
[Your Clinic's Leterhead]  
[Your Clinic's Address]  
[City, State, ZIP Code]  
 
[Date] 

[Health Plan Name]  
[Health Plan Address]  
[City, State, ZIP Code] 
 
Re: Appeal for Coverage of CDC-Recommended Vaccine and Vaccine Administra�on 

To Whom It May Concern, 

I am wri�ng on behalf of [Your Clinic's Name] to appeal the denial of coverage for the  [Vaccine Name]  
and vaccine administra�on for our pa�ent, [Pa�ent's Name], with [Pa�ent's Member ID]. We firmly 
believe that this vaccine and its administra�on are essen�al for the health and well-being of our pa�ent 
and the community.  

The [Vaccine Name] vaccine is recommended by the Advisory Commitee on Immuniza�on Prac�ces 
(ACIP) and the Centers for Disease Control and Preven�on (CDC). This recommenda�on is based on 
extensive scien�fic research and medical exper�se, which highlights the vaccine’s effec�veness in 
preven�ng [Disease Name], its poten�al complica�ons, and the associated public health benefits.  
[Pa�ent’s Name] clearly is included among those recommended for [Vaccine Name] based on their [age 
and/or health condi�on].  

We maintain that the denial of coverage for this vaccine and its administra�on is not consistent with best 
medical prac�ces and the prevailing recommenda�ons of the ACIP and CDC. Denying coverage for this 
essen�al vaccine contradicts the fundamental goal of healthcare organiza�ons to promote public health 
and prevent the spread of infec�ous diseases. 

Addi�onally, we wish to draw your aten�on to vaccine standing orders that are in place at our clinic. 
These standing orders are established in accordance with state and federal regula�ons, as well as in 
alignment with the recommenda�ons of ACIP. Our vaccine standing orders authorize qualified healthcare 
professionals, under appropriate circumstances, to administer ACIP-recommended vaccines, including 
the [Vaccine Name], to eligible pa�ents, which encompasses the situa�on at hand. 

We kindly request a review of this denial and reconsidera�on of the coverage for the [Vaccine Name] 
vaccine and its administra�on for our pa�ent, [Pa�ent's Name]. This coverage is not only in the best 
interest of our pa�ent but also aligns with the broader objec�ves of your health plan to ensure the well-
being of your policyholders. 

Enclosed with this leter, please find: 

1. A copy of the ACIP's recommenda�on for the [Vaccine Name] vaccine. 
htps://www.cdc.gov/vaccines/schedules/index.html  

https://www.cdc.gov/vaccines/schedules/index.html


2. Documenta�on of our clinic's vaccine standing orders that authorize the administra�on of ACIP-
recommended vaccines, including the [Vaccine Name].  htps://www.immunize.org/standing-
orders/  

 

3. Confirma�on that the vaccine is administered according to the standing orders and within the 
recommended age range.  

We kindly request prompt aten�on to this mater, and we appreciate your coopera�on in reviewing our 
appeal. If addi�onal informa�on or documenta�on is required to facilitate this process, please do not 
hesitate to contact our clinic at [Your Clinic's Contact Informa�on]. 

We are confident that with your assistance, we can ensure the health and well-being of our pa�ent, 
[Pa�ent's Name], and contribute to the broader efforts to protect public health. 

Thank you for your �me and considera�on. 

Sincerely, 

[Your Name]  

[Your Title]  

[Your Clinic's Contact Informa�on] 

 

https://www.immunize.org/standing-orders/
https://www.immunize.org/standing-orders/



