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Level I Appeal Letter 1
ERISA “Prompt Pay” Letter 
Available At AppealTraining.com and Appeal Solutions’ Power of Appeals
[~Current Date~]

Attn: Director of ERISA Compliance

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Plan Number:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Proposed Treatment Date:  [~Admission Date~]

Dear Director of ERISA Compliance,

We request immediate payment of the above referenced claim.  According to our records this claim was filed on [~Insurance Policy #1 File Date~]; however, payment has not been received.  We believe failure to release payment may be a violation of Title 29 of the United States Code of Federal Regulations.

This portion of Pension and Welfare benefits law prohibits certain group employer-sponsored health plans from unnecessarily delaying claims processing.  Section 2560.503-1(f)(2)(iii), "Other Claims," states under Paragraph B:
(B) Post-service claims. In the case of a post-service claim, the plan administrator shall notify the claimant, in accordance with paragraph (g) of this section, of the plan's adverse benefit determination within a reasonable period of time, but not later than 30 days after receipt of the claim. This period may be extended one time by the plan for up to 15 days, provided that the plan administrator both determines that such an extension is necessary due to matters beyond the control of the plan and notifies the claimant, prior to the expiration of the initial 30-day period, of the circumstances requiring the extension of time and the date by which the plan expects to render a decision. If such an extension is necessary due to a failure of the claimant to submit the information necessary to decide the claim, the notice of extension shall specifically describe the required information, and the claimant shall be afforded at least 45 days from receipt of the notice within which to provide the specified information.
Based on this mandate, we ask that this claim be paid to this office immediately.  We appreciate your prompt attention to this matter.
Sincerely, 

Additional Customization Suggestions: 

Submit proof of timely filing or affidavit establishing date of initial filing

Submit Assignment of Benefits/Authorization from Patient
Level I Appeal Letter 2

Lack of Timely Filing – Submission of Proof of Timely Filing

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

This letter is to request immediate payment of the above referenced claim.  According to the claim denial, this claim was not processed due to failure to meet the applicable timely claim filing requirement. 

Our records indicate that the claim was filed timely. Attached is documentation to establish the initial date of filing. Your company's lack of receipt may have been due to an address change, electronic transmission failure or other internal issue. However, it is our position that we have met our timely filing obligation.

If payment is not released, please provide the timely filing limitation as cited in the patients’ policy or plan booklet, the exact date the claim was entered on your system, an estimate of the claims backlog which your company experienced at that date as well as your written response to our enclosed proof of timely filing. It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical review process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we request your prompt, detailed response to this request. 

Closing Text,
Additional Customization Suggestions: 
Attach Signed, Notarized Affidavit as recommended by local attorney, ie

I, _______________________, am responsible for medical billing for (provider name). As a part of my regular duties, I attest to filing a claim on behalf of (patient) to the following insurance carrier name and address on (date):

Claim Amount:

Treatment Dates:

Insert carrier:

Insert carrier address:

It appears that no payment, denial or detailed response was received from __________________ in response to this claim. 
Level II Appeal Letter 3
Lack of Timely Filing – Submission of Proof of Timely Filing W/Other Carrier

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

This letter is to request immediate payment of the above referenced claim.  According to the explanation of benefits, this claim was not processed due to the failure to meet the applicable timely claim filing requirements. However, please be advised, our records indicate that the claim was timely filed with another carrier. At the time of the original filing, our office had insufficient information to determine the primary payer for this claim.

Attached is documentation to establish the initial date of filing according to the insurance information available at the time of treatment. It is our position that our office and this patient should not be penalized because the coordination of benefits was not clarified at the time of treatment. Further, it is our position that, when multiple coverage exists, the timely filing deadline should be calculated from the date a denial is provided from the carrier to which the incorrect submission was made.

Therefore, we appreciate your prompt review of this timely filing denial.  If payment is not released, please provide the exact date the claim or any related claim was entered on your system, a copy of the timely filing exclusion as it appears in the policy or summary plan description and a copy of the coordination of benefits clause as it reads in the policy or summary plan description. It is our position that any ambiguity in the timely filing exclusion or coordination of benefits clause should be construed in the insured's favor. 

Closing Text,
Additional Customization Suggestions: 

Attach Patient Account Notes With Original Filing Date Highlighted

Attach Affidavit Signed By Original Biller Attesting To Filing Date

Cite Managed Care Timely Claim Processing Requirements

Level I Appeal Letter 4

Lack of Medical Necessity – Request for Reviewers’ Credentials 

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

It is our understanding that this claim was denied pursuant to your decision that the care was not medically necessary. The explanation of benefits did not give adequate information to establish the accuracy of this decision. Therefore, please provide the following information to support the denial of benefits for this treatment.

Please furnish the name and credentials of the medical professional who reviewed the treatment records. This information is necessary to determine if the medical professional maintains a medical license for this state. Also, please provide a copy of the medical necessity definition applied to the review, an outline of the specific records reviewed and a description of any records that would be necessary in order to approve the treatment.

Further, we would appreciate copies of any expert medical opinions which have been secured by your company in regards to treatment of this nature and its efficacy so that the treating physician may respond to its applicability to this patient's condition. 

It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical review process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we request your prompt, detailed response to this request.

