
ELEMENTS OF AN EFFECTIVE APPEAL LETTER
The appeals process is the way that health plans review medical necessity denials. It can be time consuming to appeal, 
but do not give up or the denial stands. There is always a chance the denial might be overturned.  

To present an effective appeal, remember these four basic steps: 

• Read and understand the health plan’s denial letter.
• Write a letter that addresses the points raised by the health plan’s denial letter.
• Include any attachments that support the points raised in the appeal.
• Submit the appeal before the deadline stated in the denial.

Many health plans now require that the appeal be submitted by the patient or the insured only. However, it is possible 
to receive an ‘Authorization to Appeal” from the patient so that you may submit the appeal on behalf of the patient. 
Some plans provide a special form for this.  

The health plan must receive an appeal letter before the filing deadline. Send the appeal letter by certified mail, return 
receipt requested in order to receive proof of a timely delivery

STEP ONE

FIND THE INFORMATION YOU NEED IN THE DENIAL LETTER.  

Most denial letters follow a similar pattern. They are filled with language that is legally required to appear in them. 
To help cut through the red tape, here is a description of language that might be found in a letter of denial.

Claim Information: This typically includes the patient’s name, the service requested, a number used by the health 
plan to identify the patient or case, the provider, and dates of service or requested procedure/treatment.
   
Introduction: It will explain the request was denied.
   
Medically Necessary: Often health plans include this definition. This is generally not the specific reason for 
denial. Keep looking for something that specifically applies to this case.
   
Right to Request Information: Keep in mind to request a copy of the criteria that they used to make the 
decision.
   
Description of the Appeals Process: This section provides a long explanation of what the next level of rights 
will be. 

IMPORTANT:  This is where the time frame parameters to submit an appeal and the address where to mail it.  This 
section also outlines the External Review Program and the possible rights under ERISA, a Federal law.  These are 
rights that may be pursued after all appeal rights with the health plan have been exhausted. 
   
Reason for Denial: This is the reason for the letter. This can appear at the end, middle or beginning of the letter.  
It is usually only a paragraph or two that can be identified by referencing the patient’s specific condition and health 
records and the health plan’s comparison of that to their medical criteria or policy.   It is usually plugged into a 
template and may sound different than the rest of the letter.  This section explains the questions or hesitations the 
health plan has about your case that you will need to answer in the appeal.
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Step Two   

Write an appeal letter that addresses the issues in the health plan’s denial letter.
To most effectively write an appeal letter, follow these steps:  

ONE:  Make sure the deadline has been met. Do not wait too long, or the appeal right will be forfeited. 

TWO:  Gather all the paperwork that is needed to write the letter. For example:  

• Denial letter 
• EOBs (Explanation of Benefits)
• Health plan handbooks and contracts
• Receipts and bills
• Supporting published materials that may be utilized to support the procedure/product.

The health plan’s medical policy that applies to the issue

Review the denial letter again. Try to figure out if the plan missed something important. Did the plan review all the 
information provided? Was the recommended treatment not covered by the plan? The issues raised by the health 
plan must be addressed in the letter. 

THREE:  Start writing. Your letter should have an introduction that clearly states what you want, a body that 
explains why you want it and an ending that again tells the plan what you want. Please see the enclosed template 
for your consideration.

STATE CLEARLY THE REQUEST: 

1) Name the service or procedure for which coverage is requested.

2)  Be specific about the specific outcome or decision being requested.  Do not expect the plan to look up 
information.  Provide them all they need in the letter. 

3) Be sure to put the policy holder name, policy number and phone number on each page of the letter.

STATE THE WHY: 

If the health plan states in their Corporate Medical Policy that A, B, C and D must be tried first, then make sure A, B, 
C and D have been tried.  Next, tell the health plan what has been tried and whether or not it helped. Support the 
description with medical records to show how A, B, C and D have been tried.  Leaving out important information may 
delay a response or even result in a denial. 

1) Tell the plan your patient’s medical history before and after the start of the disease.  The health plan needs to 
know how the disease affects the patient’s daily life.  Describe how the disease affects the patient’s ability to 
stand, sit or walk for a long period or to lift or carry weight.  Explain any changes in the ability to understand, 
carry out, and remember instructions or to respond correctly to their family, peers and coworkers.  Don’t forget 
to include any other physical or mental limitations that the patient may have.

2) List any exams and lab tests that were done to identify the disease. 

3) Don’t forget to tell the health plan about treatments that you have recommended and/or the results of any 
treatments that have been tried.  Make sure you outline to the health plan any improvements that have been 
noted since treatment began. 

4) In a sentence or two explain what will happen if the patient does not have the treatment or procedure.
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5) If possible, refer to the exact page of the member handbook or contract, or the health plan’s medical policy that 
applies to the patient’s treatment. 

