Addendum A

Pretreatment Request for Summary Plan Description

[~Current Date~]

Attn: Claims/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 Claims/Director of ERISA Compliance,

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 treatment rendered or to be rendered to the above referenced patient. Enclosed is a copy of this 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 request for the following information which will assist our office in obtaining full benefits under the ERISA plan:


(Indicate the specific information requested, e.g. plan coverage, including estimate of fee schedule allowance for Procedure 0001)

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 any anti-assignment provision outlined in the employee benefit plan. 

3. A copy of the Summary Plan Description (SPD). 

4. Name and address of Fiduciary of the Plan if such fiduciary is not referenced in the above documents.

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. Please see Question B-3 at www.dol.gov/agencies/ebsa/about-ebsa/our-activities/resource-center/faqs/benefit-claims-procedure-regulation.  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 qualified assignee within 30 days after a request can result in a civil penalty of up to $110 per day. 

Sincerely,
Addendum B
Lack of Response to Pretreatment Request for Summary Plan Description

[~Current Date~]

Attn: Claims/Director of ERISA Compliance

[~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 Claims/Director of ERISA Compliance,

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 treatment rendered or to be rendered to the above referenced patient. Further, our previous correspondence dated (insert date) enumerated the information necessary to determine coverage for the above reference treatment. 

As you are likely aware, an assignee has certain rights to plan disclosure available under ERISA. Further, our request was made in order to perfect claims for benefits in compliance with the specific requirements of the employee benefit plan. When an ERISA fiduciary fails to properly advise a qualified party of specific procedures of the plan, those procedures are often found to be unenforceable.   
It is our position that failure to disclosure the requested information may be a violation of the ERISA disclosure requirements. Therefore, we request that our original request be forwarded to the ERISA Plan Fiduciary who is tasked with ERISA disclosure compliance.
In the decision Killian v. Concert Health Plan, 2013 U.S. App. LEXIS 22657 (7th Cir.), the court noted the failure of the plan's agent to provide correct and complete information regarding in network vs out of network status. Likewise, in King v Blue Cross and Blue Shield of Illinois UPS, No 15-55880 (Ninth Cir.), the court affirmed that plan participants should be able to rely upon plan administrators to provide accurate information concerning the benefit plan and that entities rendering decisions should have access to the plan documents/modifications and cannot escape liability for providing confusing modifications or misinformation and attempting to layer the decision-making responsibility. 
Therefore, we ask for your written response to our previous correspondence requesting disclosure of the summary plan description and other plan provisions and limitations. 

Sincerely,

Additional Customization Suggestions: 
Summarize Patient’s Condition. Medical Records, Referring Physician/Treating Physician Letter of Medical Necessity
Cite Internal Clinical Criteria used to develop Treatment Plan 

www.dol.gov/agencies/ebsa/about-ebsa/our-activities/resource-center/faqs/benefit-claims-procedure-regulation
Sample Appeal Letter C

Lack of Precertification on ERISA Urgent Care Claim

Available At AppealLettersOnline.com and Appeal Solutions’ Power of Appeals

[~Current Date~]

Attn: Claims/Director of ERISA Compliance

 [~Insurance Policy Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



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



Amount:  [~Total Charges~]

Dear Claims/Director of ERISA Compliance,
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 decisions 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. 

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

www.dol.gov/agencies/ebsa/about-ebsa/our-activities/resource-center/faqs/benefit-claims-procedure-regulation
Addendum D

Request For Reviewer’s Credentials – ERISA

Available At AppealLettersOnline.com and Appeal Solutions’ Power of Appeals
[~Current Date~]

Attn: Claims/Director of ERISA Compliance

 [~Insurance Policy Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



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



Amount:  [~Total Charges~]

Dear Claims/Director of ERISA Compliance,
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 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. 

The Department of Labor has stipulated that an appeal of an adverse benefit determination based in whole or in part on a medical judgment must involve a consultation with an appropriate health care professional. Please see Question D-8 at www.dol.gov/ebsa/faqs/faq_claims_proc_reg.html which states the following regarding medical expert review:
This requirement of consultation is intended to ensure that the fiduciary deciding a claim involving medical issues is adequately informed as to those issues. The consultation requirement, however, is not intended to constrain the fiduciary from consulting any other experts the fiduciary considers appropriate under the circumstances….In all cases, a fiduciary must take appropriate steps to resolve the appeal in a prudent manner, including acquiring necessary information and advice, weighing the advice and information so obtained, and making an independent decision on the appeal. The regulation’s provision for consultation with a health care professional is not intended to alter the fiduciary standards that apply to claims adjudication.

