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DEPARTMENT OF HEALTH SERVICES

NOTICE OF ADVERSE BENEFIT DETERMINATION
About Your Financial Liability

Date

Beneficiary's Name Treating Provider Name
Address Address

City, State Zip City, State Zip

RE: Service requested

Sonoma County Behavioral Health Mental Health Plan (the MHP) has denied your
dispute of financial liability regarding

insert a description of the disputed financial liability (e.g., cost-sharing,
co-insurance, other liabilities)

This is because

[Using plain language, insert a clear and concise explanation of the reasons for the
denial. If further information is need, indicate what further information is needed
and/or additional steps need be taken, if necessary.]

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 the Sonoma County Behavioral Health (SCBH) Access Team 24/7 at
1-800-870-8786 (toll-free) or 707-565-6900.

The Plan can help you with any questions you have about this notice. For help, you may
call the SCBH Access Team (24/7) at 1-800-870-8786 (toll-free) or 707-565-6900. If you
have trouble speaking or hearing, please call TTY number 1-800-735-2929 or 711 for help.

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

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

Signature

Enclosed: “Your Rights”
Language Assistance Taglines
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DEPARTMENT OF HEALTH SERVICES

YOUR RIGHTS UNDER MEDI-CAL

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

IF YOU DO NOT AGREE WITH THE DECISION MADE FOR YOUR MENTAL
HEALTH OR SUBSTANCE USE DISODER TREATMENT, YOU CAN FILE AN
APPEAL. THIS APPEAL IS FILED WITH YOUR PLAN.

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 your Plan 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. The Plan will provide you with free assistance if
you need help.

e To appeal by phone: Contact Sonoma County Behavioral Health Grievance
Coordinator by calling 707-565-7895 (Mon-Fri 8am-5pm) or calling 1-800-870-
8786 (toll-free) 24/7. Or, if you have trouble hearing or speaking, please call 1-
800-735-2929 or 711.

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

Sonoma County Behavioral Health
C/O Grievance Coordinator

2227 Capricorn Way, Suite 207
Santa Rosa, CA 95407-5419

Your provider will have appeal forms available. The MHP can also send a form to
you.
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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 your Plan
to review. Your appeal will be reviewed by a different provider than the person who
made the first decision.

Your Plan 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 Plan has decided. If you do
not get a letter with The Plan’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
your Plan 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://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx

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

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
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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 Plan
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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LANGUAGE ASSISTANCE

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.

(Arabic) il 4 aly

8786-870-800-1 — Juailé cctlinly saclLusall ) iaial 1) oLyl a3 OF 1-707-565-6900. lesdll s cilacluall Uil 3 6%
Ja A3y jhay 4 giSall Clatial) Jin dlleY) 555 palad (TTY: 711) 8786-870-800-1 = Jusail, ,uS)) Ladll s or 1-707-565-
6900 (TTY: 711). 4xilae Claddl) o2a,

(Armenian) Zuytpkt whwwl

NhcUM NP E3NPL: Bph 2tq ogunipniu E hwpljuynp Qbp 1Eqyny, quuquhwptp 1-800-870-8786 or 1-707-565-
6900 (TTY: 711): Yut twl odwunul] Uhgngubp nt Swnwympiniuutp hwydwinudnipini niitignn wdwug hwdwp,
ophtiwy® Fpwyh gpunhwny nt junpnpunun myuqpus yniphp: Quiaquhwpbkp 1-800-870-8786 or 1-707-565-
6900 (TTY: 711): Uy Swnuynipjniuitint wuddwp G:

(Cambodian) WaitNItNM ani2d

Gam: 105 (51 MISSW MM IUNHR Yy §idf)1S11Ue 1-800-870-8786 or 1-707-565-6900 (TTY:
7114 SSW SH 1UNAY ENU NSOMI ZEMNMAMINIINHAINN OEUNSOMITES
YAFIIIAINHSINYE SHGIRSREIRY SIiUMIUS 1-800-870-8786 or 1-707-565-6900 (TTY:
711 N FRYSIHISBSARIN - wy

(Chinese) {E{&HXIRIE

BIE  NREFELUEHAIBIZHESE), B3 1-800-870-8786 or 1-707-565-6900 (TTY: 711), HB/NERIRHE ST
RN THIEBIMRS, e XAHEERAKFTAHRESE, HEAERARN, BEE 1-800-870-8786 or 1-707-565-
6900 (TTY: 711), XLRFBE =R TN,

(Farsi) b o) 4 clhaa

8786-870-800-1 L caiS il 0 Sl 258 gy 4wl i s Rl aasior 1-707-565-6900 (TTY: 711) claxd 5SS, 2,80 il
8786-870-800-1 L. ol a5m 5 3 o83 ciyon bipla 5 o s (slaass sl cCulglaa (o) 1 2 81 (a sem3e 01 1-707-565-6900
(TTY: 711) xisdae 4) 0801 Slard oyl 3 180 ulai,

