Writing the Letter of Medical Necessity for Obi


Before writing the letter of medical necessity, it is recommended to schedule at least one trial session with your user. The trial session will provide information about how the patient can use Obi, which will help with the justification of the equipment. Contact Obi at 844-435-7624 for information on how to schedule a trial session. 

Recommended information to include in the Letter of Medical Necessity

1. Demographics and patient information
· Full legal name
· Date of birth & age
· Contact information
· Insurance information with ID# and group#
· Date of services or when you write the letter

2. Summary of medical history
· Diagnosis
· Related surgeries
· Precautions 
· Equipment (e.g., type of wheelchair, cane, oxygen tank)

3. Current services (occupational therapy, physical therapy, speech therapy, etc.)

4. Patient’s functional status according to the identified conditions
· Cognitive skills (e.g., memory, problem solving, attention, direction following)
· Mobility skills (e.g., walking, transfers)
· Sensation (if apply) (e.g., history of pressure sores) 
· Activities of daily living (e.g., dressing, feeding, grooming, meal preparation)

5. Current and past treatment, equipment and efforts to improve self-feeding

6. Trial information – include specific details about how the patient used Obi during the trial session. You can use the Obi Observation of Use form to guide the trial observations. 
· Switches used and their location/mounting
· Body parts used
· Any type of instructions needed
· Turning Obi on/off, selection of plates & food, following logical order of steps to self-feed, maintaining a consistent rate of performance to bring food to mouth.
· Type of food used during trials
· Social interactions (e.g., gestures, verbal comments, eye contact, expression of emotions)

7. Comparison of equipment and/or efforts for self-feeding and details about what worked or not. 

8. Impression and clinical rationale for needing Obi for self-feeding and recommendations. 

9. Sign the letter and include professional credentials, contact information and representing company/organization. 

10. Additional documents:
· Pictures – Pictures are priceless! Include a few pictures of the patient using Obi.
· Videos – Videos are very valuable to demonstrate how the patient can use Obi. Include them if you can. 
· Medical or clinical notes/reports – Any clinical documents that can support the use of Obi. 
· Research articles – Supporting articles related to self-feeding and health related benefits. 
· Organization’s Letter head – Use your organizations’ letter head for your letter of medical necessity. 
· Obi flyer – Attach Obi flyers for more information about the equipment and website information.

Contact Obi at 844-435-7624 for any type of assistance needed to write the letter of medical necessity
Template of the Letter of Medical Necessity for Obi


	NAME: Click or tap here to enter text.                
	Date: [Click to select date]

	DOB:: 
	Age: 
	Gender: ☐ Female   ☐ Male

	Address: 

	Tel:

	Insurance: 
	 ID#: 
	Group#:


 

I am writing on behalf of my patient, [Patient’s name], to request the approval of a medically necessary equipment for self-feeding. This letter includes relevant medical history, rationale, and supporting data to approve the use of Obi self-feeder device for my patient.

Summary of medical history
[Patient’s name]  is a [#age]-year-old young man with a medical diagnosis of Select One. [Include brief description of the diagnosis/condition, severity and components affecting the upper extremity which limits self-feeding. Indicate any related surgeries, precautions and major equipment used (e.g., type of wheelchair, cane, oxygen tank)].

Functional status
[Summary of Cognitive skills (e.g., memory, problem solving, attention, direction following); Mobility skills (e.g., not able to walk, complete transfers); Sensation (if apply as some sensory problems might affect the use of equipment; Activities of daily living (ADLs) -identify if the patient can complete ADL’s independently or needs any type of assistance.

Self-feeding efforts 
[Include information related to current and/or past treatment to promote self-feeding and the results. Add information related to equipment fabricated or used during trial sessions to improve self-feeding and the results.]
[Comparison of equipment and/or efforts for self-feeding and details about what worked or not]

Obi Trial information [Include specific details about how the patient used Obi]
[Patient’s name]  was able to try Obi during [#__] session(s) on [date(s)]. The trial(s) were performed at the Choose an item. . During the trial, [Patient’s name]  used a Choose an item. switch with Choose an item. to activate Obi to bring food to mouth Choose an item.. The following type of foods were used during the trial Choose an item.
[Patient’s name]  was able to select desired bowls of food Choose an item.. [Patient’s name]   was able to Choose an item. with the evaluator. This was the first time that [Patient’s name]  could feed Choose an item. without the help of a Choose an item.  
In summary, [Patient’s name]  was able to select plates & food, follow logical order of steps to self-feed, and maintaining a consistent rate of performance to bring food to mouth regardless of the upper extremity limitations. [Patient’s name] was able to Choose an item.a sense of satisfaction and independence by using Obi during the trial session(s). 






