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[Policyholder’s name]
[Policy/member ID #]
[Address]
[City, state, ZIP code]
[Email address] 
[Phone number]
[Date]
[Health insurance company name] 
[Attn: Appeals department] 
[Address] 
[City, state, ZIP code]
Re: Appeal for Denied Coverage of [specific procedure/treatment/medication] for [patient name] on [date of service]
Claim number: [your claim number] 
Dear [Insurance Company Representative/To Whom It May Concern],
I am writing to formally appeal the denial of coverage for [specific treatment/medication/procedure] on [date]. The claim was submitted on [date] under my policy with [your health insurance company]. It was not deemed medically necessary by your company. I believe that this decision should be reconsidered based on the enclosed documents and following information:  
Patient information
· Name: [Patient’s name]
· Date of birth: [Patient’s date of birth]
· Policy number: [Your policy number] 
Medical condition
· Diagnosis: [Your diagnosis]
· Medical services/treatment provided: [Services and treatment]
· Date of service: [Date of service]  
· Medical professional: [Medical professional’s name]
· Medical professional’s address: [Professional’s address]
Reason for appeal 
· Date of denial: [Date your service/treatment/medication was denied]
· What was denied: [Provide a brief description of the services/treatment/medication that was denied]
· Cited reason for the denial: [Refer to the paperwork you received with the denial]
[Name of health insurance company] covers medically necessary services that [explain what type of services are considered medically necessary]. This information can be found in the [explain where you received the explanation of medically necessary services, include a quote from the source, and attach that source to the letter].  
My healthcare professional [name of medical professional] has recommended that this [service/medication/treatment] is medically necessary. [Attach letter of medical necessity from your healthcare professional]. 
[Describe your diagnosis and why the service, medication, or treatment would benefit you. Also, discuss alternative treatments that have been considered and tried without success. Explain why the recommended service/medication/treatment is the most effective option for your condition.]
Attachments: 
· Letter of medical necessity from [medical professional’s name]
· Relevant test results and medical records 
· Studies supporting the treatment 
· Any additional supporting documentation
Please review this appeal with the provided information and reconsider your coverage decision for [specific service/medication/treatment]. If you require any further information or clarification, please feel free to contact me or my medical professional.
Sincerely, 
[Your name]
[Your signature]
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