A% \
% SOnomacounty

DEPARTMENT OF HEALTH SERVICES

NOTICE OF ADVERSE BENEFIT DETERMINATION
About Your Treatment Request

Modification Notice

[Date]

[Member's Name] [Provider's Name]
[Address] [Address]

[City, State Zip] [City, State Zip]

[Phone Number]
RE: [Service Requested]

[Name of Requestor] has asked Sonoma County Behavioral Health
Division (BHD) to approve [Service Requested] . We cannot approve

this treatment as requested. This is because
[Using plain language, insert the following three requirements: 1. A clear and concise expla-

nation of the reasons for the decision; 2. A description of the criteria or guidelines used,

including a reference to the specific regulations or plan authorization procedures that support

the action; and 3. The clinical reasons for the decision regarding medical necessity.]

We will instead approve the following treatment:
[Service or service length approved]

You may appeal this decision if you think it is incorrect. The enclosed “Your
Rights” information notice tells you how. It also tells you where you can get
help with your appeal. This also means free legal help. You are encouraged to
send with your appeal any information or documents that could help your
appeal. The enclosed “Your Rights” information notice provides timelines you
must follow when requesting an appeal.

You may ask for free copies of all information used to make this decision. This
includes a copy of the guideline, protocol, or criteria that we used to make our
decision. To ask for this, please call Sonoma County BHD (24-Hour Access
Line) at 1-707-565-6900 or 1-800-870-8786 (toll free).

If you are currently getting services and you want to keep getting services
while we decide on your appeal, you must ask for an appeal within 10 days
from the date on this letter, or before the date your mental health plan says
services will be stopped or reduced.
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The Plan can help you with any questions you have about this notice. For help,
you may call Sonoma County BHD (24-Hour Access Line) at 1-707-565-6900 or
1-800-870-8786 (toll-free). If you have trouble speaking or hearing, please call
TTY/TDD: 711 (24 hours a day, 7 days a week), for help.

If you need this notice and/or other documents from
The Plan in an alternative communication format such
as large font, Braille, or an electronic format, or, if you
would like help reading the material, please contact
Sonoma County BHD by calling 1-707-565-6900 or
1-800-870-8786 (toll-free) 24-Hour Access Line.

If the Plan does not help you to your satisfaction and/or you need additional
help, the State Medi-Cal Managed Care Ombudsman Office can help you with
any questions. You may call them Monday through Friday, 8am to 5pm PST,
excluding holidays, at 1-888-452-8609.

This notice does not affect any of your other Medi-Cal services.

[Full Name]
[Telephone Number]

[Signature]

Enclosed: Your Rights under Medi-Cal Managed Care
Member Non-Discrimination Notice
Notice of Availability
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DEPARTMENT OF HEALTH SERVICES

NOABD YOUR RIGHTS UNDER MEDI-CAL

If you need this notice and/or other documents from the
Plan in an alternative communication format such as large
font, Braille, or an electronic format, or, if you would like
help reading the material, please contact Sonoma County
BHD by calling 1-707-565-6900 or 1-800-870-8786 (toll-
free) 24-Hour Access Line. Or, if you have trouble
speaking or hearing, please call TTY/TDD: 711 (24 hours
a day, 7 days a week), for help.

IF YOU DO NOT AGREE WITH THE DECISION MADE FOR YOUR MENTAL
HEALTH OR SUBSTANCE USE DISORDER TREATMENT, YOU CAN FILE AN
APPEAL. THIS APPEAL IS FILED WITH SONOMA COUNTY BHD.

HOW TO FILE AN APPEAL

You have 60 days from the date of this “Notice of Adverse Benefit Determination” letter
to file an appeal. If your Plan decided to reduce, suspend or terminate treatment you are
already getting, you have a right to request that the Plan continue providing that
treatment while your appeal is being reviewed. This is called Aid Paid Pending. To
qualify for Aid Paid Pending, you must ask your Plan for an appeal within 10 days from
the date on this letter, or before the date your Plan says the services will stop,
whichever is later. Even though your Plan must give you Aid Paid Pending when you
ask for an appeal within these timelines above, you should let your Plan know when you
ask for an appeal that you want to get Aid Paid Pending until your appeal is decided.
You will not be held liable for the cost of continued treatment if the appeal decision
upholds the Plan’s adverse benefit determination.

