213. The Letter of Medical Necessity (LMN) is only valid for the period of time established by your physician and is limited to the current plan year.  If the treatment extends beyond the time period listed or beyond the current plan year, you must submit a new LMN.  Submitting this LMN form does not guarantee that the expense(s) will be reimbursed.
 
The LMN form is divided into four (4) sections.  Your physician may authorize and certify the following are medically necessary by completing the appropriate sections: 1) Over-the-Counter (OTC) Medications and/or Products, 2) Healthcare Services and Equipment, 3) Health Club Memberships/Exercise Programs, 4) Holistic, Naturopathic, and Alternative Healing Services
(Medical Expense Reimbursement (FSA) Letter of Medical Necessity)
Rev. HR 11/14/2014
Section 2: Healthcare Services and Equipment (e.g. Nutritionist, Medical Equipment, etc.)
Patient Last Name, First Name
Prescribed Length of Treatment (e.g. once a month)
Date Prescribed
Recommended Treatment
I certify the healthcare service(s) stated above is a direct result of a medical condition and is medically necessary to cure, mitigate, treat, or prevent a disease and will be primarily used to alleviate or prevent a physical or mental defect or illness.
Provider Address, City, State, Zip Code
Provider License No.
Provider Phone Number
Provider (Print & Sign)
Date
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Section 3:  Health Club Memberships/Exercise Programs
Patient First Name, Last Name
Prescribed Length of Treatment (e.g. twice a week)
Date Prescribed
Select One:
Recommended Treatment
Gym Name  
   Gym Address, City, State, Zip Code
Gym Phone Number
I certify the healthcare service(s) stated above is a direct result of a medical condition and is medically necessary to cure, mitigate, treat, or prevent a disease and will be primarily used to alleviate or prevent a physical or mental defect or illness.  I certify that the information stated above is a direct result of a disease rather than to promote general health.
Provider License No.
Provider Address, City, State, Zip Code
Provider Phone Number
Provider (Print & Sign)
Date
(Medical Expense Reimbursement (FSA) Letter of Medical Necessity)
Rev. HR 11/14/2014
Section 4: Holistic, Naturopathic, or Alternative Healing Services
Patient Last Name, First Name
Prescribed Length of Treatment (e.g. once a month)
Date Prescribed
Recommended Treatment
I certify the healthcare service(s) stated above is a direct result of a medical condition and is medically necessary to cure, mitigate, treat, or prevent a disease and will be primarily used to alleviate or prevent a physical or mental defect or illness.  I certify that the information stated above is a direct result of a disease rather than to promote general health.
Provider Address, City, State, Zip Code
Provider License No.
Provider Phone Number
Provider (Print & Sign)
Date
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Employee Certification
I certify the healthcare service(s) and/or products stated above are a direct result of a medical condition and are medically necessary to cure, mitigate, treat, or prevent a disease and will be primarily used to alleviate or prevent a physical or mental defect or illness.  I certify that the information stated above is a direct result of a disease rather than to promote my general health and that I would not have incurred the expense if stated medical condition was not present. For example, if you are claiming expenses for membership to a health club, you certify that you were not already a member of a health club.  
By requesting completion of this form, I authorize my physician to release my protected health care information to the County of San Bernardino Medical Expense Reimbursement (FSA) Plan Administrator.  
 
Employee Signature
Date
Reviewed by (EE ID)
Date
Approved/Denied
1Cloud keyed by (EE ID) 
Date
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