Name

Address

Date:

To: Insurance Company

Attn: Medical Review Department, Mail Administrator
Address:

Re: Letter of Medical Necessity for Breast Explant Surgery

Patient Name:

Date of Birth:

Insurance Member ID:

Diagnosis Codes:

T85.49XA — Mechanical complication of breast prosthesis and implant
T85.79XA - Infection and inflammatory reaction due to other internal
prosthetic devices, implants, grafts.

T85.848A — Pain due to internal prosthetic devices, implants and grafts.

M35.9: Autoimmune disease (systemic), unspecified
Severe Osteoporosis. -3.0 Left ultra distal radius, more...

Procedure CPT Code(s):

e 19328 — Removal of intact breast implant
e 19330 — Removal of ruptured implant
e 19371 — Periprosthetic capsulectomy
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Dear Medical Review Board,

I am writing to formally request prior authorization and substantiate the medical necessity for
breast explant surgery for me, . I have
spent several months and thousands of dollars ruling out all other causes of my symptoms and
arrived at this. This request includes the removal of breast implants with complete or partial
capsulectomy as clinically indicated.

The list of doctors | have seen, their names and specialties are listed:

The list of special tests include CTs, MRIs, both contrast and non contrast. Please find reports
attached in this envelope:

The Lab studies that show abnormal findings. Please find copies in this envelope:
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Medical History & Clinical Indications:

I, underwent breast
augmentation/reconstruction the month and year: using
saline or silicone (please circle) implants. This was due to partial or full mastectomy, (circle
one), or deformation from some other cause:

. These implants are encased in plastic. In recent years | have developed multiple progressive
and debilitating symptoms that are consistent with Breast Implant lliness (BIl) or other
implant-related complications, including but not limited to:

e Swelling in Axillary area, breasts, and supraclavicular fosss, all bilateral

e Cognitive dysfunction (“brain fog”)

e Chronic body wide inflammation that likely led to Severe Osteoporosis resulting in 2
fractures in the past 5 years

e Chest wall pain, Breast Pain, Neck Pain and shortness of breath
e Autoimmune symptoms confirmed by lab findings over the past year
e Chronic rashes on face, arms, chest and abdomen
e Shortness of breath and problems breathing
e Chronic Diarrhea with no other provable cause, though several specialists consulted
e Lymph node involvement shown in right breast MRI August 20, 2025
e Lab findings indicating a possible auto immune condition that can be explained by
implant reaction. These are included in the packet and detailed in my doctor’s notes:
found in this envelope
Additionally, diagnostic testing and clinical evaluations have ruled out other underlying
medical causes, further supporting that these symptoms are likely related to my breast
implants. | have seen (number of doctors). | have had dozen

special tests, and been been seeking resolution since (date of
first doctors visit).

Given the constellation of my symptoms, clinical course, and failure to improve with
conservative management, explant surgery is both medically necessary and urgent to prevent
further deterioration of her health and quality of life.
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Supporting Documentation:
e Imaging results (MRI, ultrasound) showing any lymph node involvement/right breast
e Clinical notes outlining symptom progression and functional impairment

e Abnormal Lab Findings that link to BII:

For NIH research on Immunological Implications of Breast Implant lliness:
https://pmc.ncbi.nim.nih.gov/articles/PMC9095406/

Procedure & Surgical Plan:
The planned procedure includes:
e Removal of saline breast implants (CPT 19328/19330)
e Capsulectomy as clinically indicated (CPT 19371)
e Possible pathological analysis of capsules/implants to assess for silicone leakage,

bacterial biofilm, or lymphoma (BIA-ALCL) if warranted

This procedure is not being performed for cosmetic reasons. It is being pursued to alleviate
medically documented systemic symptoms, prevent complications associated with implant
rupture or capsular contracture, and restore my overall health.
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https://pmc.ncbi.nlm.nih.gov/articles/PMC9095406/

Conclusion:

Given the compelling clinical evidence, progression of symptoms, and lack of alternative
treatment options, breast explant surgery is medically necessary for me,

| urge you to approve this
request for surgical intervention. Please do not hesitate to contact me directly at phone:

if you require any additional information

or documentation.

I am writing this letter because | have found a surgeon who specializes in breast explant
surgery. Name and address of Surgeon:

They do not accept insurance, or are out of network (circle one).

| have been absolutely miserable, for this length of time:

I am unable to work/perform my usual activities of daily living. | am looking for help with the fees
and ask that you re-imburse me for such an indicated surgery.

Thank you for your time and consideration.
Sincerely,

Printed name:

Signature:

Date:
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