Re: Out of Network Surprise Medical Bill Appeal

Member Name: [INSERT]

Subscriber ID: [INSERT]]

Insurance Plan: [NAME OF INSURANCE COMPANY]
Product: [HMO/Essential Plan 1/Essential Plan 2, etc.]
Date(s) of Service: [INSERT]

Provider: [INSERT]

Amount at Issue: [INSERT]

I, write to appeal [HEALTH PLAN]’s denial of claim number [INSERT CLAIM NUMBER],
which was denied or not paid in full. The denial is incorrect because this claim is a Surprise Bill
under [the New York State Surprise Bill Law and (only include if fully insured)] the Federal No
Surprises Act. Therefore, [HEALTH PLAN] should hold me harmless but for my in-network
cost-sharing for services rendered to me by [PROVIDER] at [PROVIDER LOCATION] on
[DATE OF SERVICE].

The Surprise Bill I received is for:

[l Emergency services (including post-stabilization inpatient physician or hospital
services after emergency room visit) provided by an out-of-network doctor and/or
facility

{1 Non-emergency services provided by an out-of-network provider at an in-network
hospital or ambulatory surgical center: AND: (select one)

o An out-of-network provider provided services without my knowledge/I did not
sign a written notice and consent waiver acknowledging that I was responsible for
costs not covered by insurance; OR

o There was no available in-network provider at the in-network facility who was
able to furnish the service; OR

o Unforeseen, urgent medical needs arose at the time services were provided.

[l Out-of-network supplemental care received during emergency OR non-emergency
care (i.e., anesthesiologists, radiologists, pathologists, and assistant surgeons):

(] Services received from an out-of-network provider after [ was given
inaccurate/outdated health plan participating provider directory
o



(1 Continuity of Care: I was not told that my in-network provider left my health plan’s
network and am being billed for out-of-network services received within 90 days of the
provider leaving the network.

[l Air Ambulance: [ am being balance billed for medically necessary air ambulance
services I received from an out-of-network provider.

'] In-network provider referral to out-of-network provider (only for plans regulated by
New York State, also called “fully insured ”): I did not sign a written notice and consent
waiver acknowledging that the provider was out-of-network and would not be covered by
insurance AND: (select one)

o During my visit with an in-network provider, a non-participating provider treat
provided medical services to me; OR

o An in-network doctor took a specimen from me in the office (for example, blood)
and sent it to an out-of-network laboratory or pathologist; OR

o Ireceived other health care services and referrals are required under my
policy/plan contract.

[l Ground Ambulance (only applies to plans regulated by New York State, also called
“fully insured coverage”): I am being balance billed for medically necessary ground
ambulance services I received from an out-of-network provider.

For the above referenced NY Surprise Bills please also complete the SBCF.
Background and Factual Information

INSERT BRIEF SUMMARY OF THE FOLLOWING:

(1) EFFORTS TO DETERMINE NETWORK STATUS PRE-SERVICE
(2) CIRCUMSTANCES SURROUNDING MEDICAL CARE
(3) POST-SERVICE COMMUNICATIONS WITH THE PLAN AND/OR PROVIDER




Please consider this appeal a request to hold me harmless for any costs except my in-network
cost-sharing in accordance with the Federal No Surprises Act.

MEMBER SIGNATURE DATE