Closing Text,
Additional Customization Suggestions: 

Attach Medical Records

Cite State Utilization Review Regulations (Medical Necessity Definition) 

Cite Managed Care Medical Necessity Review Requirements
Level II Appeal Letter 5

Lack of Medical Necessity – Unsatisfactory Reviewer ID/Qualifications Appeal

Available at AppealTraining.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,
It is our understanding that this treatment was denied pursuant to medical necessity or other specialty care policy or plan coverage limitations. Your Level I appeal decision states that insufficient medical information was provided to support the treatment and the denial was upheld. Please accept our Level II appeal of this adverse determination.

We appreciate that it appears that your Level I review was conducted by a (insert type of professional or title, ie licensed physician, nurse practitioner, or Medical Director, Appeals Specialist). However, it is our position that an adverse benefit determination based in whole or in part on a medical judgment involving (Specialty) treatment must involve a consultation with a board-certified (Specialty) physician in active practice and familiar with this treatment/procedure.  A clinical peer is defined by the Utilization Review Accreditation Commission (URAC) as a physician or other health professional who holds an unrestricted license and is in the same or similar specialty as typically manages the medical condition, procedures, or treatment under review. Generally as a peer in a similar specialty, the individual must be in the same profession, i.e., the same licensure category as the ordering provider. Further, peer reviewers in active practice generally have the advantage of experience with integration of clinical treatment standards into daily medical decision-making. 

If a review by a (Specialty) physician in active practice is not provided, it is your duty to demonstrate that a quality medical review was provided. Please be advised, extensive claim information was requested in our Level I appeal. Full disclosure of this information would have allowed our office to fully assess the basis of your decision and determine applicability of standard treatment protocols to this patient’s unique medical condition. However, the following information was not supplied for our review and response: 

1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with related definitions. (Not Provided)

2. A copy of applicable internal clinical guidelines, if such exists. (Referenced But Not Provided)

3. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment. (Not Provided)

4. Copies of any expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy. (Not Provided)

5. The name of the board-certified (Specialty) reviewer who reviewed this claim and all attached documentation and reviewer’s recommendation regarding alternative care. (Referenced But Not Properly Identified)

Therefore, we maintain our request for payment of this claim. If benefits remain denied, please provide all of the above referenced information so that we may assess the quality of the medical review and determine our rights in regards to this matter. 
Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Customize Highlighted Text

Cite Treating Physician’s Board Certification and/or specialty training
Cite Peer-Reviewed Medical Literature or Treatment Guidelines supporting Treatment 

Level I Appeal Letter 6

Lack of Medical Necessity – Request for Clinical Criteria 

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

It is our understanding that this claim was denied pursuant to your decision that the care was not medically necessary. The explanation of benefits did not give adequate information to establish the accuracy of this decision. Therefore, please provide the following information to support the denial of benefits for this treatment.

Please furnish the name and credentials of the medical professional who reviewed the treatment records. This information is necessary to determine if the medical professional maintains a medical license for this state. Further, please provide the following information to substantiate your clinical review:

(a) The principal reasons for the determination not to certify; and

(b) The clinical rationale used in making the non-certification decision.

If the clinical rational is based on published medical criteria, please reference the publisher and publication date of this resource. It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical review process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we request your prompt, detailed response to this request. 

Closing Text,
Additional Customization Suggestions: 

Attach Medical Records

Cite Internal Clinical Criteria used to develop Treatment Plan

Cite Managed Care Medical Necessity Review Requirements
Level II Appeal Letter 7

Lack of Medical Necessity- Unsatisfactory Use of Written Criteria Appeal
[~Current Date~]

Attn: Director of Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Medical Director, 

It is our understanding that this claim was denied pursuant to your internal guidelines that indicate outpatient care for this specific diagnosis/procedure.  Please be advised, your denial letter did not give adequate information to establish the accuracy of this decision nor did it indicate the name of the specialty-care physician who reviewed information submitted to establish medical necessity. 

Please furnish the name and credentials of the medical professional who reviewed the treatment records.  This information is necessary to determine if the medical professional maintains a medical license for this state and in the appropriate specialty for peer review. Also, please provide an outline of the specific records reviewed and a description of any peer-reviewed literature supporting your denial. 

It is our understanding that your denial did not involve an in-depth review of the patient's medical record.  Instead, benefit availability is based on internally developed or published clinical review criteria.  As you are aware, there are numerous options for obtaining clinical standards of care.  Further, many of these resources provide conflicting recommendations regarding patient care based on inclusion of evidence-based material and availability of related peer studies.  Therefore, we wish to appeal this decision and submit the following information to request a deviation from the criteria used to deny this claim and reliance on the treating physician's decision in regards to treatment setting.

Medical guidelines employed for medical decision-making must be flexible and allow for deviations from the guideline in order to incorporate the patient's unique medical factors.  Specifically, the following patient-specific variables should be addressed by the guideline and alternative treatment options discussed to make the criteria appropriate for the patient's age, sex, race or ethnicity, comorbidities, socioeconomic considerations, treatment history, family medical history, treatment compliance record, potential side effects, allergies and patient's concerns and goals regarding treatment options.  Because there are so many patient-specific variables to assess, it is our position that the treating physician is in the best position to determine the best course of treatment and has addressed these variables in relation to the treatment plan and/or chosen acuity level in the patient medical record.

