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DISCLAIMER: The intent of this program is to present accurate and
authoritative information in regard to the subject matter covered. It is
presented with the understanding that ERN/NCRA is not engaged in the
rendition of legal advice. This presentation is intended for educational
and informational purposes only. If legal advice or other expert
assistance is required, you should seek the counsel of your own attorney
with the expertise in the area of inquiry.
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When Payors Won’t Listen: 
Appeal Letter Writing 101
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Back-end denial work requires the creation of:

• Letter Libraries

• Law Libraries

• Fax Cover Sheets with laws

• Registration Forms with laws

• Policies, Procedures and Checklists

• Blurb Libraries
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WRITING 
THE APPEAL

14



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

QUESTION: What are payors looking for in an 
appeal letter?

1. Identify the denial reason. 

2. Determine the jurisdiction.

Examples: MA, ERISA, State sponsored HMO.

3. Create transition statement of facts to ensure a clear 

explanation of the disputed item, including the 
provider’s position is contained in appeal letters:

ER No Pay- Postabilization: 

“We dispute (Payor’s name) 

denial of this claim as not 

medically necessary, because

(Payor’s name) was notified of 

the patient’s admission and 

failed to disapprove care prior 

to the patient’s discharge as 

shown and described below:”

No Claim on File: 

“We dispute (Payor’s name) 

denial of this claim as no claim 

on file, because (Client’s name) 

billed the claim to (Payor’s

name) on (date) as shown and 

described below:”

4. Attach exhibits to document each fact. 

Example:

❑ On 9/23/15, the patient presented to the emergency 

department of (PROVIDER) with severe crushing chest pains. 

❑ On 10/3/15, MHG submitted the claim to Blue Cross (See Exhibit 

A – Hospital UB04 and Claims Clearing house receipt). 

❑ On 4/20/16, Blue Cross denied the claim for untimely filing (See 

Exhibit B – BX EOB).

(HEALTH NET PAYOR PANEL ATTORNEY COMMENTS)

5. Locate administrative laws to support each argument.

6. Apply the law. 

“Here, [Payor] was notified on [DATE], but failed to assume 

responsibility of the patient, within 60 minutes, prior to the patient’s 

discharge, deeming the services statutorily authorized.”

7. Land the plane (Impose deadlines.) 

“Please release the federal funds intended for the Medicare 

beneficiary on or before (deadline date) to prevent any 

unnecessary regulatory complaint action.”



“WE DISPUTE…”

“...BECAUSE…”

“…AS SHOWN AND DESCRIBED BELOW:”
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When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

DIRECTIONS:

The following is a sample timeline of a common denial.

Use the facts below to complete this worksheet, and use it as a model in crafting your own letters:

• On 11/1/15, the patient presented to the emergency department of Hospital with severe crushing chest

pains.

• On 11/1/15, Hospital called Careless Sr. Plan and Representative stated that the patient was eligible,

effective 5/1/12 to current, and issued a tracking number (See Exhibit A – Hospital Records*).

• On 11/2/15, Hospital faxed a face sheet to Careless Sr. Plan notifying of the patient’s admission and

requesting authorization per: __________________________________________________________.

• On 11/5/15, patient discharged without any disapproval from Careless Sr. Plan.

• On 11/8/15, Hospital submitted the claim to Careless Sr. Plan electronically.

• On 2/5/16, Hospital called Careless Sr. Plan and Representative stated the claim was denied as not

medically necessary, requesting medical records. (See Exhibit B – Explanation of Benefits*).

• To date, payment has not been released.



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

1) WHAT IS THE DENIAL? _______________________________________________________________________

2) JURISDICTION: [ ] STATE [ ] HMO [ ] MA [ ] VA [ ] ERISA

3) TRANSITIONAL STATEMENT OF FACT:

We dispute _____________________________________________________’s denial of this claim, because

______________________________________________________________________________________________

______________________________________________________________________________________________

_______________________________________________________________ as shown and described below:

4) *CREATE A TIMELINE FOR YOUR APPEAL AND ATTACH SUPPORTING EXHIBITS TO EACH FACT. 

See directions above.



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

5) APPLICABLE LAWS:

Reference the laws relevant to this denial and cite them, in full:

1. Please, be advised that _______________________________________________________ states…

2. Further, _______________________________________________________________________ states…

3. Finally, ________________________________________________________________________ states…

5) APPLY THE LAW:

Apply the laws, above, to the facts outlined in the timeline. Explain how the payor’s actions violate the law:

(e.g. Here, Careless Sr. Plan was notified on [DATE], failed to preapprove care within 1 hour (or transfer the

beneficiary while hospitalized), which means its financial responsibility ended on the date of discharge.]

1. _______________________________________________________________________________________

_______________________________________________________________________________________

2. _______________________________________________________________________________________

_______________________________________________________________________________________

3. _______________________________________________________________________________________

_______________________________________________________________________________________



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

6) CONCLUSION (LAND THE PLANE):

End the letter by demanding payment compliance and imposing deadlines. If the law stipulates a

reimbursement deadline, evoke it here:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

WHAT IS THE POWER OF A DEADLINE?



POLICY CHALLENGES
CMS
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POLICY CHALLENGE:
CENTER FOR MEDICARE AND MEDICAID SERVICES

 WHAT CAN YOU DO?
 Vigorously defend MA plan usage of 3rd party vendors for overpayment

recovery and failure to forward upheld denials to the IRE. This non-
compliance issue has been previously addressed in the Best Practices
and Common Findings Memo #2, from the 2012 Program Audits, where
Gerard Mulcahy of CMS stated:

 “We observed the following: Sponsors did not prepare a written
explanation and send the case file to the IRE in a timely manner upon
affirming its adverse organization determination.”

 Flag all MA plans failing to forward upheld denials to the IRE and run a
report showing (by Plan), # of beneficiary claims where the failure
occurred, and # of uncompensated dollars effected.

 Notify your RAC leader and Ed Norwood to determine next steps for
escalation to the appropriate plan and/or regulatory agency.

 DID YOU KNOW?

 Some non-contracted MA plans are failing prepare a 
written explanation and send the case file to the IRE 
(Maximus) within 60 calendar days from the date it 
receives the request for a standard reconsideration. 

 Authority: 42 CFR §422.590 (b)(2)

See plan responsibilities per 422.590 (b)(2).

CARELESS
HEALTH PLAN
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UNFAIR PAYMENT PRACTICES
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UNFAIR PAYMENT PRACTICES
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UNFAIR PAYMENT PRACTICES
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UNFAIR PAYMENT PRACTICES
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“WE DISPUTE…”

“...BECAUSE…”

“…AS SHOWN AND DESCRIBED BELOW:”
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DREAM TEAM - STATEMENT OF FACT:

“We dispute your [DATE] denial of not receiving medical records, because medical records were faxed (or 
uploaded) with a fax (upload) confirmation and [PLAN] may be in violation of HIPAA Privacy Rule 

164.530, mishanding PHI, as shown and described below:
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