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DEPARTMENT OF HEALTH SERVICES

NOTICE OF ADVERSE BENEFIT DETERMINATION
About Your Treatment Request

Date

Beneficiary's Name Treating Provider's Name
Address Address

City, State Zip City, State Zip

This notice lets you know that Sonoma County Behavioral Health Mental Health Plan
(the MHP) has determined that your mental health condition does not meet the medical

necessity criteria to be eligible for Specialty Mental Health Services (SMHS).
Using plain language, insert a clear and concise explanation of the reason(s) for

the decisions, and the clinical reason(s) for the decision regarding medical
necessity

Per the Code of Federal Regulations, Title 42, Section 438.400(b)(3), the MHP may
deny in whole, or in part, a beneficiary’s request for service(s) when the beneficiary does
not meet medical necessity for SMHS (Title 9, Ch.11, Sections

1830.205/1830.210).

Although you do not qualify for SMHS, you may be able to receive non-specialty mental
health services from Health Plan or Entity responsible for mental health services, e.g.,
physical health care provider. You can call them at telephone number.

If applicable, insert additional action taken by the Mental Health Plan to
coordinate care and/or additional follow-up needed by the Member

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.

If you are currently getting services and you want to keep getting services 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 mental health plan says services will be stopped or
reduced.
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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).

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

Enclosures:
“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
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 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 TAGLINES

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) el sl

8786-870-800-1 — Juailé cclialy e lusall ) cania) 13): oLG¥1 a5 OF 1-707-565-6900. Haxall s claclusall Ungf 5 5
i Ayl Ay Al laiinall Jia e Y (553 GaladS (TTY: 711) 8786-870-800-1 = Jusil, i Ladll 5 or 1-707-565-
6900 (TTY: 711). 4slas Claadll oda,

(Armenian) Zugkpti whwwy

NhcU Nk E3NhL: Bph 2tq ogunipniu £ hwupljuynp QEp 1Eqyny, quuquhwptp 1-800-870-8786 or 1-707-
565-6900 (TTY: 711): Gut twl odwunul vhgngutp nt Swnwynipmnitttp hwpdwinudnipinit niitignn wtdwg
hwdwnp, ophtiwl]® Fpwjh gqpunhwny nt jungnpunun uyugpyusd Wynipkp: Quitquhwpbkp 1-800-870-8786 or 1-
707-565-6900 (TTY: 711): Uy bwnwynipjniubptt wmt&wp L

(Cambodian) Un&itn ithm anies

Sam: 15/ 5 MINSW MMAan IUNHM Y §IRIN1STINES 1-800-870-8786 or 1-707-565-6900 (TTY:
7114 SSW SH 1UNAY ENU NSOMI ZEMNMAMINIINHSINN OEURNSAMITES
YAFIIIINHAINYE SHGIRTSREIRY SN UMIuS 1-800-870-8786 or 1-707-565-6900
(TTY: 711 ih APy SIS SAnIYt ~ wH

(Chinese) {E{&HXIRIE

BIE  NREFELUEHAIBIZHESE), B3 1-800-870-8786 or 1-707-565-6900 (TTY: 711), H /AR HE
YRR A TR, AIINE XHBERATHRIEE, BEAFEEHE, BEEE 1-800-870-8786 or 1-707-
565-6900 (TTY: 711), XLRFEERZEN,

(Farsi) s gl 4 clhae

8786-870-800-1 L caiS il 2 Sl 258 gy 4wl sa e Rl ansior 1-707-565-6900 (TTY: 711) ciless 5 eSS, 2,80 Gl
8786-870-800-1 L. ol asn 50 8 « B g b pla 5 o bad sladis aiile «ul glas (sl s 3 1 o seadie 01 1-707-565-6900
(TTY: 711) xpdae 430 ) 980, lard ol 3 80 b,

(Hindi) f&d} Swremg=

T & 3R 3MTUhT Ut HTNT H YETIdT i TIRIDhdl @ dl 1-800-870-8786 or 1-707-565-6900 (TTY: 711) TR
DI B | AT ATt AT b oY TETaaT 3R FaTg, S 9 3R g fife & it gxaas Suasy 81 1-800-870-
8786 or 1-707-565-6900] (TTY: 711) W HId B3 | T Jand f: Yo 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) H#&:E