Impression and clinical rationale [for needing Obi for self-feeding and recommendations]



[Patient’s name] ‘s food intake has been affected significantly due to upper extremity limitations and Click or tap here to enter text. resulting in Choose an item. Different interventions and equipment have been implemented but none of them have been successful to assist in the independent food intake. Unhealthy dietary patterns, and the lack of food intake often results in complications with the immune system, and malnutrition which is associated with mortality and a 50% increase of hospital stays (Childs, Calder, & Miles, 2019; Stratton, 2007). 
It is strongly recommended that one Obi dining companion set (includes a plate and a placemat, two magnetic attaching spoons, two black Buddy Button switches and a charging cable) is approved for [Patient’s name] .

The use of Obi is identified as a medical necessity equipment for [Patient’s name] and is in no way for convenience purposes as the health of individuals that cannot feed themselves could be compromised if they do not eat enough food. Medically necessary services are defined as “health care services or supplies that are needed to diagnose or treat an illness, injury, condition disease, or its symptoms – and that meet accepted standards or medicine” (Healthcare, 2021). Obi is also the most appropriate and cost-effective option for meeting  [Patient’s name] ‘s functional and medical needs. [Patient’s name] was able to use Obi during the trial session(s) and demonstrated that can use it Choose an item.  [Patient’s name] was also able to Choose an item.a sense of satisfaction and independence by using Obi during the trial session(s). 

In relation to emotional satisfaction, studies have shown that having food choices reflect stimulus reward values in brain activity (Smeets, Charbonnier, van Meer, van der Laan, & Spetter, 2012). By providing individuals, the control to select their food, the more likely they will experience satisfaction on the feeding activity. The additional factor associated with the use of Obi is social participation, which is crucial in humans to maintain physical, mental, and social well-being (Venna, Xu, Doran, Patrizz & McCullough, 2014). The Obi is a device that could be use not only at the patient’s home but taken everywhere the perform dining experiences. 

Thank you in advance for your anticipated approval of this much needed equipment for  [Patient’s name] .
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Evaluator’s Signature: ______________________________                                     Date: ______________
Evaluator’s Full Name:                                                                                       
Lic #:                                                             






How to use the template of the Letter of Medical Necessity for Obi

[image: Graphical user interface, text, application

Description automatically generated]Obi Observation of Use form = you can use this form during the trial session(s) to help capture the observations areas.
Some of this information could be retrieve from the patient’s medical record or previous reports. 
Areas on red are meant to guide the clinician on the content needed. Read and replace the content for appropriate information related to patient. 
Click to upload picture of the patient   
Click to add content or date from calendar 
Use a letter head of the medical or clinical organization writing the LMN or add information about the organization/clinician. 

Choose an item = you can type text or select an item from a dropdown list  

[image: Graphical user interface, application, Word

Description automatically generated]Add your signature. Add your professional credentials next to your signature and your professional license number below your printed full name. 
If a letterhead is not used, Add your contact information and organization below your name. 

Make sure to review your content before your print the letter. Add the following items to your letter as needed:
11. Pictures 
12. Videos 
13. Medical or clinical notes/reports 
14. Research articles 
15. Organization’s Letter head 
16. Obi flyer 

Click or tap here to enter text = you can type text
Click to add date from calendar 
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Writing the Letter of Medical Necessity for Obi

Before writing the letter of medical necessity, it is recommended to schedule at least one trial session with your
user. The trial session will provide information about how the patient can use Obi, which will help with the
justification of the equipment. Contact Obi at 844-435-7624 for information on how to schedule a trial session.

Recommended information to include in the Letter of Medical Necessity

1. Demographics and patient information

Full legal name

Date of birth & age

Contact information

Insurance information with ID# and group#
Date of services or when you write the letter

00000

2. Summary of medical history
o Diagnosis
o Related surgeries
o Precautions
o Equipment (e.g., type of wheelchair, cane, oxygen tank)

3. Current services (occupational therapy, physical therapy, speech therapy, etc.)

4. Patient’s functional status according to the identified conditions
o Cognitive skills (e.g., memory, problem solving, attention, direction following)
o Mobility skills (e.g., walking, transfers)
o Sensation (if apply) (e.g., history of pressure sores)
o Activities of daily living (e.g., dressing, feeding, grooming, meal preparation)

Current and past treatment, equipment and efforts to improve self-feeding

Trial information - include specific details about how the patient used Obi during the trial session. You can use
the Obi Observation of Use form to guide the trial observations.

o Switches used and their location/mounting

o Body parts used

o Any type of instructions needed

o Turning Obi on/off, selection of plates & food, following logical order of steps to self-feed, maintaining a
consistent rate of performance to bring food to mouth
Type of food used during trials
o Social interactions (e.g., gestures, verbal comments, eye contact, expression of emotions)

o

7. Comparison of equipment and/or efforts for self-feeding and details about what worked or not.
8. Impression and clinical rationale for needing Obi for self-feeding and recommendations.

