[Your Name]

[Your Address]

[Insurance Plan’s Address]

[You can find this on your denial notice, in your benefits book, or by calling your plan.]

[Date]


Re: [Name of person whose claim was denied]


ID: [Insert your health plan identification number]

DOB: [Insert person whose claim was denied date of birth]

Claim Number: [You can find this on your explanation of benefits or denial letter]

Date of Serve: [This should also be on documents from your plan or your bill]

Provider: [Name of doctor and/or hospital]
To Whom It May Concern:

I would like to file an appeal on the out-of-network reimbursement rate for medical services described above.  Your reimbursement rate is unreasonably low.

According to my policy, out-of-network reimbursement rates are based on the [usual and customary rates].  Your reimbursement is less than required under my policy
.

Based on this information, my out-of-network claims are being under-reimbursed and an increased payment should be granted.

Thank you for your prompt attention to this matter.  If you have any questions, please call me at [your phone number].

Sincerely,

[Your name]

Cc: NYS Attorney General

       NYS Department of Financial Services

� For any of these services that were provided in the context of an emergency, you must reimburse out-of network providers the greatest of: (1) your payment level for similar in-network services; (2) your standard formula for non-emergency out-of-network payments; or (3) the Medicare rate.  45 CFR § 147.138(b)(3)(2011).