(Hindi) &} Swremg=

&7 < 3R YS! 3T HINT H TeTIdT P TIIHdT g dl 1-800-870-8786 or 1-707-565-6900 (TTY: 711) TR
DI P | LI AT AN b FoIT FeradT 3R JaTy, O i 3R 9 flie 7 off c&dael Iueis g1 1-800-870-
8786 or 1-707-565-6900] (TTY: 711) TR BHid B3 | T Yamd (7: Yeb B

(Hmong) Nge Lus Hmoob Cob

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.
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(Japanese) BAFERED

FEBAARBTCORHABERIZE (L 1-800-870-8786 or 1-707-565-6900 (TTY: 71~AEBECZE W, AFOER
CXFDILARTTREE, BHAWEBFELORDEZHOY—ERLHAEBELTWET, 1-800-870-8786 or 1-707-565-
6900 (TTY: 71N~BEBFEL 7SV, ML DY —ERFERTRHBLTWET,

(Korean) gt=0{ Ef 1210l
FOAtet: o] o2 =2 Bt A O A 1-800-870-8786 or 1-707-565-6900 (TTY: 711) HOZ EO|SHA AL,
HALE 2 X2 & AL 20| Zoi7t

Ue Z5= e =1 MEH 2k 0|8 7S LTt 1-800-870-8786 or 1-
707-565-6900 (TTY: 711) He 2 FOISIHA| . O|2{gt MH| A= R 2 E NS & L L

(Laotian) ccunlowagnaro

Uenao: ﬁ“‘)Uhvm”af)‘n‘)1)aomuzioec&“e?vwmvaegdvv?m’?mm‘)cﬁ 1-800-870-8786 or 1-707-565-6900 (TTY: 711).
95609008 CHBCCILNIVVINIVTITVH VNIV c§‘uce{7z:m)ﬁcﬁbénaabnbccozﬁ?m@b?mé TontvmacS 1-800-
870-8786 or 1-707-565-6900 (TTY: 711). PIO3NIchabve o lga98 109,

(Mien) Mien Tagline

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.

Punjabi) drrst 2amsTets y _
%u»ﬂ?ife‘@: H 308 ¢yt g 199 Hee ©f 33 J 3T I8 FJ 1-800-870-8786 or 1-707-565-6900 (TTY; 711).
WU B B ATTEST »13 Ao, i i 98 »13 1l surdl &9 TA3<H, <1 Busey I8 98 9d 1-

800-870-8786 or 1-707-565-6900 (TTY: 711). ffd AR HE3 TG

(Russian) Pycckumn cnoraH

BHUMAHWE! Ecnun Bam Hy>XHa NOMOLLb Ha BawleM pogHOM SA3blke, 3BOHUTE no Homepy 1-800-870-8786 or 1-707-
565-6900 (nnHma TTY: 711). Takke NpegoCcTaBNATCA CPeAcTBa U yCnyri Ansa niogen ¢ orpaHnyYeHHbIMU
BO3MOXXHOCTSIMU, HAanpuMep AOKYMEHTbI KPYMHbIM LWPUATOM unu wpudtom bpanns. 3soHuTe no Homepy 1-800-
870-8786 or 1-707-565-6900 (nuumna TTY: 711). Takme ycnyrn npegocrasnsatotca 6ecnnartHo.

(Spanish) Mensaje en espaiiol

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) Tagalog Tagline

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.
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(Thai) wiinlaiae v .
Tdsansu:vinaasasnisanuhamialiuniwaasqalnsaninsdwriladAivineaal1-800-870-8786 or 1-
707-565-6900 (TTY: 711) uananallldensanlianuhiawdauazuinisenelqamduunaaniauinisiiu!
lana1senelq illudnesiusaduaziangsninvimaddnesaualug! nsanInsdwiladvivanaian!1-800-870-
8786 or 1-707-565-6900 (TTY: 711) Lufia1d3nasnsuusnaisiviaiil!

(Ukrainian) MpumiTka ykpaiHCbKOIO

YBAIA! Akwo Bam noTpibHa gonomora BaLlO pPigHOK MOBOI, TenedoHynTe Ha Homep 1-800-870-8786 or 1-707-
565-6900 (TTY: 711). Jltogm 3 06MEXEHUMN MOXKITMBOCTAMM TAKOX MOXYTb CKOPUCTATUCS LONOMIKHMMM 3acobamu
Ta nocnyramu, Hanpuknag, oTpumMaTu JOKYMEHTU, HagpyKoBaHi LWpudTom bpannsg Ta BenMkuM LLPUGTOM.
TenedoHynTe Ha Homep 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Lli nocnyrn 6€3KOLUTOBHI.

(Vietnamese) Khau hiéu tiéng Viét

CHU Y: Néu quy vij can tro gitip bdng ngdén ngl¥ ctia minh, vui ldng goi sb 1-800-870-8786 or 1-707-565-6900 (TTY:
711). Chung t6i cling hd tro' va cung cap cac dich vu danh cho ngwdi khuyét tat, nhw tai liéu bang chiv néi Braille va
ch@ khé 16n (chir hoa). Vui long goi sb 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Céac dich vu nay déu mién
phi.
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