Appeal Template		Medical Necessity

[Practice or Provider Name]
[Street Address]
[City, State, ZIP Code]
NPI: [NPI] Tax ID [Tax ID]
Phone: [Phone Number] | Fax: [Fax Number]
Email: [Email Address]
Date: [MM/DD/YYYY]

To:
[Insurance Company Name]
Attn: [Claims/Appeals Department]
[Insurance Company Address]
[City, State, ZIP Code]

Re: Medical Claim Appeal
Patient: [Patient Name]
DOB [MM/DD/YYYY]
Member ID: [Member ID]
Claim Number: [Claim Number]
Date of Service: [MM/DD/YYYY]
Provider: [Provider Name], NPI [NPI]

Procedure code(s) being appealed:[Procedure Code(s)]
Denial or Explanation Code: [CARC/RARC Code(s) and description]

Dear [Appeals] Department, 

We are writing to formally appeal the denial of coverage for [procedure/treatment name] performed on [date of service]. Your denial letter dated [denial date] states that this treatment was "not medically necessary." We respectfully disagree and provide the following evidence in support of this appeal.

The patient [Patient Name] presented with [Documented Symptoms and Objective Findings, including relevant ICD-10 codes]. The service in question, [CPT Code and Description], was performed on [Date of Service] to address [Clinical Presentation]. Prior conservative management, including [Prior Treatment Attempts], failed to resolve the presenting condition. The performed service meets the medical necessity criteria set forth in [Payer's Medical Policy Number and Title, or Applicable Clinical Guideline], which states [Direct Quote from Policy].

The decision to provide [Service/Procedure Name] is supported by [cite relevant ICD-10-CM Official Guidelines for Coding and Reporting, Coding Clinics, established clinical practice guidelines from recognized medical societies (e.g., ACFAS, AMA), peer-reviewed scientific literature, or payer policy]. [For example: "As per the guidelines from [Name of Society/Organization], the rendered services are considered standard care for [Patient's Condition] with [Specific Patient Characteristics]."] We have enclosed copies of [mention specific literature or guidelines] for your review.

Enclosed Supporting Documentation:
Attachment A - Copy of the remittance advice/denial notice
Attachment B - Complete progress note for the date of service
Attachment C - Prior conservative treatment records
Attachment D - Relevant sections of [Payer Medical Policy Number]
Attachment E - [Additional Clinical Evidence, e.g., imaging report, specialist consult]
Attachment F – [Literature/Guidelines/other polices supporting medical necessity]

Based on clinical documentation and the payer's own medical policy, we believe the provided documentation clearly demonstrates that the services rendered were medically necessary. We request that this claim be reprocessed and paid at the contracted rate. If additional information is needed, please contact [Appeal Author ot other contact person] at [Direct Phone] or [Email].

Sincerely,

[Appeal Author’s Name, and Credentials]
[Provider Name, Credentials]
NPI: [NPI]
[Direct Phone] [Email]
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