
Notice of Denial for Experimental Treatment 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Patient ID: [Insert Patient ID] 

Address: [Insert Patient Address] 

Dear [Patient Name], 

We are writing to inform you about the coverage decision regarding your request for the 

experimental treatment of [Insert Treatment Name]. After a thorough review of your case and 

current medical guidelines, we regret to inform you that your request has been denied. 

The reasons for this decision are as follows: 

• The treatment is currently classified as experimental and has not yet received FDA 

approval for your specific condition. 

• There are no sufficient clinical trials demonstrating its efficacy and safety. 

• Alternative treatments are available that have been shown to be effective for your 

condition. 

If you would like to discuss this decision further or explore alternative treatment options, please 

do not hesitate to contact our office at [Insert Contact Information]. 

We understand that this may be disappointing news, and we encourage you to reach out should 

you have any questions or concerns. 

Sincerely, 

[Your Name] 

[Your Title] 

[Healthcare Provider or Institution Name] 

[Contact Information] 