6) Many times treatment that is costly in the short-term may cost the plan less over time, and the plan may not 
save money in the long run by not authorizing treatment.  If this is the case, also outline this information in the 
appeal.

7)  Discuss any experience with same or similar treatments with other patients.  Explain personal clinical experience 
in the field and with the specific treatment.

AT THE END OF THE LETTER IN ONE BRIEF SENTENCE TELL THE HEALTH PLAN AGAIN WHAT IS EXPECTED THAT THE 
PLAN WILL DO.

Remember – It is important to demonstrate why the patient needs the medical service.  Do not rely on the health plan 
to ask for or find information themselves.

Many health plans will allow you the treating clinical to attend or participate in the Level II appeal hearing either in 
person or via teleconference.  You should consider presenting your appeal in person or via telephone as another way to 
present your position. 

Step Three   

CHOOSE ATTACHMENTS THAT SUPPORT THE POINTS RAISED IN YOUR APPEAL.

When writing an appeal letter to a health plan, it isn’t enough to just send in a letter telling the plan that the 
treatment should be covered. The health plan uses evidence-based Corporate Medical Policies and/or clinical 
guidelines and policies to make decisions. It is important to use similar information to provide a reason why the plan 
should cover the treatment. 

Health insurance benefits are generally restricted to treatments which have been proven to be similar to or better than 
conventional treatments currently used by the medical community. Even when scientific evidence shows the value of 
a treatment (e.g., it prevents or lessens the disease at least as effectively as the current recognized standard of care), 
health plans may not agree to pay for it.  Any treatment for which the safety has not been recognized by the general 
medical community may be considered experimental and/or investigational (unproven) by the health plan, and will 
thus likely not be covered by the health plan.

The health plan does not have to pay for all treatments or procedures that a medical provider recommends. Plans will 
only pay for treatment as outlined in the insurance contract/benefit booklet. 

To provide the health plan with documentation that supports the appeal letter, attach well researched, published 
medical information.  

HERE ARE SOME TYPES OF INFORMATION THAT MAY BE BENEFICIAL IN THE APPEAL:
Doctors’ Opinions – Elaborate on personal experience and whether or not the treatment is considered the ‘standard 
of care.’

Clinical Journal Articles - Include articles about specific conditions or treatments that support the letter. These articles 
must be peer-reviewed papers that meet nationally recognized evidence standards. These articles should have been 
reviewed by experts who are not part of the editorial staff or those who get paid by companies that benefit from the 
study results. Publications can be found in the National Institute of Health’s National Library of Medicine, The Cochrane 
Library, and other online resources. Sample online resources include http://www.medlineplus.gov/ , http://www.ncbi.
nlm.nih.gov/pubmed/ , and http://www.thecochranelibrary.com 
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Treatment Studies or Clinical Trials - Include studies that measure the results of the type of treatment that is sought.   
When a health plan considers a request for a treatment that is new or requires the latest technology, “randomized” or 
“controlled” studies are often important to the coverage decision.  “Randomized” trials compare groups of people who 
receive specific treatment to groups who do not.  An “Observational” study, on the other hand, only looks at people 
who received the treatment.  Observational studies may be less convincing sources of information for the plan to 
consider. 

Medical Guidelines - Government agencies, specific medical specialty societies and organizations and other specialty 
groups sometime develop “consensus statements” or “treatment guidelines” that may provide valuable information to 
support the appeal.  Also, the health plan may have medical policies to determine how a particular condition can be 
most effectively treated.  Ask the health plan for a copy.

Medical Reference Books – it may be helpful to include information from a standard medical reference book.

State and Federal Laws - Do not forget to include any state and federal laws that may require the health plan to 
provide certain services.

Photos: A picture can often show what words can not.  If possible, include copies of photos or videos to show the 
effects of the disease and the clinical outcome for the specific patient. 

Step Four   

Send the appeal letter before the deadline by certified mail, return receipt requested. 

1) Pay close attention to all deadlines listed in the denial letter.  If the appeal falls outside of the time frame, the 
right to appeal has been lost. 

2) When submitting the letter to the health plan, send it certified mail, return receipt requested.  Make sure 
you keep the receipt in the patient’s medical record or other filling system to track and verify the health plan 
received the appeal letter.  

3) Always send copies of all the paperwork and keep originals in a safe place. 

WHAT IF THE CLAIM IS STILL DENIED?
Throughout this process, it is important to remember that even if the plan denies the initial appeal, there typically 
is a level two and often a level three appeal. At the higher level appeals, the case may be reviewed by professionals 
who are not employed by plan is available. Even if the appeal is denied again, and the health plan’s internal appeals 
process has been exhausted, there still may be entitlement  to an external or independent review through the State’s 
Department of Insurance.
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