If you miss the 10-day period to request an appeal OR do not ask for an appeal before
the date your Plan says the services will stop, you still have 60 days from the date of
this Notice of Adverse Benefit Determination letter to ask for an appeal. However, you
will not get Aid Paid Pending while your appeal is being decided.

You can file an appeal by phone or in writing. If you file an appeal by phone, you must
follow up with a written signed appeal. The Plan will provide you with free assistance if
you need help.

e To appeal by phone: Contact the Sonoma County BHD Grievance Coordinator
between 8am to 5pm, Monday through Friday, by calling 1-707-565-7895. Or, if
you have trouble hearing or speaking, please call TTY/TDD: 711 (24 hours a day,
7 days a week).
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e To appeal in writing: Fill out an appeal form or write a letter to Sonoma County
BHD and send it to:

Sonoma County Behavioral Health Division
c/lo Grievance Coordinator

2227 Capricorn Way

Santa Rosa, CA 95407-5419

Your provider will have appeal forms available. Sonoma County Behavioral
Health Division can also send a form to you.

You may file an appeal yourself. Or, you can have someone like a relative, friend,
advocate, provider, or attorney file the appeal for you. This person is called an
“authorized representative.” You can send in any type of information you want your Plan
to review. Your appeal will be reviewed by a different provider than the person who
made the first decision.

Your Plan has 30 days to give you an answer. At that time, you will get a “Notice of
Appeal Resolution” letter. This letter will tell you what the Plan has decided. If you do
not get a letter with the Plan’s decision within 30 days, you can ask for a “State
Hearing” and a judge will review your case. Please read the section below for
instructions on how to ask for a State Hearing.

EXPEDITED APPEALS

If you think waiting 30 days will hurt your health, you might be able to get an answer
within 72 hours. When filing your appeal, say why waiting will hurt your health. Make
sure you ask for an “expedited appeal.”

STATE HEARING

If you filed an appeal and received a “Notice of Appeal Resolution” letter telling you that
your Plan will still not provide the services, or you never received a letter telling you
of the decision and it has been past 30 days, you can ask for a “State Hearing” and a
judge will review your case. You will not have to pay for a State Hearing.

You must ask for a State Hearing within 120 days from the date of the “Notice of Appeal
Resolution” letter. If your Plan continued to provide you with the disputed treatment
during the Plan’s appeal process, you have a right to request that the Plan continue
providing that treatment until there is a decision on your State Hearing. If you are
currently getting treatment and you want to continue your treatment while your
State Hearing request is being reviewed, you must ask for a State Hearing within
10 days from the date the “Notice of Appeal Resolution” was postmarked or delivered to
you. When you ask for a State Hearing, you must say that you want to keep getting your
treatment. You will not be held liable for the cost of continued treatment if the State
Hearing decision upholds the Plan’s adverse benefit determination. You will not have to
pay for a State Hearing.
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You can ask for a State Hearing by phone, electronically, or in writing:

» By phone: Call 1-800-952-5253. If you cannot speak or hear well, please call
TTY/TDD 1-800-952-8349.

» Electronically: You may request a State Hearing online. Please visit the California
Department of Social Services’ website to complete the electronic form:
https://acms.dss.ca.gov/acms/login.request.do

* In writing: Fill out a State Hearing form or send a letter to:

California Department of Social Services
State Hearings Division

P.O. Box 944243, Mail Station 9-17-37
Sacramento, CA 94244-2430

Be sure to include your name, address, telephone number, Date of Birth, and the
reason you want a State Hearing. If someone is helping you ask for a State
Hearing, add their name, address, and telephone number to the form or letter. If
you need an interpreter, tell us what language you speak. You will not have to
pay for an interpreter. We will get you one.

After you ask for a State Hearing, it could take up to 90 days to decide your case and
send you an answer. If you think waiting that long will hurt your health, you might be
able to get an answer within 3 working days. You may want to ask your provider or Plan
to write a letter for you, or you can write one yourself. The letter must explain in detail
how waiting for up to 90 days for your case to be decided will seriously harm your life,
your health, or your ability to attain, maintain, or regain maximum function. Then, ask for
an “expedited hearing” and provide the letter with your request for a hearing.

Second Opinion

Upon your request, you have the right to a second opinion from a qualified health care
professional within or outside of the network at no extra cost.

