							{Address of Therapist’s office, along


							   with the name of the Centre}





{Clinical Director’s name and Qualifications}


Clinical Director








{DATE}





To : 	{Surgeon’s Name}


Re: 	Male-to –Female Sexual Reassignment Surgery for {Patient’s Name}





Dear {Surgeon’s Name}





Ms. {Patients Name}, a XX year old genetic male with a long history of cross dressing and gender dysphoria, entered into psychotherapeutic treatment with me on {Date} after having undergone and initial psychological evaluation with our centre’s director, {clinical directors name}. Ms XXXXX stated she was seeking help in understanding her persistent desires


to be female, and was hoping to obtain sex reassignment surgery in the future. I have worked with {patient’s name} on a consistent and weekly basis since this time in an effort to assess the appropriateness of surgery for her, as well as to provide education and psychotherapy regarding her gender issues.  Furthermore, I have consulted with the centre’s director and clinical team (specializing in gender and other sex related issues) in an effort of providing {patient’s name} comprehensive care and treatment.  Finally, I have worked with {patient’s name} in educating family members and work associates on transgender issues and treatment.





Ms {Patients name}  [put in some information on the patients family history, educational qualifications and employment here]. 


She transitioned successfully at Lucent Technologies on{Date}. She has evidenced no indications of ambivalence regarding her transition and has consistently made efforts to educate herself (through psychotherapy as well as independent study) on various aspects of transgenderism, medical and psychological options and treatment, and international and national sex reassignment surgeons. She is well aware of potential medical and psychological risks involved with SRS, and clear that while SRS may improve her life significantly, it is not a panacea for other difficulties she may experience in her life.





Ms. {Patients name} began estrogen replacement therapy with {Doctor’s or Endocrinologist’s name} on {Date}. She responded well to hormone treatment and according to phone communications with {Doctor’s name} has consistently complied with medical advice. 


My observations from communications with {patients name} support {Doctor’s name} conclusions.





{Patient’s name} long history of cross dressing, persistent and consistent desires to be female and success in transitioning both at and outside of work suggest a DSM-IV Axis I diagnosis of  Gender Identity Disorder:302.50. She has met all of the eligibility and readiness criteria of the Harry Benjamin International Gender Dysphoria Association’s guidelines. She has been consistent and determined in her quest for sexual reassignment and education, and I have no reason to believe she will regret sex reassignment surgery. 





Ms. {Patient’s name} has followed the Harry Benjamin Standard of Care, and she plans to receive follow up care and weekly psychotherapy following her surgery on {Date}.





It is my recommendation that Ms. {Patient’s name} sexual reassignment surgery be considered medically necessary. It is likely that if she is unable to undergo surgery, her mental health functioning will deteriorate. If you have any questions regarding the authenticity of this letter, please do not hesitate to contact me at {Telephone Number}. 





Respectfully Submitted,





{Therapist Signature}


{Therapist’s Name and Qualifications, along with membership of relevant professional bodies


  in print}





Psychologist


License {License Number}
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