Member Grievance and Appeal Form and Process Information

Today's Date: |— Grievance |7 Appeal |7 Expedited Appeal
Name of Member: Birthdate:

Address:

City: Zip:

Phone: Email:

Name of legal guardian/conservator:

Name of services provider:

Person filing: Phone:

Do you have Medi-Cal? Y| | N[ |

Optional: | authorize the following person to act on my behalf in pursuing this grievance or appeal*

Relationship
Name: to Member:

* Authorization for Release of Protected Health Information (ROI Authorization Form via
SmartCare) required. PLEASE PRINT CLEARLY. BE SPECIFIC BY GIVING NAMES, DATES,
AND TIMES WHENEVER POSSIBLE. (Attach additional sheets if needed)

1. Please describe the issue.

2. Please explain how you have tried to resolve the issue.

3. What would you consider to be a proper solution to this issue?

Return completed form to the receptionist or mail to: BHD Grievance Coordinator

2227 Capricorn Way
Santa Rosa, CA 95407-5419

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

Staff Use Only: |:| Exempt: Grievance resolved by end of the next business day
) following the date of receipt.

Non-Exempt: Grievance not resolved by end of the next business day
following the date of receipt.

NOTE: Immediately forward all Exempt and Non-Exempt Grievances to Grievance Coordinator.
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SONOMA COUNTY
BEHAVIORAL HEALTH DIVISION

APPEALING A NOTICE OF ADVERSE
BENEFIT DETERMINATION

Sonoma County Behavioral Health Division
(BHD) is committed to finding solutions to the
issues you may encounter when receiving
behavioral health services. BHD will not
discriminate against, or treat unfairly any
person who files a grievance, appeal, or
expedited appeal.

Grievances and appeals can be filed verbally,
or in writing to the Grievance Coordinator.
Individuals who choose to file a grievance will
have the opportunity to present information at
any time during the resolution process.

Anyone can file a grievance, but appeals and
expedited appeals are only available to BHD
Medi-Cal members.

For questions or assistance with filing a
grievance or an appeal, please call:

BHD Grievance Coordinator:

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

FILING A GRIEVANCE

Grievance filers are encouraged (but not
required) to discuss their grievance with BHD
staff or an agency representative. If after
speaking with staff the grievance filer remains
unsatisfied with the provided resolution, they
have the right to pursue the unresolved
grievance with the BHD Grievance
Coordinator.

If the grievance remains unresolved by the
end of the following business day, the
Grievance Coordinator will send an
acknowledgement letter to the grievance filer
within 5 calendar days from the date of the
grievance initiation.

Within 30 calendar days, BHD will review and
investigate the grievance, and a written Notice
of Grievance Resolution (NGR) will be
provided to the grievance filer, or their
authorized representative.

BHD Medi-Cal members have the right to file
an appeal within 60 calendar days of the
Notice of Adverse Benefit Determination
(NOABD) issuance.

NOABDs are issued when BHD does any of
the following: denies, reduces, suspends or
terminates services; denies payments for
services; fails to provide services in a timely
manner; fails to resolve grievances/appeals in
a timely manner; or denies a member’s
request to dispute financial liability.

Appeals can be filed verbally or in writing.

A written acknowledgment of the appeal will
be sent to the member within 5 calendar days
of receipt.

The appeal will be reviewed and a written
Notice of Appeal Resolution (NAR) will be
provided to the member within 30 calendar
days of the appeal receipt.

Expedited Appeal:

An expedited appeal may be requested if the
member or their provider decides that a
standard appeal could seriously jeopardize
the member’s life, health, or the ability to
attain, maintain or regain maximum
functioning.

A request for an expedited appeal can be filed
verbally. The expedited appeal will be
reviewed and a written response will be
provided to the member no later than 72
hours after receipt.
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FILING A STATE HEARING

NOTICE TO MEMBERS

BHD Medi-Cal members have the right to
request a State Hearing. Members must
exhaust the BHD appeal process prior to
requesting a State Hearing.

Members, providers, or an authorized
representative with the member's written
consent may request a State Hearing in
response to receiving a NAR concerning the
outcome of a NOABD, or if BHD fails to
adhere to the issuance time frames for a
NOABD or NAR.

The member has 120 calendar days from
the NAR date to request a State Hearing. If
the member files for a State Hearing within
10 calendar days of the receipt of a NOABD,
under certain circumstances, the existing
level of services may be maintained pending
the outcome of the hearing.

When performing Standard Hearings, the
State must reach its decision on the hearing
within 90 calendar days of the date of the
request for the hearing.

When performing Expedited Hearings, the
State must reach its decision on the hearing
within 3 working days of the date of the
request for the hearing.

To request a State Hearing, contact the
California Department of Social Services
State Hearings Division in Sacramento.
Request a Hearing:

(800) 743-8525
(800) 952-8349 TDD

The Board of Behavioral Sciences (BBS)
receives and responds to complaints
regarding services provided by marriage
and family therapists, licensed educational
psychologists, clinical social workers, and
professional clinical counselors.

In addition to filing a grievance with BHD,
you may file a complaint directly with the
BBS by contacting the board online at:
www.bbs.ca.gov or by calling:

(916) 574-7830.

Additional information and forms are located at:

https://[sonomacounty.ca.gov/Health/Behavioral-Health/Medi-Cal-Informing-Materials/
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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! 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: Bpl 2kq oqunipinil E hwplwynp 2tp 1kqyny, quuquhwnptp 1-800-870-
8786 or 1-707-565-6900 (TTY: 711): Ywt twl odwunul] Uhongutp nt swnwjnipjniutp
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)

Gam: 10HA (51 MIRSW M an IUIHS o giein1s1iue 1-800-870-8786 or 1-707-565-
6900 (TTY: 7117 SNSW SH 1uN ™Y U NSAMI SOMNMAQMaNINIIthHAIN
UENUNSOMIES YRS IgiiditHSINYS ScIiscn SRR gidnusiug 1-800-
870-8786 or 1-707-565-6900 (TTY: 711) iuhmysimis:EsAnigigjws,

3T (Chinese)

BEE  REHEELUENAERESEE), 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.

BHD-162 (05-25) Language Assistance Taglines 1



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 ERIZE 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 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)

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 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)

BHMUMAHWE! Ecnu 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: winaasasnisanubamdailiunwaasqa 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 ngir 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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