HOW TO SUCCESSFULLY APPEAL A HEALTH INSURANCE
COMPANY DENIAL OR PARTIAL PAYMENT


When your health insurance company fails to pay a medical or hospital claim fully, or denies coverage of a medical service or supply (often claiming the procedure is unnecessary or experimental), you should file an appeal.  An appeal will often result in more money being out or a service being covered.  Even if the insurance company rejects most appeals, following the “rules” below will increase your chance of success.  These “rules” are designed for members of group health insurance plans.


Rule 1

Understand the insurer’s “Explanation of Benefits” as well as you can.


The Explanation of Benefits (“EOB”) is the form your insurance company sends you which is supposed to explain the reasons why your claim is paid (or not paid).  The EOB contains the type of medical service, the provider, the date, the billed charge, the allowed amount the patient’s coinsurance share or deductible obligations (if any), the “noncovered” amount (e.g., the billed charge that is not considered allowable by the insurance company) and appeal rights.  It is very critical to understand the insurance company’s position as fully as possible.  Because the EOB is often difficult to interpret (despite laws requiring it to be comprehensible by an average person), it is usually a good idea to call the insurance company one or more times to explain to you what the EOB means.  (There is typically a toll-free telephone number on the EOB to call for information.)  The back of the EOB should be consulted, because it defines terms used on the front side of the EOB.  The back of the EOB also states appeal deadlines and the appeal address.


You will want to refer to the information in the upper right-hand corner (your name, ID, the claim number and the date of the EOB) on your appeal.  If possible, it is a good idea to enclose a copy of the EOB along with your appeal.


Every time you speak to anyone at the insurance company, make a written note of their name, the date, and the content of the conversation.  If you need to, you should ask the person to call you back with additional information.  It is ideal to keep all of your appeal-related documents together, for easy reference.


Rule 2


Try to Locate any applicable Rules or Definitions in your Plan

Every health plan member receives (or should receive) a plan booklet reflecting the health plan rules.  It is sometimes called an “Evidence of Coverage.”  Sometimes it is called a “Member Booklet” or “Plan Booklet” or “Plan Brochure.”  Whatever it is called, it is supposed to inform you about the rules of the road as far as your health insurance is concerned.  It is critical that you understand what those rules of the road are when you are appealing a denial (or partial denial) of coverage, or reduced reimbursement.


Another important document that a member receives (or should receive) is a Summary of Benefits, or Schedule of Benefits.  This typically is a chart showing in-network copays and out-of-network coinsurance amounts for various services.


These are the two documents that you should consult as you endeavor to write an effective appeal.  Try to isolate the rule or rules that you think should have applied to your claim.  For example, if you think you were not paid enough for an out-of-network MRI, try to locate all provisions which relate to MRIs and out-of-network payment.  Once you figure out which provisions apply, focus on why you think the insurance company’s payment is contrary to, or inconsistent with, those provisions.


Rule 3

Keep track of, and comply with, appeal deadlines.


Your EOB should apprise you of the relevant appeal deadlines.  In many group plans, you have 180 days after the day you receive the EOB to file a first-level appeal.  (Most plans have two levels of appeal).  

Conversations with the insurance company, your provider, or anyone else will not extend your time to appeal, so put the appeal deadlines on a calendar and treat them seriously.  (Even if you discover that you have missed a deadline, file an appeal anyway, and explain any extenuating circumstances, such as illness, that contributed to your missing the deadline.)  In the event you are waiting for additional information (see Rule 4 below), you should nevertheless file an appeal by the deadline.  Your appeal should mention the fact that you will be submitting additional information.  (Alternatively, you can file the appeal later if the insurance company informs you in writing that the appeal deadline is extended.)


Rule 4

Communicate and cooperate with the provider of the service you are appealing.


The provider of the service can assist you with your appeal.  First, the provider has access to information that may be useful to your appeal, including any unusual circumstances of added complexity that, for example, may justify additional reimbursement.  Secondly, you should obtain the copy of the provider’s explanation from the insurer (often called an Explanation of Payment, “EOP”, or a Provider Remittance Advice “PRA”).  Sometimes different or non-duplicative information is contained on the EOP that could be useful to you in your appeal.


