
 

 

 

Date: 

To Whom It May Concern, 

REGARDING:  _____________________________(Patient Name) 

I am recommending and prescribing the BioMat ____________ (select products as desired such as 

BioMat Professional 7000MX, Mini BioMat 7000MX and BioPillow) for my patient 

____________(patient name)  for the treatment of ____________________(diagnosis or list of 

symptoms).      

The BioMat is a far infrared therapy device that emits specialized heat in the form of long-wave infrared 

light.  Infrared therapies induce a healing response in the body.  They reduce joint pain and stiffness, 

increase circulation, raise core body temperature, and vitalize biological functions.   The BioMat has also 

been found to reduce stress and anxiety for the patient. 

The Professional Size Biomat will be slept on at night.  The Professional Biomat will be used again with 

the Mini Biomat and BioPillow twice during the day. 

In my opinion, it is medically necessary for my patient _____________ (name) to have ongoing access to 

this FDA-cleared far infrared equipment at home.  The diagnostic code(s) is/are  __________(patient 

diagnosis code) and the procedure code for durable medical equipment HCPCS code is E0221 (infrared 

heating pad system). 

Should you have questions, please feel free to contact me at my office. 

Sincerely,  

MD/DC/Practitioner  

Additional Pertinent Insurance Codes 

 Richway & Fuji Bio Inc. NPI Number 1437589793 

 510K Number:  K072534 

 CPT CODE:   97026 (infrared therapies) 

 HCPCS Code:  E0221  (infrared equipment - heating pad system) 

 FDA Medical Device Established Number:  2954299 

 Non-Participating Provider Number:   22852-8 
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