
[Your Name]  

[Your Address]  

[City, State, Zip Code]  

[Email Address]  

[Phone Number]  

[Date]  

[Insurance Company Name]  

[Claims Department Address]  

[City, State, Zip Code]  

Re: Appeal of Coverage Denial for [Patient's Full Name]  

Policy Number: [Policy Number]  

Claim Number: [Claim Number]  

Dear [Insurance Company's Appeals Department or Specific Contact Name],  

I am writing to formally appeal the denial of coverage for [specific 

service or treatment], which was denied on [date of denial] for the 

patient, [Patient's Full Name].  

According to the denial letter, the service was deemed [reason for 

denial, e.g., not medically necessary]. However, I believe this decision 

warrants reconsideration based on the following information:  

1. **Medical Necessity:**  

 - [Provide supporting details from the patient's medical history, 

treatment plan, or related diagnoses.] 

 - [Include any relevant documentation such as physician notes, test 

results, or previous treatments.] 

2. **Clinical Guidelines:**  

 - [Reference any clinical guidelines or studies that support the 

necessity of the treatment in question.] 

3. **Benefits Explanation:**  

 - [Detail the benefits of the proposed treatment and why it is 

appropriate for the patient.] 

4. **Patient's Circumstances:**  

 - [Mention any specific circumstances or challenges that make the 

requested coverage essential for the patient's well-being.] 

Enclosed are the supporting documents for your review, including [list 

documents such as medical records, letters from physicians, and any other 

relevant paperwork].  

I appreciate your attention to this matter and kindly request a thorough 

review of this appeal. I believe that the evidence provided demonstrates 

the necessity and appropriateness of the requested service.  

Thank you for your prompt consideration. Please feel free to contact me 

at [your phone number] or [your email address] if you require any 

additional information.  

Sincerely,  

[Your Name]  

[Your Title, if applicable]  

[Your Relationship to Patient, if applicable] 


