Letter of Appeal for Reconsideration

Date: [Insert Date]

[Your Name]

[Your Address]

[City, State, Zip Code]
[Email Address]
[Phone Number]

[Recipient's Name]
[Recipient's Title]
[Healthcare Network Name]
[Network Address]

[City, State, Zip Code]

Dear [Recipient's Name],

I am writing to formally appeal the denial of access to the healthcare services provided by
[Healthcare Network Name] for my [specific healthcare needs]. My request for enrollment was
communicated in [date of initial request], and it was recently denied on [date of denial].
According to the information provided in your decision letter, the denial was based on [briefly
state the reasons given for denial]. However, | would like to provide additional context and
evidence that supports my appeal.

[Insert details explaining why you believe the denial should be reconsidered including any
relevant medical information, documentation, or personal circumstances that support your case.]

Access to [specific services or providers] is critical for my health and well-being. Therefore, |
kindly request that you reconsider my application for access to the healthcare network. Attached
are the supporting documents for your reference.

Thank you for your attention to this matter. | look forward to your prompt response.

Sincerely,

[Your Name]
[Your Signature (if sending a hard copy)]



