	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 (AMA) Administrative Simplification Initiatives website at www.ama-assn.org/go/asi for additional information. 


Note: Many states have state laws requiring payers to honor eligibility/authorization determinations that were verified.  Check state law to determine whether it makes verifications binding, if verification was obtained.

Sample appeal letter for referral absent or exceeded without eligibility/authorization 
[Date] 

Attn:____________ 

Provider Appeals Department 

[Address] 

[City, state, ZIP code] 

Re:____________________________

Insured/Plan Member:____________________

Health Insurer Identification Number:____________________

Group Number:____________________

Patient Name:____________________

Claim Number:_________________

Dear [health insurer]:

This is to appeal your decision to deny payment for [treatment or procedure] on the grounds that there was no referral or that the visit exceeded your referral requirements.  We understand the need for proper administrative controls; however, in light of the medical necessity of the service provided and the fact that our lack of adherence to the referral requirement at issue was not due to fraud or other willful misconduct, we request that you reconsider the payment of the claim.  There is good cause in this case because [explain why practice did not obtain a referral or meet the requirements], and we request that payment be made for medically necessary services provided in good faith.
The charge of that treatment totaled $[amount].  We request that payment in the amount of $[amount] be made for medically necessary services provided in good faith based upon our reasonable expectation that the services were covered.  [If applicable:] We are attaching the following documentation to support our appeal: [list applicable documents].

Thank you for reviewing and reversing this claim denial.  If you require any additional information, please contact [staff name] at [telephone number] between the hours of [time period that staff is available to answer calls, e.g., 8:00 a.m.–5:00 p.m.]. 

Sincerely, 

[Physician] 

       Or

[Practice Manager]
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