[INSURANCE COMPANY NAME]
[INS CO ADDRESS]
RE:  Payment History and Concerns
ATTN:  Provider Relations Director

Dear [NAME OF PROVIDER RELATIONS DIRECTOR –OR- WHOMEVER IT MAY CONCERN],
Your company’s payment practices have become a very serious concern for us. It is now to a point where we must take action. Over the period of ____ years, we have experienced the following problems:
· Unlawful delays in payment
· Frivolous denials
· Underpayment with no justification
· Non-payment or explanation of any kind
· Lower payment on codes below the contracted/agreed upon rate
· Our records indicate that ___% of our claims to you are still unpaid, some for over ____ days.
We have provided service to you and your member in good faith that payment will be made to us.  All criteria for payment have been fulfilled. We have done our part and expect you to do yours.
We are formally requesting that all claims be paid within ___________ hours/days (see claims listed under appendix “A” attached). Should this matter not be addressed and resolved timely, we will be forced to take action against you including filing formal complaints to the following:
1. Your company’s president
2. State insurance commissioner
3. District/regional congressperson
In addition, your member may be notified and possibly be made responsible for all charges unpaid due to the breach made by you of the contract we have with your company. We seriously hope to avoid such actions however you leave us no choice. We have been patient for far too long.
We respectfully request a response from you by noon, [mm/dd/yyyy] in order to help us in determining our necessary course of action.  We can be reached by phone or email. Please see our contact information below.
Sincerely,

[NAME], Director of Therapy Services
[COMPANY NAME]

[OPTIONAL]
[bookmark: _GoBack]Cc:	PRESIDENT OF INSURANCE COMPANY
CC: 	[YOUR LOCAL CONGRESS PERSON NAME.  GO TO https://writerep.house.gov/writerep/welcome.shtml ]
Bcc:	Billing Department
Contract Management Department



[YOUR COMPANY INFORMATION]
