
Sample appeal letter medical necessity denial—Option B 
[Date] 

Attn:___________________
Provider Appeals Department 

[Address] 

[City, State, ZIP Code] 

Re: Medical necessity denial appeal request 

Insured/Plan Member:_____________________
Health Insurer Identification Number:_______________
Group Number:_________________
Patient Name:_________________
Claim Number:_________________
Claim Date:________________
Dear [Health insurer]: 

The following information is being submitted to support the medical necessity of [name of procedure(s) or service(s)][CPT code(s)] that was recommended to evaluate [patient name]’s symptoms after evaluation. 

[Include the following in the body of the text.] 

[subjective findings] 

[objective findings confirming functional impairment] 

[argument to support that the condition will be remedied by the proposed treatment] 

Copies of the medical records including test results are enclosed for your review. You will note that [procedure or test] findings were indicative of [diagnosis]. Based on the information provided, I am requesting the [procedure or test] be reconsidered for payment since medical necessity was established. Please forward this information to a board-certified [indicate specialty, if applicable] physician for medical review. Should further information be required, please contact [practice staff] at [phone number] in my office. 

Sincerely, 

[Physician] 

[Include medical record copies and request physician-specialist review]
These tools do not provide legal advice. Consultation with legal counsel may be appropriate to help identify and pursue claims that should be appealed. Visit the American Medical Association Administrative Simplification Initiatives website at � HYPERLINK "http://www.ama-assn.org/go/asi" �www.ama-assn.org/go/asi� for additional information.
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