Authorized Representative

You may speak at the State Hearing yourself. Or someone like a relative, friend,
advocate, provider, or attorney can speak for you. If you want another person to speak
for you, then you must tell the State Hearing office that the person is allowed to speak
for you. This person is called an “authorized representative.”

LEGAL HELP

You may be able to get free legal help. You may also call the local Legal Aid program in
your county at 1-888-804-3536.
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DEPARTMENT OF HEALTH SERVICES

NONDISCRIMINATION NOTICE

Discrimination is against the law. Sonoma County follows State and Federal civil
rights laws. Sonoma County does not unlawfully discriminate, exclude people, or
treatthem differently because of sex, race, color, religion, ancestry, national origin,
ethnic group identification, age, mental disability, physical disability, medical
condition, genetic information, marital status, gender, gender identity, or sexual
orientation.

Sonoma County provides:
e Free aids and services to people with disabilities to help them
communicate better, such as:
« Qualified sign language interpreters
« Written information in other formats (large print, braille, audio or
accessible electronic formats)
e Free language services to people whose primary language is not
English, such as:
o Qualified interpreters
e Information written in other languages

If you need these services, contact Sonoma County between 8:00am-5:00pm by
calling 1-707-565-7895. Or, if you cannot hear or speak well, please call 1-800-

735-2929 or 711. Upon request, this document can be made available to you in

braille, large print, audio, or accessible electronic formats.

HOW TO FILE A GRIEVANCE

If you believe that Sonoma County has failed to provide these services or unlawfully
discriminated in another way on the basis of sex, race, color, religion, ancestry,
national origin, ethnic group identification, age, mental disability, physical disability,
medical condition, genetic information, marital status, gender, gender identity, or
sexual orientation, you can file a grievance with BHD Grievance Coordinator. You
can file a grievance by phone, in writing, in person, or electronically:

e By phone: Contact BHD Grievance Coordinator between 8:00am-
5:00pm by calling 707-565-7895. Or, if you cannot hear or speak well,
please call 1-800-735-2929 or 711.

e |n writing: Fill out a complaint form or write a letter and send it to:
BHD Grievance Coordinator
2227 Capricorn Way
Santa Rosa, CA 95407-5419

e |n person: Visit your doctor’s office or BHD and say you want to file a
grievance.

e Electronically: Visit Sonoma County BHD website at
https://sonomacounty.ca.gov/health-and-human-services/health-services/
divisions/behavioral-health/contractor-resources/medi-cal-informing-
materials
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OFFICE OF CIVIL RIGHTS — CALIFORNIA DEPARTMENT OF HEALTH
CARE SERVICES

You can also file a civil rights complaint with the California Department of Health
Care Services, Office of Civil Rights by phone, in writing, or electronically:

e By phone: Call 916-440-7370. If you cannot speak or hear well, please call
711 (California State Relay).

e |n writing: Fill out a complaint form or send a letter to:

Department of Health Care
Services Office of Civil Rights
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at:
https://www.dhcs.ca.gov/discrimination-grievance-

procedures

e Electronically: Send an email to CivilRights@dhcs.ca.gov.

OFFICE OF CIVIL RIGHTS - U.S. DEPARTMENT OF HEALTH AND HUMAN
SERVICES

If you believe you have been discriminated against on the basis of race, color,
national origin, age, disability or sex, you can also file a civil rights complaint with
the U.S. Department of Health and Human Services, Office for Civil Rights by
phone, in writing, or electronically:

e By phone: Call 1-800-368-1019. If you cannot speak or hear well, pleasecall
TTY/TDD 1-800-537-7697.

e |n writing: Fill out a complaint form or send a letter to:

U.S. Department of Health and Human
Services

200 Independence Avenue, SW

Room 509F, HHH Building
Washington, D.C. 20201

e Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

e Electronically: Visit the Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
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DEPARTMENT OF HEALTH SERVICES

LiFoRY

Notice of Availability of Language Assistance Services and
Auxiliary Aids and Services

English

ATTENTION: If you need help in your language call 1-800-870-8786 or 1-707-565-6900 (TTY:

711). Aids and services for people with disabilities, like documents in braille and large print, are
also available. Call 1-800-870-8786 or 1-707-565-6900 (TTY: 711). These services are free of

charge.