Thank you for your assistance.
[~Closing Text~]

Attach: www.dol.gov/agencies/ebsa/about-ebsa/our-activities/resource-center/faqs/benefit-claims-procedure-regulation
Addendum E

Request For Mental Health Clinical Criteria – ERISA

Customized for Step Therapy Appeals
[~Current Date~]

Attn: Claims/Director of ERISA Compliance

 [~Insurance Policy Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



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



Amount:  [~Total Charges~]

Dear Claims/Director of ERISA Compliance,
It is our understanding that this treatment was denied pursuant to medical necessity or other specialty care policy or plan coverage limitations. The explanation of benefits did not give adequate information to establish the accuracy of this decision. Therefore, please provide the following information to support this adverse determination.
Please furnish the mental health/substance abuse clinical review criteria used to reach this decision and information regarding tests or reviews conducted to insure that this non-quantitative treatment limitation (NQTL) complies with the Mental Health Parity Act. In particular, it appears that your recommendation may involve alternative care commonly referred to as “step therapy” which is more often applied to mental healthcare/substance abuse treatment than medical/surgical treatment.  
It is our position that this treatment is medically necessary and appropriate for this patient's medical condition.  Further, any medical guideline employed in any aspect of medical decision making must be flexible and allow for deviations from the guideline in order to accommodate the patient's unique medical needs and challenges. Therefore, we request the following information which will allow us to assess the appropriate application of the clinical guideline and determine if the referenced guideline is specific to this patient's needs:

· Name of the certified mental health/substance abuse practitioner who reviewed this claim and a description of any applicable advanced training or experience this reviewer has related to this type of care;

· Certified mental health/substance abuse practitioner 's recommendation regarding alternative care;

· A copy of applicable internal clinical guideline, source of the guideline and the date of development;

· 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;

· All appropriate documentation including any guidelines or other standards that the plan or issuer relied upon as the basis for compliance with the requirement than any  NQTL applicable to MH/SUD benefits was comparable to and applied no more stringently than the NQTL as applied to medical/surgical benefits. This should include details as to how the standards were applied, and any internal testing, review or analysis done by the plan or issuer to support the rationale that the NQTL is applied comparable and not more stringently to MH/SUD benefits and medical/surgical benefits. If the standards that are applied to MH/SUD are more stringent than those in nationally recognized medical guidelines, but the standards that are applied to medical/surgical benefits are not, an explanation of the reason for the application of the more stringent standard for MH/SUD benefits. See www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/publications/compliance-assistance-guide-appendix-a-mhpaea.pdf

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~]
Specialty Appeal Letter F

Request for Specialty Related Experimental/Investigational Treatment Review 

[~Current Date~]

Attn: Claims/Director of ERISA Compliance

 [~Insurance Policy Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Claims/Director of ERISA Compliance,
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: 

Customize Specialty text

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 G

Disclosure of Basis of UCR Denial
[~Current Date~]

Attn: Claims/Director of ERISA Compliance

 [~Insurance Policy Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



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



Amount:  [~Total Charges~]

Dear Claims/Director of ERISA Compliance,


We are in receipt of your denial related to the above referenced claim.

It is our understanding that this denial of benefits is governed by ERISA. Under ERISA Section 503, 29 U.S.C. 1133, a plan which denies any claim for benefits must provide the qualified beneficiary with a written explanation of the denial, framed in language that the beneficiary can understand. 

Among the specific requirements, the notice of denial must state:

1. the specific reason for denial, including the specific UCR definition and source of data on which the UCR determination is based,

2. specific reference to pertinent plan provisions on which the denial is based,

3. provide a description of additional information necessary to perfect the claim, and

4. provide information on the review process.

It does not appear that your denial contained all four requirements. As full disclosure was not made in accordance with the above referenced law, we request immediate payment of this claim. Enclosed is a copy of the Assignment of benefits signed by (PATIENT). This assignment specifically grants (PROVIDER) the rights to all benefits and all interest and rights, including causes of action and the right to enforce payment for services rendered under any insurance policy or plan. As legal assignee, (PROVIDER) has full rights to the specific data used in making this benefit determination.