Further, selection of the treatment setting often involves the assessment of patient vulnerability to a number of adverse outcomes.  This patient’s treatment plan was developed based on a complete and updated history and physical and extensive symptom review.  The treatment plan insures optimum care management including the following protections particularly important to this patient:

· 24-hour medical and nursing care

· Pharmacopoeia management and close observation of effects

· Comprehensive, interdisciplinary pain medicine management and wider range of pain treatment modalities 

· Diagnostic assessment for unexplained symptoms/atypical disease/disorder presentation

· Patient education

It is our position that inpatient care should be approved.  Therefore, we request your further review of this information.  If benefits remain denied, please provide the following:
1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with related definitions. (Not Provided)

2. A copy of applicable internal clinical guidelines, if such exists. (Referenced But Not Provided)

3. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment. (Not Provided)

4. Copies of any expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy. (Not Provided)

5. The name of the board-certified physician who reviewed this claim and all attached documentation and reviewer’s recommendation regarding alternative care. (Referenced But Not Properly Identified)
Therefore, we maintain our request for payment of this claim. If benefits remain denied, please provide all of the above referenced information so that we may assess the quality of the medical review and determine our rights in regards to this matter. 

Sincerely,

Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Internal Clinical Criteria used to develop Treatment Plan

Customize Highlighted Text

Attach Referring Physician and Treating Physician Letter of Medical Necessity

Negotiate and Cite Managed Care Medical Necessity Review Requirements which specify which clinical criteria to utilize in decision making
Level II Appeal Letter 8
Request for External Review Information
[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,

According to our records, your company denied this claim due to your internal determination that the prescribed treatment was not medically necessary.  This letter is to seek clarification regarding availability of external appeal as required in the Patient Protection and Affordable Care Act. 

The PPACA requires certain plans to provide the right to appeal all denied claims to an independent reviewer not employed by the health plan. Clear information must be provided regarding the right to external review in policy and plan materials and when a final adverse benefit determination is rendered.

It does not appear that your adverse benefit determination provided information regarding expert review. As you are likely aware, claimants are provided expedited access to external review in cases where the certain health plan did not follow PPACA rules during the internal appeals process. 

Please be advised, extensive claim information was requested in our previous appeals. Full disclosure of this information would have allowed our office to fully assess the basis of your decision and determine applicability of standard treatment protocols to this patient’s unique medical condition. However, the following information was not supplied for our review and response: 

1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with related definitions. (Not Provided)

2. A copy of applicable internal clinical guidelines, if such exists. (Referenced But Not Provided)

3. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment. (Not Provided)

4. Copies of any expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy. (Not Provided)

5. The name of the board-certified physician who reviewed this claim and all attached documentation and reviewer’s recommendation regarding alternative care. (Referenced But Not Properly Identified)

It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical review process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we request your written response to your company’s PPACA status (grandfathered policy/plan vs non compliant policy/plan). If external review is not available, please provide information on the availability of any additional level of appeal, including ERISA fiduciary review, so that we may assess our rights in regards to this matter. 

Closing Text,
Additional Customization Suggestions: 

Attach Signed Authorization to Appeal from Patient/Beneficiary

Summarize Patient’s Condition and Care And Attach Medical Records
Customize Highlighted Text

Cite Treating Physician’s Board Certification and/or specialty training

Cite Peer-Reviewed Medical Literature or Treatment Guidelines supporting Treatment
Level II Appeal Letter 9
Request for External Review Information – No Response to Request 
[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,

We wish to confirm your receipt of our request for external review related to the above referenced claim. The PPACA requires certain plans to provide the right to appeal all denied claims to an independent reviewer not employed by the health plan. Further, the patient may authorize another party to appeal on his/her behalf. Please review the attached authorization and notify us immediately if this documentation is insufficient to advance the denial to external review. 
Further, your lack of response indicates the the claim file may be under review and additional documentation may have been added to the denial as a result of the ongoing review. Please be advised, the PPACA disclosure requirements also apply to additional information generated after the initial adverse determination. 

PPACA requirements have clarified that insurers which obtain additional information during appeal review must make that information immediately available to the beneficiary or beneficiary's appeal representative. See the following DOL Claims Procedure Regulation Technical Release 2010-01 regarding “in between appeals” disclosure: 

Clarifications with respect to full and fair review, such that plans and issuers are clearly required to provide the claimant (free of charge) with new or additional evidence considered, relied upon, or generated by the plan or issuer in connection with the claim, as well as any new or additional rationale for a denial at the internal appeals stage, and a reasonable opportunity for the claimant to respond to such new evidence or rationale. 
It is our position that failure to provide external review availability and any new information obtained related to this denial may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical review process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we request your written response  If external review is not available, please provide information on the availability of any additional level of appeal, including ERISA fiduciary review, so that we may assess our rights in regards to this matter. 

Closing Text,
Additional Customization Suggestions: 

Attach Signed Authorization to Appeal from Patient/Beneficiary

Summarize Patient’s Condition and Care And Attach Medical Records
Customize Highlighted Text

Cite Treating Physician’s Board Certification and/or specialty training
Cite Peer-Reviewed Medical Literature or Treatment Guidelines supporting Treatment
Level I or II Appeal Letter 10

Lack of Precertification – Denied Preauthorization

[~Current Date~]

Attn: Director of Claims

 [~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Director of Utilization Review Director/Compliance Officer,

According to our records, your company has denied our recent request for certification.

