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CERTIFICATION OF MEDICAL NECESSITY
 Service (IRS) rules, some health care services and products are only eligible for 
ur Health Care Flexible Spending Account when your doctor or other licensed health care 
ey are medically necessary.  

 certification to assist you and your health care provider in supplying the information we 
s your claim. Your provider can also submit a statement on his or her letterhead, as long 
l the information on this form.  
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PLEASE RETURN COMPLETED FORMS TO PBS, INC. 
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