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CO-197 Appeal Letter Template

Comprehensive Guide to Overcoming Precertification Denials

Denial Code CO-197
("Precertification/authorization/notification/pre-treatment
absent") is a common administrative denial. This resource
provides a structured template to appeal these claims based on
four common scenarios.

KEY INSIGHT: CO-197 RECOVERY STATISTICS

According to the American Medical Association (AMA), prior authorization issues
account for over 90% of care delays and administrative burden. A well-structured
appeal letter that references specific authorization logs, emergency protocols, or payer
policy documentation can successfully recover up to 60-70% of CO-197 denials. The
key is providing concrete evidence and following the proper escalation pathway.

- Tip: Always keep detailed records of all authorization attempts, including dates, times,
representative names, and reference numbers.
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El QUICK START: 4 SCENARIOS FOR CO-197 APPEALS

v Scenario A: Auth Was Obtained v Scenario C: System/Admin Error

Use when you have authorization proof but Use when payer system failed or no timely
claim denied response

v Scenario B: Emergency Services v Scenario D: No Auth Required

Use for urgent care requiring immediate Use when payer policy shows auth not needed

inter vention

| Letter Header & Patient Information

Use this standard header and introduction for all CO-197 appeals. Ensure all bracketed
information [like this] is replaced with specific patient and claim details from your practice
management system or EOB/ERA.

A CRITICAL REMINDERS BEFORE YOU START

Verify appeal deadline (typically 180 days from denial date, but check plan specifics)
Attach all supporting documentation referenced in your letter

Send via certified mail or fax with confirmation

Keep copies of everything for your records and compliance files

[PRACTICE LETTERHEAD]

[Include: Practice Name, Address, Phone, Fax, Tax ID, NPI]
[Date]

[Insurance Company Name]

[Appeals Department]

[Address]
[City, State ZIP]

RE: FORMAL APPEAL FOR CLAIM DENIAL
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| Scenario B: Emergency/Urgent Services

When to use: The patient's condition required immediate intervention, preventing the standard
prior authorization workflow. Federal law (EMTALA) and most payer contracts mandate coverage
for emergency services without prior authorization.

Key Legal Reference: Cite the "Prudent Layperson Standard" - what a reasonable person with
average knowledge would consider an emergency. Also reference EMTALA requirements for
emergency treatment without administrative barriers.

SCENARIO B TEMPLATE

The services provided were emergent/urgent in nature and required immediate medical
intervention. The patient presented with [specific symptoms/diagnosis] that constituted
a medical emergency as defined by prudent layperson standards.

Due to the emergent nature of the condition:

» Obtaining prior authorization would have resulted in dangerous delay of treatment
«The services were provided in accordance with EMTALA requirements

» Clinical documentation supports the medical necessity and urgency

Per your plan provisions regarding emergency services, prior authorization should not be

required for emergency treatment. We request retroactive authorization and payment for
these medically necessary services.

| Scenario C: Administrative Error/System Issue

When to use: You attempted to obtain authorization but failed due to payer system issues, lack
of timely response, misinformation from a representative, or other circumstances beyond your
control. Document every attempt with specific dates, times, and details.

R, Documentation Tip: Keep detailed call logs including: date/time of call, representative name/ID,
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| Scenario D: Authorization Not Required

When to use: The payer's own policy or coverage guidelines indicate no authorization is needed
for the specific CPT/HCPCS code, place of service, diagnosis, or provider type at the time
services were rendered. This often occurs when payers update requirements without proper
provider notification.

O, Where to Find Policy: Check the payer's provider manual, authorization list (usually on provider
portal), or CMS Local Coverage Determinations (LCDs) for Medicare. Print and attach the relevant
policy page showing no auth required.

SCENARIO D TEMPLATE

Based on our review of your coverage policies effective [date], prior authorization was
not required for:

« CPT/HCPCS code [code]
» [Service description]
*When provided in [place of service]

» For [diagnosis/condition]

We have enclosed the relevant policy documentation showing this service did not require
prior authorization at the time it was rendered. The denial appears to be an error in claims
processing.

| Medical Necessity Documentation & Closing

Critical Step: Regardless of which administrative scenario you use (A, B, C, or D), always include
medical necessity documentation to prevent a secondary denial based on clinical grounds. The
payer may overturn the CO-197 but then deny for lack of medical necessity if proper clinical
documentation isn't provided upfront.
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Final Steps: Closing Statement & Enclosures
Checklist

Complete your appeal letter with a professional closing that clearly states your requested action
and establishes next steps. Always list your enclosures so the payer knows what documentation
to expect.

TIMELINE REMINDERS

Most payers must respond within: 30 days (standard appeals) or 72 hours (urgent/expedited
appeals). If you don't receive a response within the required timeframe, this is considered a
"deemed approval" in many states. Reference your state's prompt payment laws and payer
contract terms.

Please note that if this appeal is denied, we intend to pursue all available remedies,
including:
» Second-level appeal

» External review
« State Insurance Commissioner complaint

« Legal action as permitted under the plan

We trust that upon review of this additional information, you will reverse your denial decision
and approve this claim for payment.

Thank you for your prompt attention to this matter. We look forward to your favorable
response within [30/45/60] days as required by [state law/plan provisions].

Sincerely,

[Signature]
[Name]

[Title]

[Practice Name]
[Phone Number]
[Fax Number]
[Email Address]
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