It appears that your company is an accredited member of URAC's utilization management program. As you are likely aware, URAC routinely reviews member organization’s operations to ensure that the company is conducting business in a manner consistent with national standards agreed upon during the accreditation process. URAC Utilization Management Standard UM 22 requires member organizations to issue written notification of any non-certification decision to the patient and attending physician or other ordering provider or facility rendering service. Further, this standard also requires written notifications to contain the following information:

For non-certifications, the organization issues written notification of the non-certification decision to the patient and attending physician or other ordering provider or facility rendering service that includes:

(a) The principal reasons for the determination not to certify;

(b) A statement that the clinical rationale used in making the non-certification decision will be provided, in writing, upon request; and

(c) Instructions for:

(i) Initiating an appeal of the non-certification; and

(ii) Requesting a clinical rationale for the non-certification.

Please accept this written request for a written response which does include the clinical rationale used in making this decision. Also, please provide the name and credentials of the reviewing physician who was available at the time of this decision for peer-to-peer discussion of this care. Thank you for your assistance in this matter.
Closing Text,

Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Treating Physician’s Board Certification and/or specialty training

Cite State or Contractual Managed Care Medical Necessity Review Requirements
Level II Appeal Letter 11

Lack of Precertification – Non Response To Preauthorization Appeal 
[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]

Dear Provider Appeals,

Our office recently filed an appeal related to the above referenced precertification request. However, no response was received from your company. It is our position that this failure to promptly respond to the issues outlined in our appeal letter is a violation of the American Accreditation Commission's URAC Health Utilization Management Standards. 

As you are likely aware, URAC standards require member organizations to conduct appeal considerations according to written standards. Further, the patient, provider, or the facility rendering service may initiate the standard appeal process related to any non-certification. URAC Standard UM 30, Non-Certification Appeals Process, states the following regarding appeals consideration:

The organization maintains a formal process to consider appeals of non-certifications that includes:

(a) The availability of standard appeal for non-urgent cases and expedited appeal for cases involving urgent care; and

(b) Written appeals policies and procedures that: 

(i) Clearly describe the appeal process, including the right to appeal of the patient, provider, or facility rendering service;

(ii) Provide for explicit time frames for each stage of the appeal resolution process; and

(iii) Are available, upon request, to any patient, provider, or facility rendering service.

Further, Standard UM 26, Scope of Information Review, states that an organization conducting prospective, concurrent or retrospective review should only require the sections of the medical record necessary in that specific case to certify medical necessity or appropriateness of the admission or extension of stay, frequency or duration or service, or length of anticipated inability to return to work.

Please accept this written request for a written response which includes the clinical rationale used in making this decision. Also, please provide the name and credentials of the reviewing physician who was available at the time of this decision for peer-to-peer discussion of this case. Thank you for your assistance in this matter.

Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records

Negotiate Managed Care Utilization Review Requirements Which Mimic URAC Standards
In addition to AppealTraining.com, the following websites contain useful information about assessing insurers for URAC compliance:

URAC Directory of Accredited Companies - http://www.urac.org/directory/DirectorySearch.aspx
 
URAC Complaint Form - Complaints filed with URAC at this link - http://webapps.urac.org/complaint/  - regarding noncompliant members will be investigated by URAC. Although URAC cannot resolve problems related to a health plan's determination of benefits, URAC does have the authority to rescind the accreditation of noncompliant carriers. This leverage may assist you in dealing with noncompliant member organizations.


Customization for Post-Treatment Appeals:

A precertification appeal related to the above referenced treatment was filed on (date). However, no response was received from your company within the required time frame for response. It is our position that this failure to promptly respond to the issues outlined in our appeal letter is a violation of the American Accreditation Commission's URAC Health Utilization Management Standards and potentially applicable state utilization review requirements. Further, failure to provide the basis of the determination, including clinical review criteria and credentials of the medical reviewer, compromises the quality of the care management review process. Treatment was extended based on the treating physician’s recommendation regarding care. We request immediate payment based on your company’s failure to provide a utilization review appeal process and ongoing input regarding alternative care options.
Level II Appeal Letter 12 

Lack of Precertification on ERISA Non-Urgent Care Claim
[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Director of Claims,
According to our records, your company failed to respond to our request for precertification of the above referenced claim within the time frame required under Title 29 of the United States Code of Federal Regulations, Section 2560.503-1(f)(2), "Timing of notification of benefit determination."

This federal regulation requires group health plans to make coverage decision quickly within 15 days for non-urgent requests. Specifically, Paragraph (A), “Pre-service claims,” of the regulation states:

Pre-service claims. In the case of a pre-service claim, the plan administrator shall notify the claimant of the plan's benefit determination (whether adverse or not) within a reasonable period of time appropriate to the medical circumstances, but not later than 15 days after receipt of the claim by the plan. This period may be extended one time by the plan for up to 15 days, provided that the plan administrator both determines that such an extension is necessary due to matters beyond the control of the plan and notifies the claimant, prior to the expiration of the initial 15-day period, of the circumstances requiring the extension of time and the date by which the plan expects to render a decision. If such an extension is necessary due to a failure of the claimant to submit the information necessary to decide the claim, the notice of extension shall specifically describe the required information, and the claimant shall be afforded at least 45 days from receipt of the notice within which to provide the specified information. Notification of any adverse benefit determination pursuant to this paragraph (f)(2)(iii)(A) shall be made in accordance with paragraph (g) of this section.
According to the medical records, this treatment meets the medical necessity terms of your policy.  Therefore, we request that your company waive the precertification requirement and immediately approve this treatment, as you were unable to meet the requirements specified above.
[~Closing Text~]

Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Internal Clinical Criteria used to develop Treatment Plan And Discuss Applicability of available peer-reviewed literature

Attach Referring Physician and Treating Physician Letter of Medical Necessity
Level I Appeal Letter 13

Lack of Precertification – Experimental/Investigational Appeal

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

It is our understanding that this claim was denied pursuant to your exclusion related to experimental/investigational medical treatment.

