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UNDERSTANDING THE INSURANCE PROCESS

Navigating the health insurance process can be confusing. INSIGHTEC, the developer of the Neuravive procedure, 

has created this guide to help patients seeking coverage and reimbursement for the Neuravive procedure (also known 

as MRgFUS) for the treatment of their essential tremor. The intent of this guide is to help you better understand the 

steps that you can take to improve your chances of obtaining insurance coverage for your MRgFUS procedure. 

If you find that your specific plan has a published medical policy that it does not cover or pay for MRgFUS for the 

treatment of essential tremor, do not get discouraged. You have options. 

• You have the right to assign an authorized representative (i.e., your doctor, a family member, a third party advocate, 

etc.) to help facilitate the reimbursement and insurance coverage process on your behalf.  

• You, your doctor or your designated representative has the right to request individual case consideration for 

coverage of your treatment.  Individual case consideration is requested via the predetermination process, as 

described more fully below.  Individual case consideration approvals will only apply to your specific case and will 

not change the coverage policy.

• If denied, you or your representative has the right to appeal your plan’s non-coverage decision.



Understand your insurance benefits

Verification of benefits is an important first step prior to scheduling the procedure. Contact your health plan’s 

Member Service department by calling the phone number listed on the back of your insurance ID card. Ask 

whether or not MRgFUS (CPT code 0398T) is a covered benefit in an outpatient setting based on your health 

plan. Confirm co-payments, deductibles and co-insurance for in-network and out-of-network services.  

• Ask about pre/prior-authorization requirements, including the process and medical documentation required. 

If your health plan determines that the procedure is not a covered benefit, the pre/prior authorization 

process does not apply; your next step would be to request an individual case by case consideration via a 

predetermination. (see below)

Note: Traditional Medicare (fee-for-service) does not require or allow for pre/prior-authorization.  Medicare 

beneficiaries (or their representatives) can call the local Medicare Administrative Contractor (MAC) directly 

with questions about coverage or check the MAC’s website for published policies related to MRgFUS.

Check with your health plan prior to treatment

Obtaining pre-authorization from your health plan is recommended.  Although pre-authorization is not a 

guarantee of insurance payment, pre-authorization helps both you and your doctor make an informed decision 

prior to the procedure being performed. Pre-authorization requirements can differ from payer to payer, but the 

purpose is to determine if services or treatments meet medical necessity criteria under your health benefit 

plan.  If pre-authorization is not an option with your particular plan, ask for an individual case consideration 

through a courtesy predetermination. Predetermination is typically reserved by private insurers for outpatient 

services when there is a current non-coverage policy in place. 

The Neuravive (MRgFUS) treating center should assist you in obtaining pre/prior-authorization for the 

procedure if required by your health insurance plan.  The pre/prior-authorization request to your health plan 

should include clinical information on your medical condition (including diagnosis, symptoms, progress notes, 

diagnostic results, previous medications that you have tried that failed to alleviate your tremor, etc.) and a 

clinical rationale that supports the treatment of your essential tremor. If your pre/prior-authorization request is 

approved, you can go ahead and schedule your procedure. If denied, you should exercise your option to appeal 

your plan’s decision.
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Understand your specific health plan’s appeal process, requirements and timeframes for submission (for 

specifics, please refer to your member/benefit booklet or insurance denial letter sent to you by your health 

plan). You can also search the insurer’s website or call your health plan and request the information on how 

to appeal.

Determine the reason for denial. You will find the reason stated in the insurance denial letter or on the Remittance 

Advice for a denied claim.  Examples of denial reasons may include: service or treatment determined to be “not 

medically necessary”, “experimental or investigational” or “non-covered benefit”. 

Understand the appeal options. The appeal process may vary by payer and/or health plan. Generally, there are 

three levels of appeal for a private health plan: internal, external and state. The first level of appeal (internal 

appeal) involves sending a letter directly to the plan requesting reconsideration of the denied request based on 

medical need. The second level normally involves requesting an appeal be sent to an external (independent) 

third party reviewer. If denied, the third level involves seeking assistance from the state insurance commissioner, 

the employer that provides the health plan or the U.S. Department of Labor (if the employer’s plan is self-

funded). Seeking legal counsel may also be considered once you feel like you have exhausted all your appeal 

options. 

