NOTICE OF ADVERSE
BENEFIT
SAN BERNARDINO

Behavioral Health DETERMINATION
COUNTY DELAY IN

GRIEVANCE/APPEAL

(NOABD-E)
Date:
To: Medi-Cal #:
From:
Issuing Clinic Issuing Clinician

The Mental Health Plan (MHP), San Bernardino County (County) Department of
Behavioral Health (DBH) has not processed your:
[] Grievance [ ] Appeal [ | Expedited Appeal (on time)

Our records show you made your request on:

You requested:

We apologize for the delay in addressing your request. As we work on processing your
request, we hope to provide you with a decision soon.

If your request was about the denial of services or a change in the mental health
services you received from the MHP, and you do not want to wait for our
decision, you may request a state fair hearing to consider the denial or change.
You may also ask that the state fair hearing consider the reasoning for the
delayed response.

You may ask to arrange for an external medical review of your appeal. This review will
be at no cost to you. To do this, you may call and talk to a representative of the County
DBH at (888) 743-1478 or write to:

Access Unit, 303 E. Vanderbilt Way, 3" Floor, San Bernardino, CA 92415-0026.

You have the right to access your case file, including medical records, other documents
and/or records, and any new or additional evidence considered, relied upon, or
generated by DBH in connection with the appeal of an adverse benefit determination.
This information will includes medical necessity criteria, and any processes, strategies,
or evidentiary standards used in setting coverage limits. If requested, this information
will be provided free of charge and sufficiently in advance of the resolution timeframe.
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You have the right to request to continue your benefits, pending the resolution of an
appeal. This request must be made within 10 calendar days of the date marked on the
Notice of Adverse Benefit Determination form.

Your benefits will continue if all of the following are met: 1) you file the request for an
appeal within 60 days of the date of this notice; 2) the appeal involves the termination,
suspension, or reduction of previously authorized services; 3) the services were ordered
by an authorized provider; 4) the period covered by the original authorization has not
expired; and 5) you requested to have your services continue within 10 calendar days of
the date of this notice.

If you have questions about this notice, including how to access you case file or how to
file to continue services, you may call and talk to a representative of the County DBH at
(888) 743-1478 or write to:

Access Unit, 303 E. Vanderbilt Way, 3™ Floor, San Bernardino, CA 92415-0026.
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State Fair Hearing Process

How to File For a State Fair Hearing after an Appeal:

If you asked for an appeal after receiving the Notice of Adverse Determination form and
you do not agree with the appeal decision, you have the right to ask for a state fair
hearing. You must ask for a hearing no later than 120 days from the date on the front of
the Notice of Adverse Determination Form.

How to Continue Your Services during the State Fair Hearing Process:

If you have previously requested to continue your services while you applied for an
appeal, your services will continue during the state fair hearing process, if all of the
following are met:
¢ You filed the request for an appeal within 60 days of the date of on the Notice of
Adverse Determination Form
e The appeal involves the termination, suspension, or reduction of previously
authorized services
e The services were ordered by an authorized provider
e The period covered by the original authorization has not expired
e You requested to have your services continue within 10 calendar days of the
date on the Notice of Adverse Benefit Determination.

To Keep Your Same Services While You File For A State Fair Hearing:

e You must have previously filed for an appeal and asked to continue your services
within 10 days from the date marked on the Notice of Adverse Determination
Form.

e If you requested to continue your services during the appeal process, your Medi-
Cal mental health services will stay the same until one of the following occurs:

o You withdraw the appeal or state fair hearing request

o You fail to request continuation of services within the allotted timeframe

o You receive a decision on your state fair hearing that upholds the original
decision on the Notice of Adverse Benefit Determination form.

State Regulations Available
State regulations, including those covering state hearings, are available at your local
county welfare office.

To Get Help

You may get free legal help at your local legal aid office or other groups. You can ask
about your hearing rights or free legal aid from the Public Inquiry and Response Unit:

e Call toll free: 1-800-952-5253.
e If you are hearing impaired and use TDD, call: 1-800-952-8349
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State Fair Hearing Process

Authorized Representative

You can represent yourself at the state hearing. You can also be represented by a
friend, an attorney or anyone else you choose. You must arrange for this representative
yourself.

Information Practices Act Notice (California Civil Code Section 1798, et. seq.). The
information you are asked to write on this form is needed to process your hearing
request. Processing may be delayed if the information is not complete. A case file will
be set up by the State Hearings Division of the Department of Social Services. You
have the right to examine the materials that make up the record for decision and may
locate this record by contacting the Public Inquiry and Response Unit (phone number
shown above). Any information you provide may be shared with the mental health plan,
the State Department of Public Social Services and with the U.S. Department of Health
and Human Services (Authority: Welfare and Institutions Code, Section 14100.2).

