
Healthcare Loan Benefit Appeal 

Date: [Insert Date] 

[Your Name] 

[Your Address] 

[City, State, Zip Code] 

[Email Address] 

[Phone Number] 

[Recipient's Name] 

[Recipient's Title] 

[Name of the Institution/Organization] 

[Address of the Institution/Organization] 

[City, State, Zip Code] 

Subject: Appeal for Denied Healthcare Loan Benefit 

Application 

Dear [Recipient's Name], 

I am writing to formally appeal the denial of my application for healthcare loan benefits, 

submitted on [Insert Submission Date]. I received the decision letter dated [Insert Decision 

Date], which indicated that my application was denied due to [specific reason for denial]. 

I believe this decision may have been made in error because [provide reasons, additional 

information, or documentation supporting your claim]. I have enclosed [list any additional 

documents] that I hope will clarify my situation and support my appeal. 

Given the circumstances surrounding my situation and the importance of obtaining these benefits 

for my healthcare needs, I kindly request a reevaluation of my application. I would greatly 

appreciate any additional consideration you could provide and would welcome the opportunity to 

discuss this matter further. 

Thank you for your attention to this appeal. I look forward to your prompt response. 



Sincerely, 

[Your Name] 

[Your Signature (if sending a physical copy)] 


