A, -
_=4 SUnomacounty

/  DEPARTMENT OF HEALTH SERVICES

NOTICE OF ADVERSE BENEFIT DETERMINATION -
TERMINATION NOTICE

[Date]

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

[Provider Phone Number]

RE: [Service requested]

You are currently receiving [Service to be terminated] . Beginning on [terminawe
will no Ionger approve this treatment. This is because

of the crltena or gwdellnes used, mcludlng a citation to the specmc regulatlons and plan authorlzatlon procedures
at support the action; an € clinical reasons for the decision regarding medical Necessity].

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

[1 A) The member does not meet medical necessity criteria.

[1B) The requested service(s) is excluded from reimbursement.

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

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

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 Access Team (24/7) at
1-800-870-8786 or 1-707-565-6900.
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If you want to keep getting this service 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 plan says services will be stopped or reduced, listed above.

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

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 1-800-870-8786. If
you have trouble speaking or hearing, please call TTY/TTD 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
Sonoma County BHD by calling 1-707-565-6900, or
1-800-870-8786 (24/7).

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.

Signature

Enclosed: Your Rights under Medi-Cal Managed Care
Member Nondiscrimination Notice
Language Assistance Taglines
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DEPARTMENT OF HEALTH SERVICES

NOABD - YOUR RIGHTS UNDER MEDI-CAL

If you need this notice and/or other documents from
Sonoma County 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 the BHD by calling 1-800-870-8786
(toll-free), or 1-707-565-6900. Or, if you cannot hear
or speak well, please call TTY 711.

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 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 you are currently getting treatment and
you want to keep getting treatment, you must ask for an appeal within 10 days
from the date on this letter or before the date the BHD says services will stop.
You must say that you want to keep getting treatment when you file the appeal.

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. BHD will provide you with free
assistance if you need help.

e To appeal by phone: Contact the BHD between Monday — Friday,
8:00am — 5:00pm by calling 1-707-565-7895. Or, if you have trouble
hearing or speaking, please call TTY: 711.

e To appeal in writing: Fill out an appeal form or write a letter to BHD and
send it to:

Sonoma County Behavioral Health Division
C/O Grievance Coordinator

2227 Capricorn Way

Santa Rosa, CA 95407 - 5419
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Your provider will have appeal forms available. The BHD 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 the BHD to review. Your appeal will be
reviewed by a different provider than the person who made the first
decision.

Your BHD 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 BHD has decided. If
you do not get a letter with BHD’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 the BHD 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. You can ask for a State Hearing by phone,
electronically, or in writing:

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

e 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

e 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
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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 the BHD 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.

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

MEMBER NONDISCRIMINATION NOTICE

Discrimination is against the law. Sonoma County
Behavioral Health Division (BHD) follows Federal civil
rights laws. The BHD does not discriminate, exclude
people, or treat them differently because of race, color,
national origin, age, disability, or sex.

BHD provides:

e Free aids and services to people with disabilities to
help them communicate better, such as:

o Qualified sign language interpreters

o Written information in other formats (large print,
audio, accessible electronic formats, other
formats)

e Free language services to people whose primary
language is not English, such as:

o Qualified interpreters
o Information written in other languages.

If you need these services, contact The Sonoma County
BHD Access Team (24/7) by calling 1-800-870-8786 (toll-
free), or 1-707-565-6900. Or, if you cannot hear or speak
well, please call TTY 711.
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HOW TO FILE A GRIEVANCE

If you believe that the BHD has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can
file a grievance with the BHD. You can file a grievance by phone, in writing, in person,
or electronically:

e By phone: Contact the BHD Grievance Coordinator by calling 1-707-565-7895
(Monday-Friday, 8:00am-5:00pm), or by calling 1-800-870-8786 (toll-free), 24/7.
Or, if you cannot hear or speak well, please call TYY/TDD 711.

e In writing: Fill out a grievance form, or write a letter and send it to:
Grievance Coordinator QA Clinical Specialist
Sonoma County Behavioral Health Division
2227 Capricorn Way
Santa Rosa, CA 95407 - 5419

e In person: Visit your provider’s office or the BHD and say you want to file a
grievance.

OFFICE OF CIVIL RIGHTS

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, please call
TTY/TDD 1-800-537-7697.

e In 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

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

e Electronically: Visit the Office for Civil Rights Complaint Portal:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf.
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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 = Joaild ¢clialy 3ac Lusall ) caniad 13) 1olitiW) a1 or 1-707-565-6900. Leanl 553
S Ayl A i€l laiianl) Jia dBleY) (550 Galis el y e ludll (TTY: 711) -1 = duail . Sl Ladll
8786-870-800 or 1-707-565-6900 (TTY: 711). ilae Glaadld) oda,

3wjbptu (Armenian)

NFSUNYNFE@3NFL' Grb fununwd Gp hwjtptl, www 46 wuydwn uwpnn Gu
unpwdwnpyt) (Gauywl wewygnipjwl swnwjnipintuutp: 2wuqwhwntp 1-800-870-
8786 or 1-707-565-6900 (hGnwwnhw® TTY: 711): Ywl Lwl odwlnwy Uhgngutn nL
SwnwyniynLuutn hwadwlnwdnu)niu ndubgnn wudwug hwdwn, ophuwy’ Apwyh
gnpwuwnhwny Nt fun2npwinwin tnwwagnyuwd uncetin: 2uugqwhwntp 1-800-870-8786 or 1-707-
565-6900 (TTY: 711): Un dwnwjnLpnctultpu wuybdwn Gu:

N EN TN 6124 (Cambodian)

Sam: 105 (5 MISSW Man IUHS e giedfnisiiug 1-800-870-8786 or 1-707-
565-6900 (TTY: 7114 SIS SH 1N Ay U NSO

ST AN HAIR A IENURSAMITE S YRS i H/INgn

AHGIRTSRATR gidnumiue 1-800-870-8786 or 1-707-565-6900 (TTY: 711)
tmﬁﬁggﬁmszésﬁﬁigtﬁmﬂ
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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 ¢xiS iy ;0 S 354 by 4 wlsa o Rl i4a 5 or 1-707-565-6900 (TTY: 711)
&) ncasabala s ha i aile (Cul glaa 5l )l 3l (e pade cladd g laSLS | o S0 (il
8786-870-800-1 L .caul 2 52 50 Or 1-707-565-6900 (TTY: 711) 43l o8, cleas cpl | 3,50 Gl
S g .

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

565-6900 (TTY: 711) TR Hid B | S a1 vl & U Jgraar 3R JaTg, S sd
3R §3 fiie & +ft e 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.  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.

H A :E (Japanese)

AEEIE BAREZEINSGGES. BHOEEXEZ ZHFAWZITET, 1-800-870-
8786 or 1-707-565-6900 (TTY: 711). £ T, FBIHEICTITERK LI, RFDEHPOX
FOMRRTHE, BHANWEERBFELOADEHOHY—EXELAELTWVET, 1-800-
870-8786 or 1-707-565-6900 (TTY: T A EEFELL LY, ChoDH—EXIZERT
RELTWET,

8t 0] (Korean)
FO|. ot=0{E A3l B2, 20 X| g MH[AE FEE 0|85 = JAELILCEH 1-800-
870-8786 or 1-707-565-6900 (TTY 711) HO = [l FHA|L. Ay & Ex1=2 &

A e ol Aol 7 JE EES Y% =Y AR A% o] & sy T 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 CHOCCITNIVVINIVIIDVOHVENIV
cqDcaznufzmDmcUDanzauuuccnu,\)meu?me ToitvmacS 1-800-870-8786 or 1-707-565-6900
(TTY: 711). nowoO3manciabdcegcseallgselon.

YHATEt (Punjabi)

s fe6: A 3Td »irudt s fieg Hee & 83 I 3t I 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 IJ 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. 3soHute 1-800-870-8786 or 1-707-565-6900 (tenetann: TTY:
711). Take npegocTaBNsAOTCA CPeaCcTBa U yCryru Ans nogen ¢ orpaHnyYeHHbIMN
BO3MOXXHOCTSIMW, HanpumMep A0OKYMEHTbI KPYMHbIM LWPUETOM 1nm wpmndptom bpanns.
3BoHuTe o Homepy 1-800-870-8786 or 1-707-565-6900 (nuHua TTY: 711). Takune ycnyru
npeaocrasnsaTcs becnnaTHo.

A e (Thai) .

Tdsansu: vnaasasmsauhamdailunmuasqa nsanTnsdwiildvivinaiaa 1-800-
870-8786 or 1-707-565-6900 (TTY: 711) uanainll dewsanlvmuianlanazusniseig 9
fuduuAARTIIAINANTT 12U LEARITETY 9 .
idludnesiusaduazianasniuwmaddnwsaualug nsannsdwiildivinawaa 1-800-
870-8786 or 1-707-565-6900 (TTY: 711) Lisialdarad msuusnisimanil

Tieng Viét (Vi

CHU Y: Néu ban noi Tiéng Viét, cé cac dich vu hé tro ngdn ngr mién phi danh cho
ban. Goi 6 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Chung t6i cling h6 tro' va
cung cap cac dich vu danh cho ngudi khuyét tat, nhw 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 ykpaiHcbkoto (Ukrainian)

YBAI'A! Akwo Bam noTtpibHa gonomora BaLlo PigHO MOBOLD, TENEGOHYNTE Ha
Homep 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Jllogn 3 obmexeHnmu
MOXXJTMBOCTSIMU TaKOX MOXYTb CKOPUCTATMUCA JONOMDKHMMKU 3acobamu Ta
nocnyramu, Hanpvknaga, oTpumaTt JOKYMEHTWU, HaapyKoBaHi LwpndTtom bpanns
Ta BeNnuKMM wpudtom. TenedoHymte Ha Homep 1-800-870-8786 or 1-707-565-
6900 (TTY: 711). i nocnyrn 6e3KOLLTOBHI.

Khau hiéu tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro giup bang ngén ngir ctia minh, vui lIdbng goi s6 1-800-
870-8786 or 1-707-565-6900 (TTY: 711). Chung t6i ciing hd tro' va cung cap cac
dich vu danh cho ngudi khuyét tat, nhw tai liéu bang chir ndi Braille va chir khd
I&n (ch@ hoa). Vui long goi sb 1-800-870-8786 or 1-707-565-6900 (TTY: 711).
Céc dich vu nay déu mién phi.
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