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' SINoma county

DEPARTMENT OF HEALTH SERVICES

NOTICE OF APPEAL RESOLUTION - ADVERSE
BENEFIT DETERMINATION UPHELD NOTICE

[Date]

[Member's Name] [Treating Provider’'s Name]
[Address] [Address]
[City, State Zip] [City, State Zip]

[Provider's Phone Number]

RE: [Service requested]

[You or Name of requesting provider , appealed the [denial, delay, modification, | of
[Service requested] . Sonoma County Behavioral Health Division
(BHD), “The Plan” has reviewed the appeal and has decided to uphold the
decision. This request is still denied.

This is because

[Using plain language, insert: 1. A clear and concise explanation of the reasons for the decision; 2. A description
of the criteria or guidelines used, including a reference to the specific regulations or The Plan authorization
procedures that support the action; and 3. The clinical reasons for the decision regarding medical necessity|.

Per the Code of Federal Regulations, Title 42, Section 438.400(b)(3), Sonoma
County BHD may deny in whole, or in part, a member’s request for service(s)
when (all items selected below apply):

] A) The member does not meet medical necessity criteria.
[] B) The requested service(s) is excluded from reimbursement.

[] C) The person for which the service(s) is being requested is ineligible for
said service(s).

[] D) The provider did not agree to satisfy The Plan contractual agreements,
or Medi-Cal reporting/documentation requirements.

You may ask for free copies of all information used to make this decision. This
includes a copy of the actual benefit provision, guideline, protocol, or criteria on
which we based our decision. To ask for this, please call the Sonoma County
BHD Access Team (24/7) at 707-565-6900 or 1-800—-870-8786 (toll-free).
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You may appeal this decision by requesting a State Hearing. 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 in any information that could help your case. The enclosed “Your Rights”
information notice provides timelines you must follow when requesting an appeal.

The Plan can help you with any questions you have about this notice. For help,
you may call Sonoma County BHD Access Team (24/7) at 707-565-6900 or 1—
800-870-8786 (toll-free). If you have trouble speaking or hearing, please call
TTY 711 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
the Sonoma County BHD Access Team (24/7) by
calling 707-565-6900 or 1-800-870-8780.

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 PT,
excluding holidays, at 1-888-452—-8609.

[Insert Signature Block Here]

Enclosed: “Your Rights under Medi-Cal”
Language Assistance Taglines

[Enclose notice with each letter]
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NAR - YOUR RIGHTS UNDER MEDI-CAL

If you need this notice and/or other documents from the
BHD 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 BHD by calling
707-565-6900 or 1-800-870-8786 (24/7).

If you still do not agree with BHD’s decision, you can ask for a “State Hearing” and a
judge will review your case.

You must ask for a State Hearing within 120 days from the date of this letter. However,
if you are currently getting treatment and you want to continue your treatment while you
appeal, you must ask for a State Hearing within 10 days from the date this letter was
postmarked or delivered to you or before the date BHD says services will be stopped or
reduced. When you ask for a State Hearing, you must say that you want to keep getting
your treatment. You will not have to pay for a State Hearing.

You can ask for a State Hearing by phone, electronically, or in writing:

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

o Electronically: You may request a State Hearing online. Please visit the
California Department of Social Services’ website to complete the electronic form
here: 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.
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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 harm your health, you might be
able to get an answer within 72 hours. You may wish to ask your doctor or mental
health BHD to write a letter for you or you may write your own. 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,
make sure you ask for an “expedited hearing,” and provide the letter with your request
for a hearing.

Authorized Representative

You may speak for yourself at the State Hearing or have another person speak for you,
such as a relative, friend, advocate, doctor, or attorney. If you want another person to
speak for you, then you must tell the State Hearing office that the person is allowed to
speak on your behalf. This person is called an “authorized representative.”

Legal Help

You may be able to get free legal help. You may call the local Legal Aid program in your
county at 888-804-3536.
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LANGUAGE ASSISTANCE TAGLINES

English
ATTENTION: If you speak another language, language assistance services, free of

charge, are available to you. Call 1-800-870-8786 or 1-707-565—-6900 (TTY: 711).