The explanation of benefits did not give adequate information to establish the accuracy of this decision.  Therefore, please provide the following information to support the denial of benefits for this treatment.

Please provide a copy of the experimental/investigation medical treatment limitation in the plan or policy as well as any related definitions. Further, if internal clinical guidelines are applicable, please provide a copy of such clinical guidelines as well as the name and credentials of the medical professional who reviewed the treatment records. Also, please provide an outline of the specific records reviewed and a description of any records which would be necessary in order to approve the treatment.  

Further, we would appreciate copies of any expert medical opinions reviewed by your company in regards to treatment of this nature and its efficacy so that the treating physician may respond to its applicability to this patient's condition. 

Thank you for your assistance.

Closing Text,
Additional Customization Suggestions: 

Attach Peer Reviewed Literature to Support Treatment

Cite Treating Physician’s Board Certification and/or specialty training 

Cite Managed Care Medical Necessity Review Requirements
Level II Appeal Letter 14

Request for Specialty Related Experimental/Investigational Treatment Review 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,
It is our understanding that this treatment was denied pursuant to policy or plan limitations and/or exclusions related to experimental/investigational medical treatment.

It is our position that the treatment under consideration involves specialty care and decisions concerning the appropriateness of this treatment should only be made after a thorough review of peer-reviewed literature related to (SPECIALTY) treatment of this condition. Please provide a copy of the experimental/investigational treatment exclusion as it reads in the plan or policy as well as a description of peer-reviewed literature, including publication dates, reviewed in relation to this decision. As you are likely aware, (SPECIALTY) treatment has made a number of advancements related to patients suffering from this condition. It is our position that this patient’s unique medical condition qualifies him or her for this more advanced treatment.

If benefits remain denied, please provide the following information in addition to the specific information requested above: 

1. Name of the board certified (specialty) reviewer who reviewed this claim and a description of any applicable advanced training or experience this reviewer has related to this type of care;

2. Board certified (specialty) reviewer’s recommendation regarding alternative care;

3. A copy of applicable internal clinical guidelines, source of the guideline and the date of development;

4. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment;

5. Copies of any peer-reviewed literature, technical assessments or expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy;

It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non-disclosure reflects a poor quality medical process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we appreciate your prompt, detailed response to this request. 

Closing Text,

Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Treating Physician’s Board Certification and/or specialty training

Cite Peer-Reviewed Medical Literature or Treatment Guidelines supporting Treatment

Cite State or Contractual Managed Care Experimental/Investigational Review Requirements. 

Negotiation Tip: Seek a contractual definition of Experimental/Investigation Care which references FDA Approval or other nationally recognized approval process.
Level I Appeal Letter 15

Lack of Precertification on ERISA Urgent Care Claim – PPACA Updated
[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Director of Claims,
According to our records, your company failed to respond to our request for precertification of the above referenced claim within the time frame required under Title 29 of the United States Code of Federal Regulations, Section 2560.503-1(f)(2), "Timing of notification of benefit determination."

This federal regulation requires group health plans to make coverage decision quickly within 72 hours for urgent requests. Specifically, Paragraph (i) of the regulation states:

(i) Urgent care claims. In the case of a claim involving urgent care, the plan administrator shall notify the claimant of the plan's benefit determination (whether adverse or not) as soon as possible, taking into account the medical exigencies, but not later than 72 hours after receipt of the claim by the plan, unless the claimant fails to provide sufficient information to determine whether, or to what extent, benefits are covered or payable under the plan. In the case of such a failure, the plan administrator shall notify the claimant as soon as possible, but not later than 24 hours after receipt of the claim by the plan, of the specific information necessary to complete the claim. The claimant shall be afforded a reasonable amount of time, taking into account the circumstances, but not less than 48 hours, to provide the specified information. Notification of any adverse benefit determination pursuant to this paragraph (f)(2)(i) shall be made in accordance with paragraph (g) of this section. The plan administrator shall notify the claimant of the plan's benefit determination as soon as possible, but in no case later than 48 hours after the earlier of--

(A) The plan's receipt of the specified information, or

(B) The end of the period afforded the claimant to provide the specified additional information. 

Further, the Patient Protection and Affordable Care Act (PPACA) interim final regulations for internal claims and appeals and external review requires notification of a benefit determination on urgent care claims as soon as possible, taking into account medical exigencies, but not later than 24 hours after receipt of the claim by the plan or health insurance coverage, unless the claimant fails to provide sufficient information to determine benefits. Please see "Claims and Appeals Process," 26 CFR 54.9815-2719T, 29 CFR 2590.715-2719 CFR 147.136.

According to the medical records, this treatment meets the medical necessity terms of your policy.  Therefore, we request that your company waive the precertification requirement and immediately approve this treatment, as you were unable to meet the requirements specified above.
[~Closing Text~]

Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Internal Clinical Criteria used to develop Treatment Plan And Discuss Applicability of available peer-reviewed literature

Attach Referring Physician and Treating Physician Letter of Medical Necessity
Level II Appeal Letter 16

Lack of Precertification – Post ER Continuity of Care Appeal

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

Our office recently filed an appeal related to the above referenced denial due to lack of preauthorization. It appears that your company is unwilling to approve post-emergency care for this patient despite the need for continuity of care as described in our initial appeal dated (date).