Please direct payment to this office immediately to avoid further action. If benefits remain denied, please provide a copy of the Summary Plan Description so that we may review our rights in this matter.
[~Closing Text~]
[~Closing Text~]

FOR ADDED STRENGTH

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

https://www.dol.gov/agencies/ebsa/employers-and-advisers/guidance/advisory-opinions/1996-14a
Level II Appeal Letter H

Lack of Disclosure of Basis of UCR Denial
[~Current Date~]

Attn: Claims/Director of ERISA Compliance

 [~Insurance Policy Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



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



Amount:  [~Total Charges~]

Dear Claims/Director of 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

Add U.S. DOL Advisory Opinion 96-14A as an attachment. 

https://www.dol.gov/agencies/ebsa/employers-and-advisers/guidance/advisory-opinions/1996-14a
Sample Appeal Letter I

Level II Appeal – Clinical, Quality, Compliance Appeal 

[~Current Date~]

Attn: Claims/Director of ERISA Compliance

 [~Insurance Policy Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Claims/Director of ERISA Compliance,
This letter is in response to your Level I denial related to the above-referenced patient.  It is our position that your Level I appeal response did not adequately address the details outlined in previous appeals. Specifically, we request your thorough review and response to the following information related to the patient’s unique medical condition, the quality of the previous medical review and potentially applicable compliance issues related to this patient’s medical care.

(PATIENT NAME) Clinical Summary And Related Standards of Care
This attached medical record contains a detailed account of the many efforts to treat this patient’s condition. Unfortunately, despite numerous and persistent efforts, using various modalities, my patient’s condition deteriorated significantly and more aggressive intervention was mandated. Although consideration of the full medical records is essential to understanding the medical necessity of this treatment, the following details specifically qualify the patient for this treatment:
· Relevant History and Physical, SOAP, Clinical Pathway or Treatment Plan  Information

· Previous medication treatment efforts (include side effects if applicable and effectiveness or lack thereof)

· Current medications (include side effects if applicable and effectiveness or lack thereof)

· Hospitalizations (indicate frequency, duration, and dates of recent hospitalizations related to condition)

· Risk factors - Life or limb threatening nature of patient’s condition
(Optional Paragraph 1 – Treatment Options Exhausted)
The treatment plan was discussed with the patient and this specific procedure initiated based, in part, on the fact that no other reasonable treatment options existed. It is our understanding that your decision is based on currently accepted standards of care related to management of this condition. Standards of care must be constantly updated to reflect the most recent peer-reviewed studies and allow for deviations to accommodate patient variables related to side effects, treatment resistance and ongoing exacerbation of the condition. It is our position that this patient was initially treated on a medical conservative basis with conventional treatment approaches. However, the medical records, if reviewed carefully, clearly document that this patient did not respond well to earlier treatment efforts. When treating a patient who has exhausted a number of standard treatments, physicians have a professional duty and obligation to explore all care options and seek alleviation of the condition. Therefore, we maintain our request that your denial, if upheld, include a viable alternative treatment plan which had a higher probability of success based on published medical information.
(Optional Paragraph 2 – Risk factors - Life or limb threatening nature of patient’s condition)
This treatment/ procedure was medically necessary for this patient in large part due to the severity of the condition and related risks associated with less invasive/intensive treatment options. A number of factors indicate that this patient is at a high risk for some of the more damaging effects of this condition. In particularly challenging cases such as this, physicians have a professional duty and obligation to explore all care options and seek alleviation of the condition. Further, this duty to the patient has been extended to the medical decision makers for the insurance carriers. In several landmark managed care liability lawsuits, managed care decision makers have been held liable for the effect of a treatment plan denial. Therefore, we maintain our request that your denial, if upheld, include a viable alternative treatment plan which had a higher probability of success based on sound medical information.
The most powerful evidence to support the effectiveness of this treatment is the post-treatment clinical assessment.  This patient demonstrated immediate clinical improvement after treatment, including 
· Indicate any reductions in oral medication and/or other disease-specific improvement indicators (if applicable).

· Indicate ability to avoid hospitalization related to condition (if applicable).

· Indicate ability to avoid further aggressive treatments (if applicable).

· Indicate ability to return to school or work (if applicable).

· Indicate any follow up physician records which should be obtained for review.
Quality of Previous Medical Review
In order to fully respond to your denial of care, we have previously requested the following information. It is our position that disclosure of this information may likely be required under both state and federal disclosure laws. Further, proper disclosure of this information allows all interested parties to assess the basis of the decision and address the appropriateness of the decision. However, the requested information was not provided to the extent necessary to allow us a complete response as outlined below:

1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with all related definitions. (Quote from the letter if partial information was provided, ie – Your Level I denial letter states that medical necessity exclusions were applicable. However, the letter did not provide the definition of medical necessity as it reads in the policy or plan document.)

2. A copy of applicable internal clinical guidelines, if such exist. (Quote from the letter if partial information was provided, ie – Your Level I denial letter states that the clinical guidelines have applicable therapy caps for this diagnosis. However, the letter did not provide a copy of the clinical guideline so that we may review the wording of the guideline and any references to appropriate patient population and justified exceptions to consider.)

