
FIRST LEVEL APPEAL

Your Name Address
City State Zip Phone numbers Email address


DATE

HEALTH PLAN NAME
ATTN: GRIEVANCE AND APPEALS DEPARTMENT ADDRESS
CITY STATE ZIP

RE:	First Level Appeal of Denial of Medically Necessary Treatment Claim number:
Member/Subscriber Name:
Member/Subscriber No.:	Group no.:


Dear Grievance and Appeals Manager:

I am writing to appeal the health plan’s denial of medically necessary treatment prescribed by my physician, Dr. 	. My physician prescribed (treatment/test/x-ray/drug/durable medical equipment) in order to treat (condition). This course of treatment is prudent and necessary in order to improve, and ultimately maintain my health. In the absence of the medically necessary care prescribed by my doctor,  my condition will worsen and irrevocably compromise my health.

Please reconsider your position and allow my doctor to treat me in accordance with my medical needs and not based on the economics of the health plan. The treatment and/or services prescribed are covered under my plan. The alternate treatment authorized by the health plan is unacceptable to manage my care. My physician made the correct medical assessment of my needs and my health plan should not interfere with my care as a cost containment measure.

I also ask that my legislative representatives and regulator, copied below, will help me obtain the medically necessary care, prescribed by my physician, and covered under the plan.
Sincerely,  (Your signature)
Your typed name

Enc. Denial Letter

c:	The Honorable (Legislators name), address, city, state zip
The Honorable (Regulatory Agency Commissioners name), address, city, state zip Your Physician’s name, address, city, state zip

SECOND LEVEL APPEAL

Your Name Address
City State Zip Phone numbers Email address


DATE

HEALTH PLAN NAME
ATTN: GRIEVANCE AND APPEALS DEPARTMENT ADDRESS
CITY STATE ZIP

RE:	Second Level Appeal of Denial of Medically Necessary Treatment Claim number:
Member/Subscriber Name:
Member/Subscriber No.:	Group no.:


Dear Grievance and Appeals Manager:

I am writing to initiate a second level appeal of the health plan’s denial of medically necessary treatment prescribed  by my physician, Dr. 	. My physician prescribed (treatment/test/x- ray/drug/durable medical equipment) in order to treat (condition). This course of treatment is prudent and necessary in order to improve and ultimately maintain my health. In the absence of the medically necessary care prescribed by my doctor, my condition will worsen and irrevocably compromise my health.

I am asking that you reconsider your position and allow my doctor to treat me in accordance with my medical needs, and not based on the economics of the health plan. The treatment and/or services prescribed are  covered under my plan. The alternate treatment authorized by the health plan is unacceptable to manage my care. The health plan’s clinical criteria cannot be used to deny medically necessary care. My physician made the correct medical assessment of my condition and my health plan should not interfere with my care in order to contain costs. I am appalled that I have to ask again for care that I not only pay for, but deserve.

I also ask that my legislative representatives and regulator, copied below, will help me obtain medically necessary care, prescribed by my physician, and covered under the plan. Legislation should be enacted to protect patients from being denied medically necessary care as a cost containment measure.
Sincerely,  (Your signature)
Your typed name

Enc. Denial Letter

c:	The Honorable (Legislators name), address, city, state zip
The Honorable (Regulatory Agency Commissioners name), address, city, state zip Your Physician’s name, address, city, state zip

EXPEDITED APPEAL

Your Name Address
City State Zip Phone numbers Email address


DATE

HEALTH PLAN NAME
ATTN: GRIEVANCE AND APPEALS DEPARTMENT ADDRESS
CITY STATE ZIP

RE:	Expedited Appeal of Denial of Medically Necessary Treatment Claim number:
Member/Subscriber Name:
Member/Subscriber No.:	Group no.:


Dear Grievance and Appeals Manager:

I am writing to request an expedited appeal of the health plan’s denial of medically necessary treatment prescribed  by  my physician, Dr. 	. My physician prescribed (treatment/test/x- ray/drug/durable medical equipment) in order to treat (condition). This course of treatment is prudent and necessary in order to improve and ultimately maintain my health. In the absence of the medically necessary care prescribed by my doctor, my condition is worsening. In addition, the absence of appropriate medical care will cause irrevocable damage to my health.

Please reconsider your position and allow my doctor to treat me in accordance with my medical needs and not based on the economics of the health plan. The treatment and/or services prescribed are covered under my plan. The alternate treatment authorized by the health plan is unacceptable to manage my care. My physician made the correct medical assessment of my needs and my health plan should not interfere with my care as a cost containment measure. The delay is compromising my health. Please handle expeditiously.

I also ask that my legislative representatives and regulator, copied below, will help me obtain medically necessary care, prescribed by my physician, and covered under the plan.
Sincerely,  (Your signature)
Your typed name

Enc. Denial Letter

c:	The Honorable (Legislators name), address, city, state zip
The Honorable (Regulatory Agency Commissioners name), address, city, state zip Your Physician’s name, address, city, state zip

APPEAL OF EXPERIMENTAL OR NON COVERED CARE

Your Name Address
City State Zip Phone numbers Email address

DATE

HEALTH PLAN NAME
ATTN: GRIEVANCE AND APPEALS DEPARTMENT ADDRESS
CITY STATE ZIP

RE:	Appeal of Denial of Medically Necessary Treatment Considered Experimental/Non-Covered Claim number:
Member/Subscriber Name:
Member/Subscriber No.:	Group no.: Dear Grievance and Appeals Manager:
I am writing to appeal the health plan’s denial of medically necessary treatment prescribed by my physician, Dr. 	. My physician prescribed (treatment/test/x-ray/drug/durable medical equipment) in order to treat (condition). This course of treatment is prudent and necessary in order to improve and ultimately maintain my health. In the absence of the medically necessary care prescribed by my doctor,  my condition will worsen and irrevocably compromise my health. The health plan deems this care to be experimental and/or non-covered but offers no viable medical options and refuses to let me receive the care that I need.

Please reconsider your position and allow my doctor to treat me in accordance with my medical needs and not based on the economics of the health plan. The treatment and/or services prescribed are necessary. The alternate treatment authorized by the health plan is unacceptable to manage my care. The health plan does not offer a comparable course of treatment to remedy my condition and I should be able to receive the care prescribed. My physician made the correct medical assessment of my needs and my health plan should not interfere with my care as a cost containment measure. There is no health plan provider able to provide this care. I should be allowed to receive care at the in-network rate. Please review the adequacy of this health plan’s network and the reason they will not authorize medically necessary care.

I also ask that my legislative representatives and regulator, copied below, will help me obtain the medically necessary care, prescribed by my physician, and covered under the plan.
Sincerely,  (Your signature)
Your typed name

Enc. Denial Letter

c:	The Honorable (Legislators name), address, city, state zip
The Honorable (Regulatory Agency Commissioners name), address, city, state zip Your Physician’s name, address, city, state zip


