
H E A L T H

DISCLAIMER: The intent of this program is to present accurate and
authoritative information in regard to the subject matter covered. It is
presented with the understanding that ERN/NCRA is not engaged in the
rendition of legal advice. This presentation is intended for educational
and informational purposes only. If legal advice or other expert
assistance is required, you should seek the counsel of your own attorney
with the expertise in the area of inquiry.
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When Payors Won’t Listen: 
The Law, Denial Management and 

Appeal Letter Writing 



ERN/The Reimbursement Advocacy Firm (TRAF) is the

representation arm of ERN/National Council of Reimbursement

Advocacy (NCRA), a for profit California corporation and

provider membership organization, whose mission is to provide

regulatory claims representation, training and patient

advocacy that restricts third-party payors from making
improper denials or medically inappropriate decisions.



At ERN, we understand the significance of quality

health care and its reliance on financial viability. With

the support of Wickline v. State, we help providers

advocate for medically appropriate health care and

fair reimbursement (using administrative laws)

because ultimately, we recognize that every case

represents a human life.



At ERN, we understand the significance of quality health care and

its reliance on financial viability. With the support of Wickline v.

State, our primary goal is to advocate for medically appropriate

health care and to ensure the faithful and ardent enforcement of

all public health and safety laws for the protection of patients,

physicians, hospitals and other emergency providers; because

ultimately, we recognize that every case represents a human life.



One of the most cited cases

regarding managed care

liability is Wickline vs. State of

California (November 1986)



The Court of Appeal held that:

(1) Patient who is harmed when care

which should have been provided is not

provided should recover from all

responsible for deprivation of care,

including when appropriate health care

payors;



(2) Third-party payors of health care

services can be held legally

accountable when medically

inappropriate decisions result from

defects or designs or implementation of

cost containment mechanisms;



(3) Physician who complies without

protest with limitations imposed by third-

party payors cannot avoid ultimate

responsibility for patient's care; and

(4) Medi-Cal was not liable for discharge

decision"(Emphasis added.)





FOR MEDICALLY 
APPROPRIATE HEALTHCARE

FOUR WAYS TO BE A

Champion



Can I do this?



THE PURPOSE OF THE LAW IS TO BRING 

ME TO A PLACE OF RECOVERY.



AR EMERGENCY AND POSTSTABILIZATION



§ 23-99-1107. Prior authorization -- Emergency healthcare service

(a) A utilization review entity shall not require prior authorization for prehospital
transportation or for provision of an emergency healthcare service.

(b)(1) A utilization review entity shall allow a subscriber and the subscriber's healthcare
provider a minimum of twenty-four (24) hours following an emergency admission or
provision of an emergency healthcare service for the subscriber or healthcare provider to
notify the utilization review entity of the admission or provision of an emergency
healthcare service.

(2) If the admission or emergency healthcare service occurs on a holiday or weekend, a
utilization review entity shall not require notification until the next business day after the
admission or provision of the emergency healthcare service.



§ 23-99-1107. Prior authorization -- Emergency healthcare service

(e)(1) If a subscriber receives an emergency healthcare service that requires an immediate
post-evaluation or post-stabilization healthcare service, a utilization review entity shall
make an authorization within sixty (60) minutes of receiving a request.

(2) If the authorization is not made within sixty (60) minutes, the emergency healthcare
service shall be approved.



LA EMERGENCY AND POSTSTABILIZATION



LA Revised Statutes §1821. Payment of claims; health and accident policies; prospective review;
penalties; self-insurers; telemedicine reimbursement by insurers

D(2)(b) Every insurer, health maintenance organization, preferred provider organization, or
other managed care organization which includes emergency medical services as part of its
policy or contract, shall provide coverage and shall subsequently pay providers for
emergency medical services provided to an insured, enrollee, or patient who presents
himself with an emergency medical condition.

