\ SONOMA COUNTY
Q DEPARTMENT OF HEALTH SERVICES

BEHAVIORAL HEALTH DIVISION: MENTAL HEALTH SERVICES

CHANGE OF PROVIDER REQUEST FORM

You may return your completed form to the receptionist,
or

Mail to:
Change of Provider Coordinator
2227 Capricorn Way
Santa Rosa CA 95407-5419

Email to:
dhs-bh-ga-changeprovider@sonomacounty.gov

Phone: 707-565-7895 or 1-800-870-8786 TTY: 711

MEMBER RIGHTS

Medi-Cal Mental Health Members Are Entitled To:

» Be treated with dignity, respect, and with due consideration for their privacy.

» Services provided in a safe environment.

» Request and receive oral interpretation services free of charge.

» Request a second opinion, or change their treatment provider.

» Participate in decisions regarding their health care, including the right to refuse treatment.

» Request and receive a copy of their medical records (costs may apply) and request an amendment or
correction.

» Authorize a person to act on their behalf during the grievance, appeal, or State Fair Hearing process.

» Be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience, or
retaliation.

» File a grievance without retaliation (A grievance is an expression of dissatisfaction not involved in an
adverse benefit determination).

» For Medi-Cal Members: the right to file an appeal, expedited appeal, or request a State Fair Hearing
without retaliation.

» Receive information on available treatment options and alternatives (Provider Directory for Specialty
Mental Health Services), presented in a manner appropriate to their condition and ability to understand.

» Receive services from the Sonoma County Mental Health Plan that follow the contract requirements of
the State in the areas of availability of services, assurances of adequate capacity and services,
coordination and continuity of care, and coverage and authorization of services.

2227 Capricorn Way, Santa Rosa, CA 95407 e phone (707) 565-4850 e fax (707) 565-4892
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Sonoma County Department of Health Services - Behavioral Health Division: Mental Health Services

CHANGE OF PROVIDER REQUEST

To request to change your current provider, return this completed form to either the receptionist, your case
manager, or mail to: Grievance Coordinator, 2227 Capricorn Way, Santa Rosa, CA 95407-5419. Every effort
will be made to accommodate your request. You will receive a decision within 10 business days from receipt
of the request. Sonoma County Behavioral Health cannot guarantee that your provider will be changed. If
you need assistance with completing this form you may ask any Behavioral Health staff or call 707-565-7895.

Date: Program Name: Provider Name:

Member Name: Birth Date:

Address: City: State:  Zip Code:

Phone Number: E-mail:

Best Time(s) to Call: Contact Preference: [JPhone [ Email [ Mail

Please select the reason(s) for requesting a change:

[ Time/Schedule Change [ More Compatible Personality L1 Not Helpful
] Location Change 1 More Culturally Sensitive [ Insensitive/Unsympathetic
L] Language Preference 1 Treatment Concerns LI Not Professional
L] Gender Preference 1 Medication Concerns L] Doesn’t Listen
L1 Age Preference 1 Not Receptive to Concerns 11 do not want to give a reason
L] Format Preference (1 Delay/Lack of Response L] Other
(telehealth/in-person) [ Lack of Trust

Please describe the reason(s) for requesting the change:

How many times has the member seen the current provider? (1 1 time [ 2-3times [ More than 3 times

Has the concern been discussed with the current provider? [1Yes [l No

Printed Name of Person completing this form:
LI Self [ Parent [ Guardian [ Staff

Phone Number of Person completing form if not member:

BHD 109 (03-26) Change of Provider Request Page 2 of 3



Sonoma County Department of Health Services - Behavioral Health Division: Mental Health Services

CHANGE OF PROVIDER REQUEST

Member Name:

RECEIPT OF CHANGE OF PROVIDER REQUEST (FOR MENTAL HEALTH PLAN USE ONLY)

To be completed by receiving staff:

Received by: Date: Program Name:

To be completed by Program Manager/Specialist (PM/Spc):

PM/Spc Name: Date received by PM/Spc:

Decision: [ Approved [l Denied

Reason for Decision:

New Provider Name (if applicable):

Next Appointment Date & Time:

Date Communicated to Member:

Date Communicated to Impacted Providers:
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sUnoma county

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
DSl Olituell Jio dBleY! 693 (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)
NhTUNRE3NPL: Bph 2kq oqunipinil E hwpluwynp 2tp 1kqyny, quuquhwntp 1-800-870-
8786 or 1-707-565-6900 (TTY: 711): Ywl twl odwunul] Uhongutp nt swnwjnipjniutp
hwodwunuunipinit ntutgnn whdwug hwdwp, ophttwy” Fpuyih gpunhwyny nt jungnpunwn
nyugpyus yynipkp: Quiaquhwnptp 1-800-870-8786 or 1-707-565-6900 (TTY: 711): Uyn
dwnwynipiniutbpt wudLwp b

124 (Cambodian)

Sam: 10HM (51 MIRSW M an IUIHS o giein1siiue 1-800-870-8786 or 1-707-565-
6900 (TTY: 711)% SNSW SH 1uN ™Y U NSAMI SOMMAQMaNINIIthHAIN
UENUNSOMIES YRS IgiiditHSINYS ScIiscn SRR giinusiug 1-800-
870-8786 or 1-707-565-6900 (TTY: 711) iuhmysimis:EsAnigigjws,

3T (Chinese)

BEE  REHEELUENANERESEE), 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 ¢S iy 50 S 353 ) 4wl sde Ak angior 1-707-565-6900 (TTY: 711) ok

-1 Ll e e S Gia Ll 5 dap s sladds wile Cul glaa (5113 331 a 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 3TUehT (Ut HTST H gTIdT Pt 3MTaRIHhdl & dl 1-800-870-8786 or 1-707-565-6900
(TTY: 711) TR Id B | ST T AT b foIE TeTadT 3R Fary, S8 9 3R 98 fiie 7 +f gz
JUdS § | 1-800-870-8786 or 1-707-565-6900] (TTY: 711) TR HId H< | T Yard (: Yew 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)

EFEBARETOF 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: 7T11I)~NBEFEL 2V, TN DHY —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 fI8 =80 MHAE
0|8 7h5%tLIC}. 1-800-870-8786 or 1-707-565-6900 (TTY: 711) HO 2 B O|SAMA| 2. 0|25t
MH|A2= R22 HSE UL

w239220 (Laotian)

UrnNa0: 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 NIVOINIVFISVHVBNIV
cAuconzviiciusngevyvearilndulng Wilumicd 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! Ecnn Bam Hy)XHa 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 ¢ orpaHNYeHHbIMM BO3MOXHOCTAMM, Hanpumep AOKYMEHTbI KPpYMHbBIM 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: winaasasnisanubamdaliunwaasqa 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 tbi 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 (chi¥ 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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