ATTENTION: Auxiliary aids and services, including but
not limited to large print documents and alternative
formats, are available to you free of charge upon request.
Call 1-800-870-8786 or 1-707-565-6900 (TTY: 711).

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.

4 2l (Arabic) ‘
8786-870-800-1 = Juaild cclialy sac Ll ) caaiad 13 3ol¥) i or 1-707-565-6900. Uil i 55
G Ayl A ) laiaeall Jia e Y1 (553 GaladSU cilasdlly claelud) (TTY: 711) -1 = Gl Sl adll
8786-870-800 or 1-707-565-6900 (TTY: 711). ilae Glaadld) oda,

3wjtntl (Armenian)

NFSUNYNFE@3NFL' Grb fununwd Gp hwjtptl, www 46 wuysdwn uwpnn Gu
inpwdwnpyt) (Gauywl wewygnipjwl swnwjnipintuutp: 2wuqwhwntp 1-800-870-
8786 or 1-707-565-6900 (hGnwwhw® TTY: 711): Ywl Lwl odwlnwy Uhgngutn nL
Swnwynynluutn hwadwlnwdnu)niu ndugnn wudwug hwdwn, ophuwy’ Apwyh
gnpwuwnhwny Nt fun2npwinwin tnwwagnywsd uncetn: 2uugqwhwntp 1-800-870-8786 or 1-707-
565-6900 (TTY: 711): Un dwnwjnLpnctultpu wuybdwn Gu:

UN AN TN ANLZ4d (Cambodian)

Gam: 10HA (5 MISSW Man IV Yy sionisiiug 1-800-870-8786 or 1-707-
565-6900 (TTY: 711)1 NS SH 1UN™Y (ENU NSO
SOMAM NI HAPR Y OEURSAMITE S YRR HRENgsS

AHGIMT SRNHIRIY Sinigumiue 1-800-870-8786 or 1-707-565-6900 (TTY: 711)4
NPy SIS Esanigigw
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ZH2h3(Chinese)

AR MREEAZERDP - BoDIRBERFHESEIMAR - 3 E 1-800-870-8786 or
1-707-565-6900 (TTY: 711). BINAIRHE NFHEAN THFEMARS - AINNEXHNBEER K
FRFIE - 2 EEAR - 1538 1-800-870-8786 or 1-707-565-6900 (TTY: 711) - X
RS2 RTER -

=8 (Farsi)

8786-870-800-1 L ¢S iy 3 S 362 ) 4 a3 S 4a i or 1-707-565-6900 (TTY: 711)
e S )G bl s di i ldai aule (ul gdaa (51510 31 o seadie Gladd 5 ASWS 3,80 Ll
8786-870-800-1 L . 2 52 50 Or 1-707-565-6900 (TTY: 711) 43l o801, cleas cpl 2,80 Gl
2 gy o,

wFr% 3R 3ATUHT 3T U & Tl Bl TaRIhdl § ol 1-800-870-8786 or 1-707-

565-6900 (TTY: 711) TR Hid B | ST dTd vl & U Jgraar 3R JaTg, S sd
3R 3 fiie & +ft T Iuas €1 1-800-870-8786 or 1-707-565-6900 (TTY: 711) TR

®Id B T AT [ Yoo B

Hmoob (Hmong)
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau

koj.  Hurau 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.

H 7 :E (Japanese)

AEEIE BAREZEINSGES. BHOEEXXEZ ZHFAWZITET, 1-800-870-
8786 or 1-707-565-6900 (TTY: 711). £ T, FB/IHEICTITERK LIV, RFDEHOX
FOMRRTHE, BHANWERBFELOADEHOHY—EXELAELTWVET, 1-800-
870-8786 or 1-707-565-6900 (TTY: TN AP EEFELL LY, ChoDH—EXIZERT
RELTWET,

8t 0] (Korean)
FO|. ot=0{E AI2SIA|l = B2, 20 X|§ MH[AE FE 2 0|85 = JUESLILCEH 1-800-
870-8786 or 1-707-565-6900 (TTY 711) HO = [l FHA|L Ay & Ex1=2 &

