*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.

~ON LETTERHEARD~

SAMPLE LETTER GENITAL/GENDER CONFIRMATION SURGERY – DETAILED
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 this letter on behalf of PATIENT (DOB: MM/DD/YYYY) It is my understanding that PATIENT will be scheduling a consultation with you regarding [gender/genital] confirmation surgery.

I am a [therapist/mental health professional, etc. at CLINIC OR SETTING] and have assessed the psychosocial readiness and eligibility of PATIENT who is seeking [gender/genital] confirmation surgery at this time. I have worked with PATIENT since MM/DD/YYYY in [weekly/monthly/etc. therapy OR for a surgical evaluation over XX TIME].  During this time, PATIENT has presented [her/himself] consistently as having a [fe/male] identity. [She/He] lives [her/his] life fully and openly in this role including legally changing (her/his) name and documentation to the extent allowable by state and federal guidelines. [She/He] has the support of [family, partner, employers, providers, and friends] for [her/his] pursuit of [gender/genital] confirmation surgery to align [her/his] identity and physical body. [Or describe whatever level of support is present.] PATIENT is [write a statement about any community involvement or connection and impact of that in the patient’s life or the trans community. Describe any instability and impact on likely outcome of surgery and possible solutions or work-arounds that allow people with chronic issues that are nonetheless stable to access care as appropriate as well].
From a clinical standpoint, I see no valid reason to deny PATIENT’S request for [gender/genital] confirmation surgery or to delay it pending further evaluation. PATIENT [meets the criteria for OR is diagnosed with] gender dysphoria as defined in the ICD-10/DSM-5 (F64.0). The dysphoria that PATIENT currently experiences arises from the incongruence between [her/his] body and [her/his] gender identity. This results in significant discomfort with [her/his] misaligned body, not on any internal sense of conflict or ambivalence regarding [her/his] gender identity. This distress causes PATIENT to experience heightened anxiety [OR whatever the identifiable and documented distress is – depression, suicidal ideation, etc.] and causes functional interference with [her/his] ability to engage in social and interpersonal relationships and activities in a manner that would be expected of any other person at [her/his] level of education and position [OR whatever describes the person’s impairments in functioning level]. Rectifying [her/his] body incongruence is reasonably expected to provide marked relief for the anxiety and distress that PATIENT experiences, thereby allowing [her/him] to live a fully functional and meaningful life in society without further impairment. PATIENT has no history of, nor does [s/he] present with, any medical or psychiatric co-morbidity that would preclude [her/him] from giving informed consent for [gender/genital] confirmation surgery. 
PATIENT is seeking [gender/genital] confirmation surgery at this time because it is now feasible both financially and interpersonally through access to health insurance benefits now available to [her/him]. PATIENT has complied with all medical treatment regarding [her/his] health care. [She/He] has been undergoing medically supervised gender affirming cross-sex hormone treatments with [DOCTOR and CLINIC OR LOCATION] for XX years. [She/He] is fully aware of the effects, risks, and consequences of such surgery physically, emotionally, and financially, and is demonstrates ability to make informed healthcare decisions.

PATIENT NAME has legally changed [her/his] name, [ADD WHATEVER ELSE IS CHANGED IN LEGAL DOCUMENTATION SUCH AS: birth certificate, and passport OR reasons such as foreign birth or some state laws, that prohibit all documents such as birth records to be amended regardless of treatment] to reflect [her/his] [female/male] identity. For all legal intents and purposes, PATIENT NAME is now viewed as [female/male]. Completing this final medical procedure is the last step in a long, carefully thought out process to achieve physical alignment with [her/his] experienced and expressed gender and resolve [her/his] gender dysphoria.  It is my clinical opinion that PATIENT NAME [meets criteria for/is diagnosed with] gender dysphoria (F64.0), has (met/exceeded) the requirements for the WPATH Standards of Care, version 7, and it is at this time medically necessary for PATIENT NAME to undergo [gender/genital] confirmation surgery.

If you have further questions, you may contact me at (111)000-2222.

Sincerely,

MENTAL HEALTH PROFESSIONAL’S NAME, CREDENTIALS 

