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SUnoma county

DEPARTMENT OF HEALTH SERVICES

Member Grievance Appeal Process and Form

Sonoma County Behavioral Health Division (BHD) Members have rights.
These rights include reporting issues about services received.
If you would like to report an issue, please complete the form below.

Return completed form to the receptionist
or

Mail to:
Sonoma County Behavioral Health Division
C/O Grievance Coordinator
2227 Capricorn Way
Santa Rosa CA 95407-5419

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

MEMBER RIGHTS

As a member of Sonoma County BHD, you are entitled to:

Be treated with dignity, respect and the utmost consideration for your privacy;
Services provided in a safe environment;
Request free interpreter services;

Receive information on treatment options and alternatives, presented in a language and
format you can understand;

Request a change of provider, a second opinion, or a change in level of care;
Participate in decisions regarding your health care, including the right to refuse treatment;

Request and receive a copy of your medical records upon request (costs may apply) and
ask that they be amended;

Authorize a person to act on your behalf during the grievance, appeals, or State Hearing
process;

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

File a grievance, and BHD members with Medi-Cal can file an appeal, expedited appeal,
or a request for a State Hearing without retaliation.

2227 Capricorn Way « Santa Rosa, CA 95407 « phone (707) 565-4850 - fax (707) 565-4892
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SONOMA COUNTY BEHAVIORAL
HEALTH DIVISION GRIEVANCE

APPEALING A NOTICE OF
ADVERSE BENEFIT
DETERMINATION

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

Information and form are located at:
http://sonomacounty.ca.qgov/Health/Behavi
oral-Health/Medi-Cal-Informing-Materials/

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.
However, after making a verbal appeal, a
written appeal must be submitted to BHD by
the member, or their authorized
representative.

A written acknowledgement 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.

Notice of extensions will be provided to the
member within 2 calendar days of the
decision to extend the timeframe, under
certain circumstances. For any extensions
that were not requested by the member,
BHD will provide the member with a written
reason for delay.
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APPEALING A NOTICE OF
ADVERSE BENEFIT
DETERMINATION
(continued)

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.

FILING A STATE HEARING

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 may request a State Hearing in
response to receiving a NAR concerning the
outcome of a NOABD. Or if BHD fails to
adhere to NOABD or NAR issuance
timeframes.

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, call State
Hearing Division in Sacramento:

PHONE: 1-800-952-5253
TDD: 1-800-952-8349

NOTICE TO MEMBERS

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.
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GRIEVANCE / APPEAL / EXPEDITED APPEAL FORM

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 to
Name: MEMBER:

* Authorization for Release of Protected Health Information (MHS 102) 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 a proper solution to this issue?

Return completed form to the receptionist or

Mail to: Grievance Coordinator
2227 Capricorn Way, Santa Rosa, CA 95407-5419
Phone: (707) 565-7895 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: Forward all Exempt and Non-Exempt Grievances immediately to Grievance Coordinator.
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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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LANGUAGE TAGLINES

English Tagline

ATTENTION: If you need help in your language call 1-800-870-8786 (TTY: 711). Aids
and services for people with disabilities, like documents in braille and large print, are
also available. Call 1-800-870-8786 (TTY: 711). These services are free of charge.

(Arabic) 4u »lL il

1-800-870-8786 = sl cclily aclusall 1) cxial 13 :sLY) 2

Sl Tl 5y oy A 1 Clational) Jin BBV (5 53 it cilarall g e liadll U i g5 (TTY: 711)
1-800-870-8786 - Jil

Alae clesall o3 (TTY: 711)

Zuykpkt whwnwl (Armenian)

NhrcUNRE3NPL: Bpl 2kq oqunipinilt £ hwplwynp 2tp 1kqyny, quiquhwpbp 1-
800-870-8786 (TTY: 711): Ywl bl odwunul] Uhgngutip nt Swnwynipiniuutp
hwodwbnuunipinit nitutignn wtdwug hwdwp, ophttwly” Fpuyih gpunhwyny nu
lunpnputnun nyugpus ynipbp: Quiuquhwptp 1-800-870-8786 (TTY: 711): Ujy
Swnwynipjntubptt wmgwn Eu:

Whss RURiF ant 28Cambodian)

SGam: 1W0HA (85 MISSW MMan IUHS U SIinNisTing1-800-870-8786 (TTY:
711)4 SSW SH wwNAY UENU NSAMI SGMNAMNIIINHRIN
UETUNSAMITE A URsIidimMHAINYES SHMGIROSRIHINY SINNg/™iue
1-800-870-8786 (TTY: 711)1 iwnmysinis:SsAnigigw

B 1515 (Chinese)

BIEE - RS FEE RN RNEIEMLESE), 15 EEE 1-800-870-8786 (TTY: 711), R4 L
FEALER X N OB BIFNARSS, Milhn s SCRNFE R RIS, tg i, B
B8 1-800-870-8786 (TTY: 711), XELARSZHR BRI,

(Farsi) (8 Gh) 4 Jdha

LSS 2,80 elai 1-800-870-8786 (TTY: 711) L xS <l j0 SaS 053 b ) 43 ) i on K ida 58
Ll dgase 30 oS s bigla 5 dip s sladais e« glra (5110 3l [ seadia Ciledd
3 5 e 43 &) lard il 2,80 el 1-800-870-8786 (TTY: 711) [1-1-
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&M ¢ 3R TYD] T HTHT H TSI D1 STIIHdT & al 1-800-870-8786 (TTY: 711)
IR BId B | R AT AT b o TgrraT 3R Jamy, S o 3R 9 fife & of qxdraw
JUA § 1-800-870-8786 (TTY: 711) R HId B+ | T a4 : e ¢ |

Nge Lus Hmoob Cob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-800-870-8786 (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 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.