4y (Arabic)
1-800-870-8786 or 1-707-565-6900 » Jailé chiay Bucluall J] comi>! 13] 10l 7
DySall Ol Jio dBleY! $93 (olaN Slodsdly Cldsluall Ll L3955 . (TTY:711 ).,
1-800-870-8786 or 1-707-565-6900 » Juail gy SI Loy (o iyl
Ablre Gledsdloda (TTY: 711)
Swjbtntu (Armenian)
NhTUNPRE3NPL: Bph 2kq oqunipinilt E hwpluynp 2tp 1kqyny, quuquhwntp 1-800-870-
8786 or 1-707-565-6900 (TTY: 711): Ywl twl odwunul] Uhongutp nt swnwjnipjniubtp
hwodwlnuunipinit nitutkgnn whdwug hwdwp, ophttwy” Fpuyih gpunhwyny nt jungnpunwn
nyugpyus yyniptp: Quiaquhwnptp 1-800-870-8786 or 1-707-565-6900 (TTY: 711): Uy
dwnwynipiniutibpt wudLwp b

124 (Cambodian)

Sam: 10HM (51 MIRSW M an IUIHS o giein1siiug 1-800-870-8786 or 1-707-565-
6900 (TTY: 7117 NSW SH 1uN™Y U NSAMI SOMMAQMaNINIIThHAHIN
UENUNSOMIES UQSIgiiditHSINYS ScIiscn SRR giinusinug 1-800-
870-8786 or 1-707-565-6900 (TTY: 711)1 ituhmysimis:EsAnigigjws,

3T (Chinese)

BEE  REHEELUENANERESSE), 183 1-800-870-8786 or 1-707-565-6900 (TTY:
711), BAEIREEHNREA LR BARS, HIINE XHNHERAFTHAR, BEAEREN.
1BE4EE 1-800-870-8786 or 1-707-565-6900 (TTY: 711), XLEARFE B R EER,

s~ (Farsi)

8786-870-800-1 L ¢asS iy 50 S 353 ) 4wl sde Ak angior 1-707-565-6900 (TTY: 711) ok

ST Ll e e S Gioa Ll 5 dap s sladiis wile Cul glaa (5113 331 e sadia Ciladd 5 LASS, 3,5
800-870-8786 or 1-707-565-6900 (TTY: 711) xisdae 4, 8 cilani o), 2,80 Lulas,

&t (Hindi)

T & 3R 3TUeh! Ut HTST H gTIdl bt 3MTaRgHhdl @ dl 1-800-870-8786 or 1-707-565-6900
(TTY: 711) TR Id P | ST T AT b foIE TeTadT 3R Fary, S8 9 3R 98 fiic 7 +f gz
JUd § | 1-800-870-8786 or 1-707-565-6900] (TTY: 711) TR HId H< | T Yard (: Y[ew g 1.
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Hmoob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-800-870-8786 or 1-707-565-
6900 (TTY: 711). Muaj cov kev pab txhawb thiab kev pab cuam rau cov neeg xiam oob ghab, xws
li puav leej muaj ua cov ntawv su thiab luam tawm ua tus ntawv loj. Hu rau 1-800-870-8786 or 1-
707-565-6900 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.

HZA:E (Japanese)

FEBARETOF A RERIZE L 1-800-870-8786 or 1-707-565-6900 (TTY: 71N)~EBEFEL 72
=Ly, )ﬁ\%@fﬂpﬁ%@%ﬁ%m& E. BAWEBELOADI-OOY—EXLHABLTWE

9, 1-800-870-8786 or 1-707-565-6900 (TTY: 711I)~NBEFEL 2V, I DY —E X [FHFER
TIREFELTWET,

ot 0 (Korean)

FOAte: ABtol A2 =22 Bt A O A|H 1-800-870-8786 or 1-707-565-6900 (TTY: 711)
HOE ZOIStMA|R. FAILE 2 AR & At 20| FHoj7I U= 252 fIo =80 MHAE
0|8 7+5%tLIC}. 1-800-870-8786 or 1-707-565-6900 (TTY: 711) HO 2 2 O|SHAMA| 2. 0|25t
MH|A2= R22 HSELUCLL

w239220 (Laotian)

UrNa0: ﬁ‘)Ui‘n.m"ai)n‘)1)90‘).0sioecﬁa?vwmveaguﬁw?m’?mm‘)cﬁ 1-800-870-8786 or 1-707-565-6900
(TTY 711). eguaovuao&)cmacco NIVOINIVFIFVHVBNIV
cAuconzniiciusngevyvecarilndulne Wilumacd 1-800-870-8786 or 1-707-565-6900 (TTY:
711). T)‘)DU:)77‘)DCU)‘)DUC’)SQCSE)E)‘)?Q@‘)E)?O{).

