*Please note that the following template is only one example of a letter to refer a trans masculine patient to a surgeon for the purpose of gender affirming surgery. The language reflects common requirements for coverage in our health care setting only. You bear responsibility to check in your particular region of clinical practice for any required or recommended training and wording needed for your particular professional practice and liability. This sample template may or may not be adequate for your state, region, or area and license level of practice.

Mental health professionals writing gender confirmation surgery referral letters and performing surgical readiness and eligibility assessments are advised to seek training and clinical supervision as appropriate to the expectations and laws in your particular region of practice to become competent in this specific area of clinical work. 

You will need to customize this letter. Consult with your clinic protocols, supervisor, the surgeon the patient is seeking surgery from, and when possible, the patient’s health insurance policy for coverage requirements.

We strongly recommend that mental health professional actively consult with the patient’s primary care medical provider and any other health care providers during the process of assessment and referral for any surgical procedures.

We recommend that mental health professionals become familiar with the World Professional Association for Transgender Health (WPATH) Standards of care, version 7 and the sections in that protocol that pertain to assessment and referrals for gender confirming surgeries. Some mental health professionals may find it helpful to state in their referral letter that they are following the WPATH Standards of Care. Whether this is necessary may vary with surgeon, insurance carrier requirements, or other factors. Know what is required for your own professional practice.

It is always recommended that the mental health professional collaborate openly and transparently with their patient when assessing for and writing a surgical referral letter. 

Fenway does not endorse or imply that any particular pathway to gender affirmation applies to all or even most people who experience gender dysphoria. Further, Fenway does not promise that use of this letter template will result in surgical authorizations or access and can assume no liability for any letter written based on this template for any patient seeking gender affirming medical care. Mental health professionals using this template do so at their own risk.

~LETTERHEAD~
SAMPLE LETTER FOR CHEST MASCULINIZATION FOR A NON-BINARY PATIENT

DATE
Dr. NAME
ADDRESS
CITY. STATE Zip
RE: CLIENT NAME (and NAME USED IF DIFFERENT THAN INSURANCE NAME)
       DOB: MM/DD/YYYY

Dear Dr. DOCTOR NAME:

I am writing on behalf of my client NAME USED (AKA: insurance name if different), whom I would like to refer for your consideration for surgical chest reconstruction and masculinization [OR sex reassignment mastectomy with masculine chest reconstruction]. I am a licensed mental health provider experienced in the assessment of persons with gender dysphoria and I have personally conducted a mental health evaluation of this patient. [State if you have provided longer term therapeutic care other than a surgery evaluation here.]
This client identifies as gender non-conforming [OR non-binary, etc. as fits] both socially and psychologically. It is my opinion that CLIENT (DOB 00/00/00), meets the criteria for [OR is diagnosed with] Gender Dysphoria (ICD-10 F64.9). The only effective treatment for this condition is a combination of psychotherapeutic and medical intervention to enable them to live as gender non-conforming [OR non-binary]—the role in which they most comfortably and effectively function. CLIENT is not currently on a cross-sex hormone treatment regimen. Cross-sex hormone treatment is not currently indicated for this client.
CLIENT presents full time [OR other amount of time] socially as gender non-conforming [OR non-binary], with a masculine expression, and has presented so for the past AMOUNT TIME (years, months, etc.). They experience significant distress and gender dysphoria related to their typical feminine appearing chest and have expressed a strong desire to have surgical chest reconstruction to decrease this dysphoria and enable their successful transition to a more comfortable non-binary masculine presentation. CLIENT’s support system [is/are] aware of their gender identity and distress and [is/are] supportive of their medical gender affirmation.
CLIENT has demonstrated a good understanding of the risks and effects of medical gender affirmation treatments, including surgical interventions. They have demonstrated the ability to responsibly maintain their health and care for their body even in the presence of the distress their gender dysphoria causes them. [OR list reasons why this surgery will enhance their ability to care for their body…] CLIENT has been consistent in their treatment and is motivated to address any concerns as they evolve in the treatment of their gender dysphoria as it evolves through medical intervention and supports. 

It is this provider’s opinion that CLIENT is a good candidate for surgical chest reconstruction and masculinization [OR sex reassignment mastectomy with masculine chest reconstruction] provided you find them medically fit. If you would like to discuss their case in more detail, please call me at (333) 111-0000.

Sincerely,

CLINICIAN NAME, CREDENTIALS