H AEREC (Japanese)

B 0 AZE TOXHE LB 25413 1-800-870-8786 (TTY: 711)~BEHEL S0, A
FOERRLFOILRERRE, EPWEBRELOFOEHDO—ERAHHEL TWE
79, 1-800-870-8786 (TTY: 7T11)~BEFE 2SIV, T H O — B A |ZHECTRAL L
TWET,

ot=20{ Ef 12}9! (Korean)

FolAre: Hote| Qo2 E22 MO A|™ 1-800-870-8786 (TTY: 711) HO =
Zo[SHYA |, "HALLE 2 %Xri E_l E'Mfzr 20| Hoj7t U= %%% ot =20t
MH| AT 0|8 7h5¢8L| T} 1-800-870-8786 (TTY: 711) tH = 2|SHY AR, Of2{3t

MHAE 222 HIE L}

CNOWIFID90 (Laotian)

UENI0: uancieonIesngosciie luwrzrgeguimululnmacs 1-800-870-8786
(TTY: 711). §9D0090908cHBCTNIVLVINIVTIFVSLE NIV
cBucontamiicingngevuvcarBloBLlns Wilnmacd 1-800-870-8786 (TTY:
711). nO3NMCGDLID TSR0 109.

Mien Tagline (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 (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 mborqv benx domh sou
se mbenc nzoih bun longc. Douc waac daaih lorx 1-800-870-8786 (TTY: 711). Naaiv deix
nzie weih gong-bou jauv-louc se benx wang-henh tengx mv zuqc cuotv nyaanh oc.

UAs 2918 8IS (Punjabi)

firres fe@: 7 FTd wiruel I &g vee & 33 3 3F I8 a3 1-800-870-8786 (TTY:
711). WUIH B B8 AITEST w3 AT, MR & g8 w3 A sud <o TAs=H, &
SusEg I&| IS 9 1-800-870-8786 (TTY: 711).

fog Aeer He3 I
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Pycckun cnorad (Russian)

BHUMAHWE! Ecnn Bam Hy)XHa noMoLLb Ha BalleM poAHOM S3blKe, 3BOHUTE MO HOMepY
1-800-870-8786 (nuHua TTY: 711). Takke npegoctaBnaTCa CpeacTsa U ycrnyrn ans
nogen ¢ orpaHNYeHHbIMU BO3MOXXHOCTAMU, Hanpumep AOKYMEHTbI KPYMHbIM LWPU(TOM
unu wpudTtom bpanna. 3soHuTte no Homepy 1-800-870-8786 (nMuHna TTY:

711). Takune ycnyru npegoctasnsaoTcs 6ecnnaTtHo.

Mensaje en espaiiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-800-870-8786
(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 (TTY: 711). Estos servicios son gratuitos.

Tagalog Tagline (Tagaloq)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa
1-800-870-8786 (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-
870-8786 (TTY: 711). Libre ang mga serbisyong ito.

uiinlaiiniEn v (Thai)

Tdsansu: wnaasasnisaNuhamdaiuamsuann nsa InsdwildAvunea
1-800-870-8786 (TTY: 711) uanainil densanlvanudiaindalazuiniseig 4
fuduyaraniinuing 1y 1an&TEe 9 .
ifludnesiusaduazianasiinvadidnesauiaiua naaninsdwiildnwineaa 1-
800-870-8786 (TTY: 711) LifiATdnad nduusnisinanil

Mpumitka ykpaiHcbkoto (Ukrainian)

YBAIA! Akwo Bam noTpibHa gonomora BaLlo pigHOK MOBOI, TeNedoHynTe Ha HoMep
1-800-870-8786 (TTY: 711). JTtogn 3 0BMEXEHNMUN MOXKINBOCTAMM TAKOX MOXYTb
cKopucTaTucs AONOMiKHMMUK 3acobamm Ta nocrnyramu, Hanpuknaa, oTpumaTi
AOKYMEHTU, HagpyKkoBaHi WwpudTtom bpanns ta senuknm wpudtom. TenedoHynTe Ha
Homep 1-800-870-8786 (TTY: 711). Lli nocnyrn 6e3KOLWTOBHI.

Khau hiéu tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro giup bang ngén ngir ctia minh, vui long goi sb
1-800-870-8786 (TTY: 711). Chang tbi cling hé tro va cung cap céac dich vu danh cho
ngwdi khuyét tat, nhw tai liéu bang chi néi Braille va chi khd Ién (chir hoa). Vui long
goi sb 1-800-870-8786 (TTY: 711). Cac dich vu nay d&u mién phi.
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