It is our position that your continued denial may involve a violation of the American Accreditation Commission's URAC Health Utilization Management Standards. As you are likely aware, URAC standards require member organizations to conduct appeal considerations according to written standards. Further, the patient, provider, or the facility rendering service may initiate the standard appeal process related to any non-certification. URAC Standard UM27, Prospective and Concurrent Review Determination, states the following regarding appeals consideration:

For prospective review and concurrent review, the organization bases review determinations solely on the medical information obtained by the organization at the time of the review determination.

It is our position that, at the time of the review determination, there was not sufficient information to indicate that this patient could be safely transferred to in network care. As indicated in the original appeal, continuity of care promotes adherence to a comprehensive treatment plan. Further, it appears that transfer planning may have been complicated by one or more of the following:

(Select any applicable factors and customize as necessary)

· Patient condition not deemed stable

· Treatment team awaiting clinical information to determine appropriate transfer planning

· Lack of carrier input regarding transfer options 

· Lack of carrier input regarding patient’s unique medical needs

If benefits remain denied, please provide a copy of the clinical criteria used to reach the adverse determination so that we may review our rights in regards to this matter. 

Closing Text,
Additional Customization Suggestions: 

Attach Emergency Room Report

Cite State Emergency Care Payment Requirements

Cite Managed Care Medical Necessity Review Requirements
Level I Appeal Letter 17

Maximum Benefit Appeal – PPACA Updated
[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Director of Claims/ERISA Compliance,

It is our understanding that the above referenced claim was fully or partially denied due to the fact that the maximum policy or plan benefits were reached.

This appeal is to request an audit of claims applied toward the policy or plan maximum in order to verify that no additional benefits are available for any portion of the claim. Further, we appreciate clarification regarding if the denial is related to the exhaustion of a defined benefit for treatment of a specific diagnosis and how this limitation is actually worded in the plan or policy booklet.

The PPACA Patient's Bill of Rights interim final regulations prohibit the use of lifetime limits in all health plans and insurance policies issued or renewed on or after September 23, 2010. Certain restrictions also apply to annual maximums. Please see "Lifetime or annual limits," 26 CFR 54.9815-2711T, 29 CFR 2590.715-2704, 45 CFR 147.108.

As you are likely aware, both state and federal disclosure laws as well as contract terms may be applicable and require the release of detailed information to substantiate an adverse benefit determination. If you believe this request does not fall under disclosure requirements, please provide a written explanation.  

Thank you for your assistance in regards to this matter.

[~Closing Text~]

Additional Customization Suggestions: 

Attach Verification of Benefits 

Cite Managed Care Protections Regarding VOB Requirements Related to Maximum Benefit Disclosure
Attach: http:// www.healthreform.gov/newsroom/new_patients_bill_of_rights.html
Level I Appeal Letter 18
Pre-existing Condition Appeal – PPACA Updated
 [~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Director of Claims/ERISA Compliance,
It is our understanding that this patient’s coverage limits treatment for preexisting conditions.

According to the federal Health Insurance Portability and Accountability Act of 1996 (HIPAA), group health plans or health insurance issuers offering group health insurance coverage may impose a preexisting condition exclusion with respect to a participant or beneficiary only if the following requirements are satisfied:

· a preexisting condition exclusion must relate to a condition for which medical advice, diagnosis, care or treatment was recommended or received during the six-month period prior to an individual's enrollment date;

· a preexisting condition exclusion may not last for more than 12 months (18 months for late enrollees) after an individual's enrollment date; and 

· this 12- (or 18-) month period must be reduced by the number of days of the individual's prior creditable coverage, excluding coverage before any break in coverage of 63 days or more.

Further, the PPACA Patient's Bill of Rights interim final regulations prohibit group health plans and health insurance issuers in both group and individual markets from imposing pre-existing condition exclusions on children under 19 for the first plan or policy year beginning on or after September 23, 2010. The ban includes both benefit limitation and outright coverage denials. The protections apply to grandfathered group health plans and group health insurance coverage but not to grandfathered individual health insurance. Please see PHS Act Section 2704, "Prohibition of Preexisting Condition Exclusions," 26 CFR 54.9815-2704T, 29 CFR 2590.715-2704, 45 CFR 147.108.

It does not appear that your company's definition of a preexisting condition is in compliance with the HIPAA and/or the PPACA Patient's Bill of Rights.  Therefore, we request immediate reconsideration of the claim denial referenced above.
[~Closing Text~]

Additional Customization Suggestions: 

Attach Verification of Benefits

Attach PPACA Fact Sheet (www.hhs.gov/ociio/regulations/children19/factsheet.html)
Level I Appeal Letter 19

Incorrect Payment Appeal – Request for Review By Certified Coder

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

It is our understanding that your company has released full payment on the above referenced claim.  However, certain procedures were reduced or unpaid pursuant to your internal bundling or coding guidelines.

It is our position that these codes may be payable as coded and billed by our office. As you know, bundling and coding guidelines vary greatly depending on the type of coverage and the specific procedures or treatment performed. Further, specialty coding may involve complex coding assignments and newly added codes not recognized by an electronic claims editor. 

Therefore, we request a review of this denial by a certified coder familiar with the billed procedure(s). If benefits remain denied, please furnish the name and credentials of the claims professional who reviewed the denial for compliance with current coding standards. Also, please provide an outline of the specific coding criteria used to assess the claim and a description of any medical records that would be necessary in order to reassess the denial.