(c) An insurer, health maintenance organization, preferred provider organization, or other
managed care organization shall not retrospectively deny or reduce payments to providers
for emergency medical services of an insured, enrollee, or patient even if it is determined
that the emergency medical condition, initially presented is later identified through
screening not to be an actual emergency…



MS EMERGENCY AND POSTSTABILIZATION



Title 15 Rule 82.7.6

Notwithstanding language to the contrary elsewhere contained herein, if a licensed physician
certifies in writing to an insurer within seventy-two (72) hours of an admission that the insured
person admitted was in need of emergency admission to hospital care, such shall constitute a
prima facie case of the medical necessity of the admission. An emergency admission results from
sudden onset of a medical condition manifested by acute symptoms of sufficient severity that
absence of immediate inpatient hospitalization could reasonably result in:

1. Permanently placing the patient's health in jeopardy;

2. Serious impairment to bodily functions; or

3. Serious and permanent dysfunction of any bodily organ or part, or other serious medical
consequences.

Source: Miss. Code Ann. §41.83.1



OK EMERGENCY AND POSTSTABILIZATION



Title 36 §36-6907 Emergency Services

L. Decisions by a health maintenance organization to authorize or deny coverage for an emergency
service shall be based on the patient presenting symptoms arising from any injury, illness, or condition
manifesting itself by acute symptoms of sufficient severity, including severe pain, such that a reasonable
and prudent layperson could expect the absence of medical attention to result in serious:

1. Jeopardy to the health of the patient;
2. Impairment of bodily function; or
3. Dysfunction of any bodily organ or part.

Plans cannot deny emergency services solely based on a retrospective analysis or final discharge of the 
services provided.



Title 36 §36-6907 Emergency Services

M. Health maintenance organizations shall not deny an otherwise covered emergency service based
solely upon lack of notification to the HMO.

N. Health maintenance organizations shall compensate a provider for patient screening, evaluation, and
examination services that are reasonably calculated to assist the provider in determining whether the
condition of the patient requires emergency service. If the provider determines that the patient does
not require emergency service, coverage for services rendered subsequent to that determination shall
be governed by the HMO contract (See Title 36 §36-6055 (L –N for PPO.)

Plans must pay for the patient screening, evaluation and examinations services required to rule out an 
emergency.  



PROMPT PAY FORM ON LINKEDIN



TX EMERGENCY AND POSTSTABILIZATION



28 TAC §19.1718 – Poststabilization Treatment

(d)(3) If the proposed medical care or health care services involve post-stabilization
treatment, or a life-threatening condition as defined in §19.1703 of this title (relating to
Definitions), the HMO or preferred provider benefit plan must issue and transmit a
determination indicating whether proposed services are preauthorized within the time
appropriate to the circumstances relating to the delivery of the services and the condition
of the enrollee, but in no case to exceed one hour from receipt of the request. If the
request is received outside of the period requiring the availability of appropriate personnel
as required in subsections (e) and (f) of this section, the determination must be issued and
transmitted within one hour from the beginning of the next time period requiring
appropriate personnel.



Medicare Advantage (managed by the 

Center for Medicare & Medicaid Services) 

MA EMERGENCY AND POSTSTABILIZATION



MEDICARE HMO – 42 CFR § 422.113 (b)(2) The MA organization is financially
responsible for emergency and urgently needed services--

(i) Regardless of whether the services are obtained within or outside the MA
organization;

(ii) Regardless of whether there is prior authorization for the services.



(3) Stabilized condition. The physician treating the enrollee must decide when the
enrollee may be considered stabilized for transfer or discharge, and that decision is
binding on the MA organization.



