
Immediate Appeal for Healthcare Support 

Date: [Insert Date] 

[Your Name]  

[Your Address]  

[City, State, ZIP Code]  

[Your Email]  

[Your Phone Number] 

[Recipient Name]  

[Recipient Title]  

[Healthcare Institution/Insurance Company Name]  

[Address]  

[City, State, ZIP Code] 

Dear [Recipient Name], 

I am writing to formally appeal the decision regarding my recent healthcare claim (Claim 

Number: [Insert Claim Number]), which was denied on [Insert Denial Date]. As a patient 

diagnosed with [Insert Diagnosis/Condition], I rely heavily on the medical care recommended by 

my healthcare provider. 

Upon reviewing the details of my case, it has become evident that the necessary treatments 

outlined by my doctor are essential for my health and well-being. [Briefly explain the necessity 

of the treatment and any supporting information, such as doctors' letters or medical records.] 

I kindly request a reconsideration of my claim based on the information provided. The denial of 

this support not only affects my treatment plan but impacts my overall health. I am hopeful for a 

prompt resolution so I can continue with my prescribed treatment without further delay. 

Thank you for your attention to this urgent matter. I look forward to your swift response. 

Sincerely, 

[Your Name] 