Mien

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih giemx longc mienh tengx faan benx meih
nyei waac nor douc waac daaih lorx taux 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Liouh
lorx jauv-louc tengx aengx caux nzie gong bun taux ninh mbuo wuaaic fangx mienh, beiv taux
longc benx nzangc-pokc bun hluo mbiutc aengx caux aamz mborgv benx domh sou se mbenc
nzoih bun longc. Douc waac daaih lorx 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Naaiv deix
nzie weih gong-bou jauv-louc se benx wang-henh tengx mv zugc cuotv nyaanh oc.

Y€t (Punjabi)

s feG: 7 3978w g 9 Hew <t 83 J 3T 18 Jd 1-800-870-8786 or 1-707-565-6900

TTY: 711). »UIH B B AITES w3 A, iR fa 98 »13 Wl gurdl &g wAzey, <
aaw &d 1-800-870-8786 or 1-707-565-6900 (TTY: 711). feg Aeei H3 I4).

Pycckun (Russian)

BHMMAHWE! Ecnu Bam HyXHa NOMOLLb Ha BalleM POAHOM si3bike, 3BOHUTE no Homepy 1-800-870-
8786 or 1-707-565-6900 (nuHua TTY: 711). Takke npegocTaBnsaTCa CpeacTsa n ycnyrm ans
noaen ¢ orpaHUYeHHbIMM BO3MOXHOCTAMM, Hanpumep A0KYMEHTbI KPpYMHbIM LWPUATOM UK
wpndtom bpannsa. 3soHnte no Homepy 1-800-870-8786 or 1-707-565-6900 (nnHma TTY: 711).
Takue ycnyrn npegoctasnstoTcs 6ecnnaTtHo.
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Espaiiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-800-870-8786 or 1-707-565-6900 (TTY:
711). También ofrecemos asistencia y servicios para personas con discapacidades, como
documentos en braille y con letras grandes. Llame al 1-800-870-8786 or 1-707-565-6900 (TTY:
711). Estos servicios son gratuitos.

Tagalog (Filipino)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa 1-800-870-8786 or 1-707-
565-6900 (TTY: 711). Mayroon ding mga tulong at serbisyo para sa mga taong may
kapansanan,tulad ng mga dokumento sa braille at malaking print. Tumawag sa 1-800-870-8786 or
1-707-565-6900 (TTY: 711). Libre ang mga serbisyong ito.

A v (Thai) |

Tdsansu: wnaasasnisanubamdaliunwaasqa nsaninsd@wiildvivanaia 1-800-870-
8786 or 1-707-565-6900 (TTY: 711) uanannil dewsaulvianuianlanazusniseg 4
fmduyananinuiinis wiu andsed q Niludnesusaduasianasiiuwdmadidnesuunalng)
nsanInsdwifluvunaaa 1-800-870-8786 or 1-707-565-6900 (TTY: 711)

lufiAnladnag msuusnisianil.

YkpaiHcbka (Ukrainian)

YBATIA! Akwo Bam noTpibHa gonomora BaLlo pigHOK MOBOLO, TenedoHynTe Ha Homep 1-800-
870-8786 or 1-707-565-6900 (TTY: 711). Iltoan 3 0OBMEXEHNMM MOXITMBOCTAMUN TAKOXK MOXKYTb
CKOpucTaTMCs AONOMKHUMMK 3acobamm Ta nocryramu, Hanpuknag, OTpMMaT AOKYMEHTH,
HagpykoBaHi WwpudTom bpanns ta Benuknm wpudtom. TenedoHynte Ha Homep 1-800-870-8786
or 1-707-565-6900 (TTY: 711). Lli nocnyrn 6e3KOLLTOBHI.

Tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro giup bang ngdn nglr ctia minh, vui long goi s6 1-800-870-8786 or 1-
707-565-6900 (TTY: 711). Chang tdi cling hé tro va cung cip cac dich vu danh cho ngudi khuyét
tat, nhw tai liéu bang ch ndi Braille va chir khd I&n (chir hoa). Vui lIdng goi sb 1-800-870-8786 or
1-707-565-6900 (TTY: 711). Cac dich vu nay d&u mién phi.
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