MEDICARE HMO - 42 CFR 422.113 (c)(2) MA organization financial responsibility. The
MA organization—

(i) Is financially responsible (consistent with Sec. 422.214) for post-stabilization care
services obtained within or outside the MA organization that are pre-approved by a
plan provider or other MA organization representative;



(ii) Is financially responsible for post-stabilization care services obtained within or
outside the MA organization that are not pre-approved by a plan provider or other MA
organization representative, but administered to maintain the enrollee's stabilized
condition within 1 hour of a request to the MA organization for pre-approval of
further post-stabilization care services;



(iii) Is financially responsible for post-stabilization care services obtained within or
outside the MA organization that are not pre-approved by a plan provider or other MA
organization representative, but administered to maintain, improve, or resolve the
enrollee's stabilized condition if—

(A) THE MA ORGANIZATION DOES NOT RESPOND TO A REQUEST FOR PRE-APPROVAL
WITHIN 1 HOUR;

(B) The MA organization cannot be contacted; or



(c) The MA organization representative and the treating physician cannot reach an
agreement concerning the enrollee's care and a plan physician is not available for
consultation. In this situation, the MA organization must give the treating physician
the opportunity to consult with a plan physician and the treating physician may
continue with care of the patient until a plan physician is reached or one of the criteria
in Sec. 422.113(c)(3) is met;



(3) End of MA organization's financial responsibility. The MA organization's financial
responsibility for post-stabilization care services it has not pre-approved ends when—

(i) A plan physician with privileges at the treating hospital assumes responsibility for
the enrollee's care;

(ii) A plan physician assumes responsibility for the enrollee's care through transfer;

(iii) An MA organization representative and the treating physician reach an
agreement concerning the enrollee's care; or

(iv) The enrollee is discharged.



MA Organizations: Their Financial Responsibility to You
Source:
42 CFR §422.113 (c)(2-3)

…you render services within 
1 hour of your request

MA Organizations are financially responsible 
for poststabilization care services when……they have 

been pre-
approved

…they did not respond to your request after 
one hour, they cannot be contacted and the 

MA plan/plan physician and treating 
physician cannot reach an agreement about 

the enrollee’s care

#%$!

MA Organizations’ financially responsibility ends 
when…

…at the treating 
facility

…a plan physician assumes responsibility 
for the enrollee’s care…

…an MA organization
representative and the treating
physician reach an agreement about
the enrollee’s care

…OR the 
enrollee is 
discharged

…OR through 
transfer

1.

2.

3.

1.
2.
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ASK YOURSELF:

•Has the plan issued a tracking number versus an authorization?
•Did the plan receive faxed clinicals to conduct concurrent reviews while the
patient was still hospitalized?
•Did the plan fail to notify the hospital of any disagreements prior to the
commencement of poststabilization services and care or during the continuation
of the same?

Any failure to issue an authorization within 60 minutes of the initial call deems
the services authorized and payment cannot be denied.



RECONSIDERATIONS



To protect your rights, make sure to escalate your

cases to ERN/The Reimbursement Advocacy Firm

(TRAF) within the following timeframes.

60 30

42 CFR 422.582(a-b)

60

42 CFR 422.590(a)(2) 42 CFR 422.590(b)

42 CFR 422.618(a)

To request a 
reconsideration

To uphold the service 
denial and send to an 

IRE

To effectuate a 
payment 

reconsidered 
determination

days days days



42 CFR §422.586 The MA organization must provide the parties to the

reconsideration with a reasonable opportunity to present evidence and

allegations of fact or law, related to the issue in dispute, in person as well

as in writing. In the case of an expedited reconsideration, the

opportunity to present evidence is limited by the short timeframe for

making a decision. Therefore, the MA organization must inform the

parties of the conditions for submitting the evidence.
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POLICY CHALLENGE:
CENTER FOR MEDICARE AND MEDICAID SERVICES

 WHAT CAN YOU DO?
 Vigorously defend MA plan usage of 3rd party vendors for overpayment

recovery and failure to forward upheld denials to the IRE. This non-

compliance issue has been previously addressed in the Best Practices
and Common Findings Memo #2, from the 2012 Program Audits, where

Gerard Mulcahy of CMS stated:

 “We observed the following: Sponsors did not prepare a written
explanation and send the case file to the IRE in a timely manner upon

affirming its adverse organization determination.”