FEBARGE ’C@ﬁﬂ?\ﬁ‘/ \%a 413 1-800-870-8786 or 1-707-565-6900 (TTY: 71)~ABBEFEL LS W, AFDE
B F OHERERRAR L Kib‘\,\%zta%% DHEDI=HDOHY—ERELEAELTWET, 1-800-870-8786 or 1-707-
565-6900 (TTY: 71)~NBEBHEL 7SV, IO —ERIERITIRHL TWE T,

(Korean) e=-0{ Ef 12}l

[OAtE: Hote| Q02 =S Bt A O A|H 1-800-870-8786 or 1-707-565-6900 (TTY: 711) HE 2
ZOISHA| R, FAILE 2 2AtE & M 20| o7t e 252 /e =21 MH|AZ 0|8 7t L T 1-
800-870-8786 or 1-707-565-6900 (TTY: 711) HHO 2 ZO|6IAA| Q2. 0|2{st MH| A= B2 2 M ZEL|C}

(Laotian) ccunlowazanao

Uen0: ‘mm‘mmegm1)evowQoecma?vwvsveagmm‘lm’?mm')cu 1-800-870-8786 or 1-707-565-6900 (TTY: 711).
995609008 CHDCCITNIVVINIVTISVHVWNIV CQLCONTIIMNCTVENIDVVVCIL :5loRulne Witnmacd 1-
800-870-8786 or 1-707-565-6900 (TTY: 711). 'mDuomvcm‘;Dumsgcs;em?gzme?og.

(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) darst 2arsréts
Tgt{»ﬂ?ﬂ%@ A 378 U3 g feg Hee ©t B33 J 3F I8 F9 1-800-870-8786 or 1-707-565-6900 (TTY:
711).»&@?[@308@1%@31»@)%@@,1?%1‘&% ﬂ—ammm < Gumey I8 918

Fd 1-800-870-8786 or 1-707-565-6900 (TTY: 711). fod A=<l He3

(Russian) Pycckun cnoraH

BHMMAHWE! Ecnn Bam Hy>kHa NOMOLLb Ha BalleM pOAHOM A3blke, 3BOHUTE Nno Homepy 1-800-870-8786 or 1-707-
565-6900 (nuHna TTY: 711). Takke NpegocTaBnsOTCa CpeacTsa U yenyrn ans nogen ¢ orpaHnYeHHbIMN
BO3MOXHOCTSIMU, Hanpumep AOKYMEHTbI KpynHbIM WpndToM nnu wpndtom bpannsa. 3soHuTte no Homepy 1-800-
870-8786 or 1-707-565-6900 (nuHmna TTY: 711). Takme ycnyrn npegocrasnsaTca 6ecnnartHo.

(Spanish) Mensaje en espafiol

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.

(Thai) wiinlanunlve
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‘Iﬂsmmm:!mnﬂmm"aamsmwmjgﬂmﬁaL‘ﬂuma:rmamm!ns,m'l’imsﬁwm‘vlﬂﬁumﬂmw!1-890-870-8786 or 1-
707-565-6900 (TTY: 711) uananallldensanlianuhiavdavuazuinisenelqamduunaaniauinisiizu!
lana1senelq illudnesiusaduaziangsiinvisadmdnwsauaug! nsanInsdwriluAvinaaal1-800-
870-8786 or 1-707-565-6900 (TTY: 711) LufiA1d:asniuusnaisiviaiil!

(Ukrainian) MpumiTka yKkpaiHCbKOIO

YBAIA! Akwo Bam noTpibHa gonomora BaLlo pPigHOK MOBO, TenedoHynTe Ha Homep 1-800-870-8786 or 1-
707-565-6900 (TTY: 711). Jltogn 3 0OOGMEXEHNMN MOXKITMBOCTAMMN TAKOX MOXYTb CKOPUCTATUCS LOMNOMIXKHUMMN
3acobamu Ta nocnyramu, Hanpvknag, oTpumaT AOKYMEHTU, HaapyKoBaHi WpudTom Bpanna tTa Benukum
WwpudTom. TenedoHynte Ha Homep 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Lli nocnyrn 6e3KOLTOBHiI.

(Vietnamese) Khau hiéu tiéng Viét

CHU Y: Néu quy vj can tro gitip bang ngdén ngl¥ ctia minh, vui ldng goi sé 1-800-870-8786 or 1-707-565-6900
(TTY: 711). Chung t6i ciing hd trg va cung cép cac dich vu danh cho nguwoi khuyét tat, nhw tai liéu bang chi ndi
Braille va chi¥ khé Ién (chi hoa). Vui long goi sé 1-800-870-8786 or 1-707-565-6900 (TTY: 711). Cac dich vu nay
déu miéen phi.
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