APPEAL OF INSURANCE PROVIDER DENIAL (TEMPLATE*)

[Your Name or Provider’s Name]
[Your Address or Practice Address]
[City, State ZIP Code]
[Phone Number]
[Email Address (if applicable)]

Date: [Insert Date]
To:
Appeals Department
[Insurance Company Name]
[Insurance Company Address]
[City, State ZIP Code]

Re: Appeal of Denial of Coverage for [Service/Medication Name]
Patient Name: [Full Name]
Date of Birth: [DOB]
Member ID: [Insurance ID Number]
Claim Number: [If known]
Date(s) of Service: [If applicable]
Provider Name: [Physician or Facility Name]

Dear Appeals Reviewer,
I am writing to formally appeal the denial of coverage for [name of service, medication, or procedure] for [patient’s name], as outlined in the denial letter dated [insert date of denial notice].

The denial was based on the following reason:
"[Quote the insurer’s stated reason for denial]"
I believe this decision is inappropriate and request that [insurance company name] reconsider the claim and provide coverage based on the following information:

Medical Necessity & Rationale:
[Explain in your own words or the physician’s why the treatment/service/medication is medically necessary. Include:
- Patient’s diagnosis
- Clinical history and current status
- Risks of not receiving treatment
- Previous treatments that have failed
- Clinical guidelines or literature supporting this care]

This treatment is the standard of care for patients with [condition] and is supported by [cite medical guidelines, clinical trials, FDA approval, or medical literature]. Failure to approve coverage could result in [explain risks to patient health, including deterioration or hospitalization].

Supporting Documentation Enclosed:
- A letter of medical necessity from [provider’s name]
- Relevant medical records and diagnostic results
- A copy of the original denial letter
- [Other relevant documents: clinical guidelines, published studies, prescription, etc.]

Request:
I respectfully request that [insurance company name] reverse its denial and provide coverage for the above-mentioned service. I am available to provide any further information needed to assist in this appeal.

Please review the attached documentation and respond within the timeframe required by law or your appeals process. You may contact me at [your phone number] or [email] with any questions.

Thank you for your time and consideration.
Sincerely,
[Name of Patient or Authorized Representative or Provider]
[Title/Relationship to Patient if applicable]
[Signature]



*NOTE: This is a template for an appeal letter to challenge a denial of coverage by a health insurance plan. This template is designed to be submitted by a healthcare provider or patient (or their representative) and can be customized based on the reason for the denial (e.g., medical necessity, out-of-network services, prior authorization not obtained).  Please refer to the instructions provided by the insurer with the original notice of denial to ensure all required information is included in your appeal letter.
