Appeal for Home Health Aide Support

Date: [Insert Date]

[Your Name]

[Your Address]

[City, State, Zip Code]

[Your Phone Number]

[Your Email Address]

[Recipient Name]

[Title]

[Insurance Company/Agency Name]

[Address]

[City, State, Zip Code]

Dear [Recipient Name],

| hope this letter finds you well. I am writing to formally appeal the decision regarding my
request for home health aide support for [Patient's Name/Relation], who has been diagnosed with
[Medical Condition]. As outlined in your recent correspondence dated [Date of Denial], my
request was denied due to [Reason for Denial].

However, | would like to present additional information that supports the necessity of home
health aide services. [Insert details about the patient's condition, their daily needs, and how a
home health aide would assist them. Include any relevant medical recommendations or doctor's
notes.]

Given these considerations, | kindly request a reevaluation of my case and the reinstatement of
home health aide support. It is crucial for [Patient's Name] to receive the necessary assistance to

maintain their quality of life and health outcomes.

Thank you for your attention to this matter. | look forward to your prompt response and an
opportunity to discuss this appeal further.

Sincerely,



[Your Name]

[Your Signature (if sending a hard copy)]