A9 ol Aol 7t JE EES Y% =Y AR A% o] & syt 1-800-870-8786 or
1-707-565-6900 (TTY: 711) H O = -3t A Q. o] 2] gk MH| 2= F 5 = Al &g U
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WI972020 (Lao)

UrNo: ‘rf*)m"n.)m”egmDao*)J_)Q'oecﬁ)‘e?vwﬁsaaagtdw?m’?mmﬁcﬁ 1-800-870-8786 or 1-707-
565-6900 (TTY: 711). 90609008 CHOCCITNIVVINIVIISVOHDWNIV
cqDcaznufzmDmcUDanzauuuccnu,\)meu?me ToitvmacS 1-800-870-8786 or 1-707-565-6900
(TTY: 711). nowoO3manciabdcegcsearlgselon.

YATEt (Punjabi)

s fe6: A 3Td »irudt s fieg Hee & 83 J 31 1% 9 1-800-870-8786 or 1-707-
565-6900 (TTY: 711). "WUTIH B B HITE3 w3 A, i< fa g% »13 1l sur feg
THI3'eH, < BUSEU Ia| I Id 1-800-870-8786 or 1-707-565-6900 (TTY: 711). ffd Ae=i HE3
I,

[9)

BHVMAHWE: Ecnu Bbl roBOpuTE Ha pyCCKOM A3blke, TO BaM AOCTYMNHbI 6ecnnaTHble
ycnyrn nepesoga. 3BoHute 1-800-870-8786 or 1-707-565-6900 (tenetann: TTY:
711). Take npegocTaBNsAOTCA CPeaCcTBa U yCryru Ans nogen ¢ orpaHnyYeHHbIMN
BO3MOXXHOCTSIMW, HanpuMep AOKYMEHTbI KPYMHbIM LWPUETOM 1nm wpmndptom bpanns.
3BoHuTe o Homepy 1-800-870-8786 or 1-707-565-6900 (nuHua TTY: 711). Takune ycnyru
npeaocTaBnsTcs becnnaTHo.

A e (Thai) .

Tdsansu: wnaasasmsauhamdailunmuasqa nsanTnsdwiildvivinawaa 1-800-
870-8786 or 1-707-565-6900 (TTY: 711) uanainll dewsanlvmuianlanazusniseig 9
fuduuAARTIIAINANTT 12U LaARITETY 9 .
dludnesiusaduazianasniuwmaddnwsaualug nsannsdwiildivinawaa 1-800-
870-8786 or 1-707-565-6900 (TTY: 711) Lisialdarad nsuusnisimanil

Tieng Viét (Vi

CHU Y: Néu ban noi Tiéng Viét, cé cac dich vu hé tro ngdn ng¥ mién phi danh cho
ban. Goi 6 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Chung t6i cling hé tro' va
cung cap cac dich vu danh cho ngudi khuyét tat, nhu tai liéu bang chi ndi Braille va chir
khd 16N (chir hoa). Vui Iong goi s6 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Cac
dich vu nay déu mién phi.

Tagalog (Tagalog_Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo

ng tulong sa wika nang walang bayad. 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.
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MpumiTka ykpaiHcbkoro (Ukrainian)

YBAIA! Akwo Bam noTpibHa gonomora BaLlow pigHOK MOBO, TenedoHynTe Ha Homep 1-
800-870-8786 or 1-707-565-6900 (TTY: 711). Jltogn 3 06MEXEHNMU MOXITMBOCTAMMU TaKOXK
MOXYTb CKOpMUCTaTUCS AOMNOMIXKHUMM 3acobamm Ta nocnyramu, Hanpuknag, oTpumaTti
AOKYMEHTW, HaapyKoBaHi WwpudTom bpannsa ta senvkum wpudtom. TenedoHynte Ha
Homep 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Lli nocnyrn 6€3KOLWTOBHI.

Khau hiéu 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). Chung t6i ciing hd tro’ va cung cép céac dich vu danh cho
nguoi khuyét tat, nhw tai liéu bang chir ndi Braille va chir khd I&n (chi hoa). Vui long goi
s6 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Cac dich vu nay d&u mién phi.
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