As you are likely aware, both the federal ERISA claim processing guideline and certain state fair claims processing laws mandate disclosure of information related to adverse determinations. Thank you for your prompt response.

Closing Text,
Additional Customization Suggestions: 

Attach Medical Records To Support Coding

Cite Managed Care Contractual Coding Standard

Level II Appeal Letter 20
Incorrect Payment Appeal – Bundling 

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

It is our understanding that your company has released full payment on the above referenced claim.  However, certain procedures were reduced or unpaid pursuant to your internal bundling or coding guidelines.

It is our position that these codes may be payable as coded and billed by our office. As you know, bundling and coding guidelines vary greatly depending on the type of coverage and the specific procedures or treatment performed.  Further, many insurers are required to notify providers of any decision to change reimbursement based on coding and bundling guidelines and such changes must be fully explained to beneficiaries.

It does not appear that our office was advised of the reductions to be taken on this claim. Therefore, we request your prompt reconsideration of these charges. If additional benefits are not released, please provide an explanation as to the coding standards used in making this determination as well as a copy of notification provided to providers and/or beneficiaries regarding this policy.

Closing Text,
Additional Customization Suggestions: 

Attach Specialty Coding Published Standards

Cite Managed Care Contractual Coding Standard

Level II Appeal Letter 21
Incorrect Payment Appeal – Incorrect Contractual

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims,

It is our understanding that your company has released full payment on the above referenced claim.  However, it is our position that this claim has still not been reimbursed correctly and that additional benefits are due.

Our review of the provider contract does not reveal any language justifying reductions of this scale.  In order to assess the accuracy of payment, we request a copy of the portion of the contract or fee schedule limitations used in arriving at the payments and an explanation as to how the reimbursement rate is calculated.  Further, please provide any information regarding how recent the reimbursement level was reviewed and when the next review is scheduled.  

We appreciate your prompt attention to this matter.

Closing Text,
Additional Customization Suggestions: 

Attach Specialty Coding Published Standards

Cite Managed Care Contractual Coding Standard
Negotiate for American Medical Association’s model contract language. AMA Model Contract and Copy of current contract - http://www.ama-assn.org/ama1/pub/upload/mm/368/mmcc_4th_ed.pdf
Section 3.3 of the AMA Model Managed care contract requires the managed care organization to attach the fee schedule to the contract. If the fee schedule is not attached as required, the payment reverts to billed charges. Section 3.3(a) i-v provides for transparency in any discounted fee system.  
Level II Appeal Letter 22

Incorrect Payment Appeal – Usual, Reasonable and Customary Charge Denial

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims/ERISA Compliance,

We are in receipt of your response to our appeal related to usual, reasonable and customary reductions applied to the above referenced claim. 


As indicated in our Level I appeal, ERISA Section 503, 29 U.S.C. 1133, requires ERISA benefit plans to provide detailed disclosure of the basis of an adverse determination, including applicable UCR definition and an explanation of UCR calculation. It appears that your company utilizes (HIAA, Medical Data Review, Medicare Cost Reports) to calculate the usual, reasonable and customary payment rates for this policy/plan. 

It is our position that your response does not fully comply with instructions set forth in U.S. Department of Labor Advisory Opinion 96-14A. This Advisory Opinion instructs a health benefit plan to release “procedures, formulas, methodologies, or schedules to be applied in determining or calculating a participant's or beneficiary's benefit entitlement.” This would appear to include release of the actual source data so that the requesting party can assess the information to confirm that the data is current, inclusive of similarly credentialed providers in a narrowly defined geographic area and excludes providers billing at discounted managed care or capitated rates.  
Based on your company’s failure to disclose requested material in a timely manner, we request that the reductions be reversed and an additional payment be made.  If your company does not release additional benefits, please forward this appeal to the legal department for review and response. We appreciate your prompt attention to this matter. If your company is not the fiduciary of this plan, please provide the name and address of Fiduciary of the Plan so that the final level of appeal can be addressed to the fiduciary.
[~Closing Text~]

FOR ADDED STRENGTH

On ERISA claims, add U.S. DOL Advisory Opinion 96-14A as an attachment. 

Letter is located at www.dol.gov/agencies/ebsa/employers-and-advisers/guidance/advisory-opinions/1996-14a
Level II Appeal Letter 23

Incorrect Payment Appeal – Mental Health Parity and UCR

[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Director of Claims/ERISA Compliance,
The above referenced claim was denied and/or reduced due to a usual, customary and reasonable adjustment to the benefits for mental nervous/substance abuse treatment.  This letter is to request immediate reconsideration of this denial. 
The Mental Health Parity and Addiction Equity Act (MHPAEA) requires that certain plans cover mental health services – including  inpatient in-network, inpatient out-of-network, outpatient in-network, outpatient out-of-network, emergency care, and prescription drugs – on a parity basis with medical/surgical services. Please provide the following information in order to facilitate our review of your decision for MHPAEA compliance:

· The Summary Plan Description (SPD) from an ERISA plan, or similar summary information that may be provided by non-ERISA plans;The specific plan language regarding the imposition of the NQTL (such as a how usual, customary and reasonable calculations are made); 

· The specific underlying processes, strategies, evidentiary standards, and other factors (including, but not limited to, all evidence) considered by the plan (including factors that were relied upon and were rejected) in determining that the NQTL will apply to this particular MH/SUD benefit;

· Information regarding the application of the NQTL to any medical/surgical benefits within the benefit classification at issue;

· The specific underlying processes, strategies, evidentiary standards, and other factors (including, but not limited to, all evidence) considered by the plan (including factors that were relied upon and were rejected) in determining the extent to which the NQTL will apply to any medical/surgical benefits within the benefit classification at issue; and

· Any analyses performed by the plan as to how the NQTL complies with MHPAEA.