Rule 5

Figure out if additional information should be considered, and if so, what it is.


While it is sometimes difficult to figure out what facts or other information to emphasize in an appeal, it is critical to spend the time and the effort to do so.  The appeal should emphasize no more than three or four critical facts, and those facts should be directly related to the main reason the insurer cited for the denial/partial payment (see Rule 1).  For example, if an EOB denied you payment stating that the procedure was not medically necessary, you will want to emphasize the facts in your appeal showing why the procedure was necessary.  If an EOB denied you payment stating that you had exceeded the authorized number of physical therapy visits, then you will need to show either that your plan contract did not contain the limitation,  or that some other exception applies.

Under federal law governing health and pension benefits (called “ERISA”), you are entitled to receive the “relevant information” that was used to determine your denial/partial payment.  This is a very critical right.  As soon as you receive the EOB and know you may want to appeal, write to your insurance company (or whoever decided the claim) and ask for the “relevant information” underlying your benefit, including any “rules, criteria, procedures, policies or other information” used, or considered but not used, to determine your claim.


 You are entitled to ask for this “relevant information” during the appeal process as well.  Your insurance company is supposed to provide it so that you can use the information as part of your appeal.  This rule is often ignored.  If you are forced to appeal without receiving information you have requested, make the need for that information clear in your appeal, and note the failure of the insurance company to provide it despite your request.   


Rule 6


Consider CC’ing the State Insurance Department on your appeal

While it should not be necessary to CC your state’s insurance department on  your appeal, it is often helpful to do so.  The reason it is helpful is because the insurance company puts in on an escalated track, and is more likely to respond appropriately and timely.


If it is a routine appeal or does not involve much money, it may not be worth CCing your department of insurance. But if it is an important or novel issue, consider it.  It cannot hurt.  The relevant department of insurance is the state regulating your employer plan.  If you live in New Jersey but work in New York, your plan is a New York plan and your CC should be to the New York Department of Insurance.  If you work for an employer in New Jersey, your insurance plan is governed by New Jersey regulators and your CC should be to the New Jersey Department of Banking and Insurance.  


Rule 7


Keep Appealing Until You Are Told There Are No More Appeals

Often the squeaky wheel gets the grease.  If a first level appeal loses, a second level appeal may win.  It cannot hurt, so appeal away.  You may find a check in the mail.


Rule 8


Google Away

Often, consumers can learn valuable information by reviewing their company’s website and websites related to their medical condition.  For example, one person appealing her insurance company’s “usual, customary and reasonable” (UCR) determination discovered on the company’s website that her company had implemented a policy via website to pay mental health therapists 60% (rather than 80%) of UCR.  Since a company cannot apply a new reimbursement policy without contractual support (i.e., without changing the formal plan terms), this new reimbursement policy should not have been applicable to reduce her benefit.


Rule 9


Carefully Review the Insurance Company’s Appeal Response 


When the insurance company responds (typically within 60 days), make sure the company has addressed your primary concern(s) raised in your appeal.  If the company has ducked your issue, let them know that you are dissatisfied with their response in your next appeal level letter.  Specify why you think the appeal letter did not respond appropriately.


Rule 10


Consider Assigning your appeal rights to your provider

If your provider agrees to relieve you of financial responsibility if you assign your rights under your plan, you may want to sign on the dotted line.  Your provider can often effectively appeal by knowing how other insurance companies pay, and facts about the procedure.

� 	These recommended rules apply to employer-provided group health insurance.  Most employer-provided group health insurance is governed by ERISA, a federal law mandating procedural safeguards for members, including a maintaining a fair claims and appeal process, disclosure of benefit reimbursements, disclosure of the reasons for denial of claims, and otherwise providing accurate information to members.  ERISA applies to employer-provided insurance with two or more employees, so long as the employer is not a state, a city or other local government, or a religious institution.     


	These rules may be generally useful to members with individual health insurance plans, but such members should consult their member booklets, since their plans may vary substantially from group health insurance.  In some states, including New Jersey, state laws govern individual health insurance plans and may impact on appeal rights.  
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