9. Sign the letter and include professional credentials, contact information and representing
company/organization.

10. Additional documents:

o Pictures - Pictures are priceless! Include a few pictures of the patient using Obi.
Videos - Videos are very valuable to demonstrate how the patient can use Obi. Include them if you can.
Medical or clinical notes/reports - Any clinical documents that can support the use of Obi
Research articles - Supporting articles related to self-feeding and health related benefits.
Organization’s Letter head - Use your organizations’ letter head for your letter of medical necessity.
Obi flyer - Attach Obi flyers for more information about the equipment and website information.
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Contact Obi at 844-435-7624 for any type of assistance needed to write the letter of medical necessity.
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Letterhead

iJ Comments

NAME: Click or tap here to enter text. Date: [Click to select date]
DOB: Age: Gender: (] Female [ Male
Address: Tel:

Insurance: ID#: Group#:

Dear [Contact Name] ,

I am writing on behalf of my patient, [Patient’s name], to request the approval of a medically necessary equipment
for self-feeding. This letter includes relevant medical history, rationale, and supporting data to approve the use of
Obi self-feeder device for my patient.

Summary of medical history

[Patient’'s name] is a [#age]-year-old young man with a medical diagnosis of Choose an item.. [Include brief
description of the diagnosis/condition, severity and components affecting the upper extremity which limits self-
feeding. Indicate any related surgeries, precautions and major equipment used (e.g., type of wheelchair, cane,
oxygen tank)].

Functional status

[Summary of Cognitive skills (.., memory, problem solving, attention, direction following); Mobility skills (e_g., not
able to walk, complete transfers); Sensation (if apply as some sensory problems might affect the use of equipment;
Activities of daily living (ADLs) -identify if the patient can complete ADL’s independently or needs any type of
assistance.

Self-feeding efforts

[Include information related to current and/or past treatment to promote self-feeding and the results. Add
information related to equipment fabricated or used during trial sessions to improve self-feeding and the results.]
[Comparison of equipment and/or efforts for self-feeding and details about what worked or not]

Obi Trial information [Include specific details about how the patient used Obi]

[Patient’s name] was able to try Obi during [#__] session(s) on [date(s)]. The trial(s) were performed at the Choose
an item. . During the trial, [Patient’s name] used a Choose an item. switch with Choose an item. to activate Obi to
bring food to mouth Choose an item.. The following type of foods were used during the trial Choose an item.
[Patient’s name] was able to select desired bowls of food Choose an item.. [Patient’'s name] was able to Choose an
item. with the evaluator. This was the first time that [Patient’s name] could feed Choose an item. without the help of
a Choose an item.

In summary, [Patient’'s name] was able to turn Obi on/off, select plates & food, follow logical order of steps to self-
feed, and maintaining a consistent rate of performance to bring food to mouth regardless of the upper extremity
limitations. [Patient’'s name] was able to Choose an item.a sense of satisfaction and independence by using Obi
during the trial session(s).
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Contact Obi at 844-435-7624 for any type of assistance needed to write the letter of medical necessity.

Impression and clinical rationale [for needing Obi for self-feeding and recommendations]

[Patient’s name] ‘s food intake has been affected significantly due to upper extremity limitations and Click or tap
here to enter text. resulting in Choose an item. Different interventions and equipment have been implemented but
none of them have been successful to assist in the independent food intake. Unhealthy dietary patterns, and the
lack of food intake often results in complications with the immune system, and malnutrition which is associated with
mortality and a 50% increase of hospital stay (Childs, Calder, & Miles, 2019; Stratton, 2007).

It is strongly recommended that one Obi dining companion set (includes a plate and a placemat, two magnetic
attaching spoons, two black Buddy Button switches and a charging cable) is approved for [Patient’'s name]

The use of Obi is identified as a medical necessity equipment for [Patient’s name] and is in no way for convenience
purposes as the health of individuals that cannot feed themselves could be compromised if they do not eat enough
food. Medically necessary services are defined as “health care services or supplies that are needed to diagnose or
treat an iliness, injury, condition disease, or its symptoms - and that meet accepted standards or medicine”
(Healthcare, 2021). Obi is also the most appropriate and cost-effective option for meeting [Patient’'s name] ‘s
functional and medical needs. [Patient’s name] was able to use Obi during the trial session(s) and demonstrated
that can use it Choose an item. [Patient’'s name] was also able to Choose an item.a sense of satisfaction and
independence by using Obi during the trial session(s).

In relation to emotional satisfaction, studies have shown that having food choices reflect stimulus reward values in
brain activity (Smeets, Charbonnier, van Meer, van der Laan, & Spetter, 2012). By providing individuals, the control
to select their food, the more likely they will experience satisfaction on the feeding activity. The additional factor
associated with the use of Obi is social participation, which is crucial in humans to maintain physical, mental, and
social well-being (Venna, Xu, Doran, Patrizz & McCullough, 2014). The Obi is a device that could be use not only at
the patient’s home but taken everywhere the perform dining experiences.

Thank you in advance for your anticipated approval of this much needed equipment for [Patient’s name] .
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