HOW TO ASK FOR A STATE HEARING

The best way to ask for a hearing is to fill out the “HEARING REQUEST” form on the
following page. Make a copy of the front and back for your records, then send to the
form to the address below; or call 1-800-952-5253, and TDD 1-800-952-8349 for
hearing impaired; or submit a request online at
https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx

California Department of Social Services
State Hearing Division

P.O. Box 944243, Mail Station 9-17-37
Sacramento, CA 94244-2430
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State Fair Hearing Process

HEARING REQUEST

| want a hearing because of a Medi-Cal related action by my Mental Health Plan, San
Bernardino County Department of Behavioral Health.

[] Check here if you want an expedited state hearing and include the reason below.

Here’s why:

[[] Check here and add a page if you need more space.

My Name: (print)

My Social Security Number:

My Address: (print)

My Phone Number: ( )

My Signature: Date:

| need an interpreter at no cost to me. My language or dialect is:

| want the person named below to represent me at this hearing. | give my permission
for this person to see my records and to come to the hearing for me.

Name: (print)

Address: (print)

Phone Number: ( )
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English
ATTENTION: If you speak another language, language assistance services, free of
charge, are available to you. Call 1-888-743-1478 (TTY: 711).

Espafiol (Spanish)
ATENCION: Si habla espaniol, tiene a su disposicidon servicios gratuitos de asistencia
linglistica. Llame al 1-888-743-1478 (TTY: 711).

Tiéng Viét (Vietnamese) i i
CHU Y Néu ban néi Tieng Viét, cé cac dich vy ho trg ngén ngit mien phi danh cho ban.
Goi s0 1-888-743-1478 (TTY: 711).

Tagalog (Tagalog— Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa 7-888-743-1478 (TTY: 711).

gt=04 (Korean)
Zo|: 3H20{E AFFHAlE B2, 9101 K| MHIAE 222 0|54l 4 l&LCH
1 L=

888-743-1478 (TTY: 711)H

ZHE R (Chinese)

AR WMREEHER T B DREEGHES RIS - 352 1-888-743-1478
(TTY: 711) -

Zuytpkl (Armenian)

NPTUALNRESNPL Bpb fununid bp huykphkl, wuyyw dkq win]&wp Jupng b
npudwnpyly (kquljut wowlgnipjub Swnwynipjniutp: Quuquhwpkp
1-888-743-1478 (TTY (htnunhuy) 7717):

Pyccknii (Russian)

BHUMAHMUE: Eciu BbI roBOpUTE Ha PyCCKOM SI3bIKE, TO BaM JOCTYIIHbI O€CIUIaTHBIE YCIYTH
nepeBoja. 3Bouute 1-888-743-1478 (reneraiin: 711).

= b ¥(Farsi)

a9 3: 1) o Sy Gl S S5 a5 Sosae Sipmesdin olos
Ld ¢l 20K d ) sa 2

L2 a8\ o el 81.888-743-1478 (TTY: 711) 2 20 & 2 ke

HAZE (Japanese)
HEFIHE: HAEZEINISGE., BROSEXELY ZHHWEZ T £,
1-888-743-1478 (TTY: 711) £ T, BEFEICTIHKE I Z 3V,
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Hmoob (Hmong) LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev
pab dawb rau koj. Hu rau 7-888-743-1478 (TTY: 711).

YA (Punjabi)
fimrs o8 7 37 < A S8 I, 37 3 g foos AgfesT A or 3973 S Hes Gusfa
J| 1-888-743-1478 (TTY: 711) '3 & I |

4 22 J(Arabic)

adyadia 3 el sd) dlg 5daa) Decluadlclod ol 8l IS Gaad e S0 dlksala
1-888-743-1478

)adde sloi Iome dsdls: 717 )

R (Hindi) et & afg 3ma RSy avere § &t 3mods forw et 31 #1797 HETraT HaTd 3ueretr
&1 1-888-743-1478 (TTY: 711) WX i |

mulne (Thai)

Fou: Srauyanm Ineguannsalsusmssromaenianmlans Ins 1-888-743-1478 (TTY: 711).

i2i (Cambodian)
EJLIJ‘:;} 'p) I{jDﬁJSTI’m:—:I‘HSUﬂLU ﬁﬁﬁﬂl@ , INﬁ&’%Uﬁ:ﬁSSﬁﬁ‘lm mUJ‘I:TSﬁﬁ;:EU
AHFGENSON 0 011 10H™Y G g 105 1-888-743-1478 (TTY: 711)

WI99990 (Lao)

{U0990L: 1909 VIVCBNWIFI 290, NIVVINIVROBCTDAIVWITI, Yoebcsyen,
ccovBweanloumn. tns 1-888-743-1478 (TTY: 711).
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