Date:      

Name:      
Address:      
City, State, Zip Code:      
Insurance Company:      
Address:      
City, State, Zip Code:      
	Patient’s Name:      
	DOB:       
	Policy #:      
	Group #:      


RE: Denial Reference #:
To Whom It May Concern: 

I would like to appeal your denial of my primary care physician’s authorization request for:
     
You denied this request on the basis of: 
     
After reviewing my health insurance contract, I believe this service was wrongfully denied because:

      

According to the Mental Health Parity Law, Health and Safety Code Section 137.72, health plans must provide coverage for medically necessary treatment of severe mental illness the same as applied to other medical conditions.  As stated in the authorization request, my child is protected under the Mental Health Parity Law with a diagnosis of:      
Enclosed please are the following assessments, doctor’s notes, and guidelines and research papers which document the medical necessity of this request:      
I anticipate your written response within 30 days.
Sincerely,   
Updated: 12.02.09

AB88 Mental Health Parity Law Authorization Request Letter (Self Advocates & Caregivers)