 It is our position that these charges are within usual, customary and reasonable charge amounts for this type of care in the region. Please reprocess this claim allowing full benefits for the treatment. If no additional benefits are released, we appreciate your written response to this appeal with supporting documentation as specified above and/or a description of any records which might be necessary in order for additional benefits to be allowed.
Closing Text,
Additional Customization Suggestions: 

Attach Pricing Information 

Cite Treating Physician’s Board Certification and/or specialty training
Level I Appeal Letter 24

Preventative Coverage - Immunizations

[~Current Date~]
Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,


We request immediate payment of the above referenced pediatric immunization claim.  Your explanation of benefits indicates a benefit reduction which may not fully comply with the preventive services requirement of the Affordable Care Act (ACA) and state pediatric immunization coverage regulations.
The ACA requires certain health plans to cover certain preventive services without copayment, co-insurance or deductible reductions when services are delivered by a network provider. Specifically, the 26 covered preventive services for children includes “immunization vaccines for children from birth to age 18.” 
As a result of this mandate, many states have updated requirements for immunization coverage. States which do not mandate coverage for immunization coverage may still have a disclosure law requiring insurance plans and policies to cite a specific exclusion when denying a claim for this service. Therefore, we request that your organization provide payment for this treatment or, if benefits remain denied, provide complete disclosure of the specific policy and/or plan exclusion which supports the denial along with a description of clinical indicators which would be considered for approving immunizations as a medically necessary treatment of this patient.
Based on this information, we ask that this claim be paid to this office immediately.  We appreciate your prompt attention to this matter. If benefits remain denied, please provide a copy of the specific policy or plan exclusion applicable to this denial.

Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite State or Contractual Managed Care  Immunization Requirements. 
Level II Appeal Letter 25
Response to Refusal To Disclose
[~Current Date~]

Attn: Director of Claims

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Director of Claims,

This letter is to notify you that our office has obtained both an authorization of payment and an ERISA-compliant assignment of benefits related to current and future treatment rendered or to be rendered to the above referenced patient. Enclosed is a copy of the legally binding assignment for your records. 

As you are likely aware, an assignee has certain rights to plan disclosure available under ERISA. Full disclosure of plan provisions to an assignee allows the assignee to perfect claims for benefits in compliance with the specific requirements of the employee benefit plan. Please accept this second request for the following information, which will assist our office in obtaining full benefits under the ERISA plan:


(Indicate the specific information requested in initial appeal)

Additionally, please provide the following information to further clarify our rights regarding the plan in question:

1. A copy of any form required by the employee benefit plan for the purpose of identifying the authorized representative. 

2. A copy of the Summary Plan Document. 

3. Name and address of Fiduciary of the Plan if such fiduciary is not referenced in the above documents. The Fiduciary is responsible for insuring that beneficiaries and qualified parties are provided a “full and fair review” of denied claims.
The Department of Labor has stipulated that when a claimant clearly designates an authorized representative to act and receive notices on his or her behalf with respect to a claim, the plan should, in the absence of a contrary direction from the claimant, direct all information and notification to which the claimant is otherwise entitled to the representative authorized to act on the claimant's behalf with respect to the aspects of the claim. Further, Paragraph 3 of Title 29 of the Code of Federal Regulations, Section 2650.503-1, “Claims Procedure,” outlines the following appeal requirements involved in a full and fair review of an adverse determination:

Group health plans. The claims procedures of a group health plan will not be deemed to provide a claimant with a reasonable opportunity for a full and fair review of a claim and adverse benefit determination unless, in addition to complying with the requirements of paragraphs (h)(2)(ii) through (iv) of this section, the claims procedures--

 (i) Provide claimants at least 180 days following receipt of a notification of an adverse benefit determination within which to appeal the determination;

(ii) Provide for a review that does not afford deference to the initial adverse benefit determination and that is conducted by an appropriate named fiduciary of the plan who is neither the individual who made the adverse benefit determination that is the subject of the appeal, nor the subordinate of such individual;

(iii) Provide that, in deciding an appeal of any adverse benefit determination that is based in whole or in part on a medical judgment, including determinations with regard to whether a particular treatment, drug, or other item is experimental, investigational, or not medically necessary or appropriate, the appropriate named fiduciary shall consult with a health care professional who has appropriate training and experience in the field of medicine involved in the medical judgment

(iv) Provide for the identification of medical or vocational experts whose advice was obtained on behalf of the plan in connection with a claimant's adverse benefit determination, without regard to whether the advice was relied upon in making the benefit determination;

(v) Provide that the health care professional engaged for purposes of a consultation under paragraph (h)(3)(iii) of this section shall be an individual who is neither an individual who was consulted in connection with the adverse benefit determination that is the subject of the appeal, nor the subordinate of any such individual; 

Failure to provide the requested information may affect your ability to assert pertinent policy rights and defenses in a court of law. Further, failure to provide certain information requested by a participant or beneficiary within 30 days after a request can result in a civil penalty of up to $110 per day.  We look forward to your prompt assistance with this matter.

Closing text,

Additional Customization: 

Attach Assignment of Benefits/Authorization