Note: There are five levels of appeal under Traditional Medicare (for part B services) for the denied 

claim: 1. Redetermination by the MAC 2. Reconsideration by a Qualified Independent Contractor (QIC) 

3. Hearing before an Administrative Law Judge (ALJ) within the Office of Medicare Hearings and 

Appeals 4. Review by the Appeals Council within the Departmental Appeal Board and 5. Judicial review 

in federal district court. (For more information on the Medicare appeals process, please refer to your 

decision letter or visit www.cms.gov/Medicare/Appeals-and-Grievances/OrgMedFFSAppeals/index.html).   

Determine who will be writing the appeal letter. You can draft the letter or engage the support of your doctor 

and/or third party advocate (i.e., the Patient Advocacy Program support representative). Support may include: 

drafting an appeal letter on your behalf and/or a peer-to-peer conversation with a medical director at your 

health plan or with a third party reviewer. In some cases, your doctor may be able to request an expedited 

medical review to get your plan to make a quick decision on a request already denied.

Submit the appeal and follow-up with the insurance plan until a decision is reached. Your appeal letter should 

be sent with supporting documentation such as: copies of medical records, a copy of the FDA approval letter, 

and copies of peer-reviewed publications, if applicable. Whether you or your doctor or advocate submits the 

appeal on your behalf, it is important to follow-up with the plan a) to confirm receipt of the appeal, and b) from 

time to time to check on status of the appeal until a final determination is made. Some insurance plans may 

take up to 30 days to make a final decision so don’t get discouraged.

APPEALING A DENIED PRE/PRIOR AUTHORIZATION OR 

INDIVIDUAL CASE CONSIDERATION PREDETERMINATION:
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Private health insurers have formal processes that permit patients, doctors and/or third party advocates to appeal 

coverage denials. The following steps are recommended:



INSURANCE: TIPS AND RESOURCES FOR APPEALING

Help educate your insurance provider. You may find that the health representatives at your plan are initially 

unfamiliar with the MRgFUS procedure, its associated procedural coding (0398T), and/or its use for the 

treatment of essential tremor.   

Know your appeal options and exercise your right to appeal your plan’s decision 

Don’t give up: persistence pays off.  

Your individual efforts can also help other patients like you. As you and others go through the insurance 

coverage process and undergo MRgFUS treatment, over time the process will get easier and ultimately result 

in regional or national coverage.

Document Everything:

• Request documentation of coverage decisions and policy information in writing from your insurance company. 

• Keep copies of correspondence to/from your doctor and to/from the insurance company.

• Submit concerns to your employer’s Human Resources department in writing (if applicable) and keep copies. 

• Record the names and job titles of the health insurance representatives you speak to and the time and date of 

your calls.

• Keep records of any conversations with your health care provider, employer, state insurance commission and/or 

Department of Labor regarding the denied treatment.

Seek Additional Support when needed:

• Engage the support of your doctor to provide medical documentation and/or a clinical rationale to support your 

need for treatment

• Consider assigning an authorized representative to work on your behalf (i.e., the Patient Advocacy Program 

representative)

• Should you need further assistance, contact your state insurance commission and/or patient advocacy groups 

Because I don't want 

to ask for help



Talking Points for Use in Contacting your Health Insurance 

Provider to Determine Coverage of the Neuravive procedure 

(MRgFUS for essential tremor) CPT code 0398T

• Contact the toll-free number located on the back of your health insurance ID card

• Ask to speak with the benefits or member services department (document whom you speak with)

• Notify the member service representative that you are seeking coverage information for a specific procedure:

Example:  

I would like to find out if a procedure is covered under my benefit plan. The procedure/CPT code is 0398T; MR 

guided Focused Ultrasound for treating essential tremor. 

Is this procedure a covered benefit under my plan?

IF YES Ask the following > 

Is a prior authorization required? 

IF YES Ask the following > 

What is that process? 

IF NO Ask the following > 

What is the reason for it not being a covered benefit?

What is the process for requesting an individual case consideration or predetermination?

IF YES Ask the following >

What is that process?

Is there an opportunity to appeal any denied decision?  

IF YES Ask the following >

What is that process?

Remember to document the date, and whom you spoke with. If possible, ask for a reference number for 

the call and keep that information as well.
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