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.

4. The name of the board-certified (Specialty) physician who reviewed this claim, the enclosed data, and the patient’s clinical notes.
We appreciate that it appears that your Level I review was conducted by a (Specialty) physician. However, it is our position that an adverse benefit determination based in whole or in part on a medical judgment involving (Specialty) health care treatment must involve a consultation with a board-certified (Specialty) physician in active practice and familiar with this type of treatment. It is unclear if the (Specialty) physician involved in this review has utilized this treatment/procedure option in a therapeutic setting. 
As you are likely aware, a number of state and ERISA laws address quality of care medical decision making. Therefore, we request your review of potentially applicable appeal review and disclosure laws which may require an adverse medical necessity determination to be supported by sound medical evidence. Further, your duty as the ERISA fiduciary is to fully review this literature with this particular patient's challenging condition in mind. The ERISA Claim Procedure Regulation states that an appeal of an adverse benefit determination must provide "full and fair review." Full and fair review is defined by the regulation to include the following:

... (iv) provide for a review that takes into account all comments, documents, records, and other information submitted by the claimant relating to the claim, without regard to whether such information was submitted  or considered in the initial benefit determination...

If benefits remain denied after review of this additional information, we request the following information, in addition to the clinical information specified above. This information is necessary so that we may assess your compliance with the ERISA full and fair review requirements in regards to this important medical decision:
1. A copy of the ABC, Inc. Summary Plan Description 

2. Name and address of ABC, Inc.  Employee Benefit Plan Fiduciary of the Plan if such fiduciary is not referenced in the above documents.
Due to the extent and complexity of the information we provided, we request your detailed point-by-point response to this information. This information will assist us in our review of this denial for further action.
Closing Text,
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
Specialty Appeal Letter J

Level II Appeal – Lack of Full and Fair Review
Response to ERISA Group’s Refusal To Provide Requested Information
[~Current Date~]

Attn: Claims/Director of ERISA Compliance

 [~Insurance Policy Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



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



Amount:  [~Total Charges~]

Dear Claims/Director of ERISA Compliance,

This letter is to notify you that our office has obtained an ERISA-compliant authorization and/or assignment of benefits related to the above referenced claim. Enclosed is a copy of this legally binding authorization for your records. 

We are in receipt of your final denial stating that all appeals have been exhausted. However, it is our position that your appeal decisions have not met ERISA disclosure requirement related to disclosure of clinical criteria used in decision-making and identification of experts involved in the review. Paragraph 3 of Title 29 of the Code of Federal Regulations, Section 2650.503-1, “Claims Procedure,” outlines the following review 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;

Further, the Department of Labor Guidance regarding the Benefit Claims Procedure Regulations state the following under Frequently Asked Questions B-5:
B-5: For purposes of furnishing relevant documents to a claimant, what kind of disclosure is required to demonstrate compliance with the administrative processes and safeguards required to ensure and verify appropriately consistent decision making in making the benefit determination? 

What documents will be required to be disclosed will depend on the particular processes and safeguards that a plan has established and maintains to ensure and verify appropriately consistent decision making. See 65 FR at 70252. The department does not anticipate new documents being developed solely to comply with this disclosure requirement. Rather, the department anticipates that claimants who request this disclosure will be provided with what the plan actually used, in the case of the specific claim denial, to satisfy this requirement. The plan could, for example, provide the specific plan rules or guidelines governing the application of specific protocols, criteria, rate tables, fee schedules, etc. to claims like the claim at issue, or the specific checklist or cross-checking document that served to affirm that the plan rules or guidelines were appropriately applied to the claimant's claim. Plans are not required to disclose other claimants' individual records or information specific to the resolution of other claims in order to comply with this requirement. See § 2560.503-1(m)(8)(iii). See question D-12.
Finally, DOL guidance also makes clear that a general statement in an adverse benefit determination notice would not be considered as satisfying the requirements of § 2560.503-1(g)(1)(v) (B). Instead, the actual protocol, criteria, rate tables, fee schedules must be disclosed upon request. 

Your previous appeal review does not appear to be in compliance with the ERISA full and fair review components. Therefore, please provide name and address of plan fiduciary if such fiduciary was not named in the previous appeal responses. The plan fiduciary is responsible for insuring that beneficiaries and qualified parties are provided a “full and fair review” of denied claims and it is our intention to file the final appeal with the plan fiduciary. Further, please release the clinical criteria used in making the decision as well as the name and credentials of the reviewer. 
Closing text,

Additional Customization: 

Attach Assignment of Benefits and/or Authorized Representative Designation