 Flag all MA plans failing to forward upheld denials to the IRE and run a
report showing (by Plan), # of beneficiary claims where the failure

occurred, and # of uncompensated dollars effected.

 Notify your RAC leader and Ed Norwood to determine next steps for
escalation to the appropriate plan and/or regulatory agency.

 DID YOU KNOW?

 Some non-contracted MA plans are failing prepare a 
written explanation and send the case file to the IRE 
(Maximus) within 60 calendar days from the date it 
receives the request for a standard reconsideration. 

 Authority: 42 CFR §422.590 (b)(2)

See plan responsibilities per 422.590 (b)(2).

CARELESS
HEALTH PLAN



Can I 

process this?



What if you could prevent 

denials?

Health Plan 

authorization 
delays

Our Providers

Our Denial Prevention Unit works in concert 
with your Case Managers to:

• Convert tracking and reference numbers to 
authorization numbers prior to billing to 
avoid backend denials.

• Challenge improper requests for medical 

records to review services prior to the 
issuance of an authorization. 

• Fight concurrent or continuity of care 

denials and initiate a notice of 
disagreement of care to trigger the plan’s 
responsibility to assume care for patient 
under Health and Safety Code §1371.4 (d) 

and 42 CFR Part 422. 

• Expedite transfer of a patient to ensure 
continuity of care. 

• Challenge a plan’s refusal to conduct 
retrospective review for unauthorized 
medically necessary services (provided 

after normal business hours, or when the 
patient’s insurance information was not 
provided, etc.) 

• Challenge improper denials of care after 

patient is discharged under Title 28, Part 422 
or any other applicable regulation.

• Challenge medical necessity, reductions of 

level of care and disputed health care 
services under state and federal laws

• Fight prospective care (pre-certification) 
denials. 

CALL TO GET STARTED: 

(714) 995-6900 EXT. 6934

We fight health plan unfair payment practices and deploy the 
company's renown, Web-based proprietary denial prevention 

and management program (REVAssurance) to:

Obtain Timely Authorizations | Accelerate Revenue Capture |  
Overturn Improper Denials | Decrease Bad Debt |

And Improve Operating Margin And Cash Flow.

www.erntraf.org









Have you created:

• Letter Libraries

• Law Libraries

• Fax Cover Sheets with laws

• Registration Forms with laws

• Policies, Procedures and Checklists

• Blurb Libraries



Can I automate this?

















Can I beat this?



TIMEFRAME:

“
60 DAYS

from the date of 

the notice of the 

organization 

determination

“
1 YEAR

of an adverse

benefit decision

“
180 DAYS

following receipt of 

a notification of an 

adverse benefit 

determination

SOURCE: 42 C.F.R. 

§422.582(b)

38 U.S. CODE 

§ 7105 

29 C.F.R.

§ 2560.503-1(h)(3)

JURISDICTION:
Medicare 

Advantage
VA ERISA

To protect your rights, make sure to escalate

your cases to ERN/The Reimbursement

Advocacy Firm (TRAF) within the following

timeframes.



APPEAL LETTER 

WRITING WORKSHOP
DENIAL MANAGEMENT







APPEAL LETTER 

WRITING WORKSHOP
WRITING THE APPEAL



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

QUESTION: How can we decrease denials?  

What are payors looking for in an appeal letter?

1. Identify the denial reason. 

2. Determine the jurisdiction.

Examples: MA, ERISA, State sponsored HMO.

3. Create transition statement of facts to ensure a clear 
explanation of the disputed item, including the 
provider’s position is contained in appeal letters:

ER No Pay- Postabilization: 

“We dispute (Payor’s name) 

denial of this claim as not 

medically necessary, because

(Payor’s name) was notified of 

the patient’s admission and 

failed to disapprove care prior 

to the patient’s discharge as 

shown and described below:”

No Claim on File: 

“We dispute (Payor’s name) 

denial of this claim as no claim 

on file, because (Client’s name) 

billed the claim to (Payor’s

name) on (date) as shown and 

described below:”

4. Attach exhibits to document each fact. 

Example:

 On 9/23/15, the patient presented to the emergency 

department of (PROVIDER) with severe crushing chest pains. 

