Date
Name of Insurance Company Representative

Insurance Company Name

Insurance Company Address

Re: Request for reconsideration of coverage denial. 

Your Name

Type of Insurance

Group/Policy Numbers

Subscriber ID Number

Dear [name of representative],

After consulting with my physician, [doctor’s name], I have decided to appeal your decision to deny coverage of [his/her] recommended treatment plan. [Name of type of surgery or treatment your doctor has recommended that was denied by your insurance company]. 

Your letter dated [date of letter] stated that “[quote the exact reasons for denial from the letter]”. 

On [give date], Dr. [name] diagnosed me with [give diagnosis]. [If you have obtained any other medical opinions that confirm this diagnosis, list those physicians, also. List any diagnostic test, such as an MRI, x-ray or CT scan, that was used by your doctor to reach this diagnosis]. This serious medical condition has [describe how your medical condition has affected the quality of your everyday life, the level of pain and disability you are experiencing (ask your doctor to give you your Oswestry or SF-36 scores if available), your ability to work and any other effects]. Since [give date], I have tried various other treatments for my condition. These include: [list treatments, surgeries, non-surgical therapies and medications]. 

Unfortunately, the level of my pain and disability has not been helped and has in fact continued [to increase, if applicable]. 

I am greatly encouraged that my doctor believes I am a good candidate for [name of surgery or treatment that was denied coverage]. [He/she] also believes I will have significant relief from pain and disability after the [name of surgery or treatment that was denied coverage] and will be able to eventually discontinue [list therapies, medications and other medical treatment your insurer is currently paying for]. Please read Dr. [name]’s Letter of Medical Necessity which is included in this packet. In this letter, Dr. [name] describes my medical history, diagnosis and the rationale used in determining that I should have [name of surgery or treatment that was denied coverage]. 

[Name of surgery or treatment that was denied coverage] has been [pick appropriate descriptions: approved by the FDA, proven to be safe and effective, proven to have an extremely low complication or re-surgery rate, named a covered treatment by Medicaid, Medicare and the following private payers: (name insurers)]. 
I am confident in Dr. [name]’s experience in performing this surgery/treatment. He/she is [give doctor’s credentials, such as board certified in spine surgery, any Fellowships, significant professional titles such as Medical Director, any special training in this specific procedure] and has performed this procedure since [date] in more than [number] surgeries. Please contact Dr. [name] or me if you need more information about the efficacy, safety and effectiveness of the [name of surgery or treatment that was denied coverage]. For your information, I have attached peer review studies, clinical studies and articles from scientific journals regarding this procedure. 
I look forward to hearing from you by [give date that is within the insurance policy’s guidelines]. My contact information is listed below. 

Sincerely, 

Your Name

Your Street Address, E-mail Address, Phone Number, Fax Number, Cell Phone Number

cc:
Doctors’ Names

 
Employer’s Name

Contents of this packet: [Provide a list of everything in your appeals packet]. 