 On 10/3/15, MHG submitted the claim to Blue Cross (See Exhibit 

A – Hospital UB04 and Claims Clearing house receipt). 

 On 4/20/16, Blue Cross denied the claim for untimely filing (See 

Exhibit B – BX EOB).

(HEALTH NET PAYOR PANEL ATTORNEY COMMENTS)

5. Locate administrative laws to support each argument.

6. Apply the law. 

“Here, [Payor] was notified on [DATE], but failed to assume 

responsibility of the patient, within 60 minutes, prior to the patient’s 

discharge, deeming the services statutorily authorized.”

7. Land the plane (Impose deadlines.) 

“Please release the federal funds intended for the Medicare 

beneficiary on or before (deadline date) to prevent any 

unnecessary regulatory complaint action.”



“WE DISPUTE…”

“...BECAUSE…”

“…AS SHOWN AND DESCRIBED BELOW:”



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

DIRECTIONS:

The following is a sample timeline of a common denial.

Use the facts below to complete this worksheet, and use it as a model in crafting your own letters:

• On 11/1/15, the patient presented to the emergency department of Hospital with severe crushing chest

pains.

• On 11/1/15, Hospital called Careless Sr. Plan and Representative stated that the patient was eligible,

effective 5/1/12 to current, and issued a tracking number (See Exhibit A – Hospital Records*).

• On 11/2/15, Hospital faxed a face sheet to Careless Sr. Plan notifying of the patient’s admission and

requesting authorization per: __________________________________________________________.

• On 11/5/15, patient discharged without any disapproval from Careless Sr. Plan.

• On 11/8/15, Hospital submitted the claim to Careless Sr. Plan electronically.

• On 2/5/16, Hospital called Careless Sr. Plan and Representative stated the claim was denied as not

medically necessary, requesting medical records. (See Exhibit B – Explanation of Benefits*).

• To date, payment has not been released.



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

1) WHAT IS THE DENIAL? _______________________________________________________________________

2) JURISDICTION: [ ] STATE [ ] HMO [ ] MA [ ] VA [ ] ERISA

3) TRANSITIONAL STATEMENT OF FACT:

We dispute _____________________________________________________’s denial of this claim, because

______________________________________________________________________________________________

______________________________________________________________________________________________

_______________________________________________________________ as shown and described below:

4) *CREATE A TIMELINE FOR YOUR APPEAL AND ATTACH SUPPORTING EXHIBITS TO EACH FACT. 

See directions above.



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

5) APPLICABLE LAWS:

Reference the laws relevant to this denial and cite them, in full:

1. Please, be advised that _______________________________________________________ states…

2. Further, _______________________________________________________________________ states…

3. Finally, ________________________________________________________________________ states…

5) APPLY THE LAW:

Apply the laws, above, to the facts outlined in the timeline. Explain how the payor’s actions violate the law:

1. _______________________________________________________________________________________

_______________________________________________________________________________________

2. _______________________________________________________________________________________

_______________________________________________________________________________________

3. _______________________________________________________________________________________

_______________________________________________________________________________________



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

6) CONCLUSION (LAND THE PLANE):

End the letter by demanding payment compliance and imposing deadlines. If the law stipulates a

reimbursement deadline, evoke it here:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________



As advocates:

We don’t show partiality.

We work both small and big cases

alike.

We collaborate when cases are

too hard for us.

We aren’t afraid of anyone AND

WNITTF: WE’RE NOT IN THIS TO FAIL.



CONTACT US: 
Ed Norwood, President

ERN/The National Council of Reimbursement Advocacy 

ednorwood@ernenterprises.org

(714) 995-6900 ext. 6926

www.ernenterprises.org


