\ SONOMA COUNTY
u DEPARTMENT OF HEALTH SERVICES

BEHAVIORAL HEALTH DIVISION

Department of Health Services, Behavioral Health Division
(DHS-BHD) clients 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:
Grievance Coordinator
2227 Capricorn Way, Suite 207
Santa Rosa CA 95407-5419

Phone: 707-565-7895 or 1-800-870-8786
TTY: 1-800-735-2929 or 711

2227 Capricorn Way, Suite 207 Santa Rosa, CA 95407
« phone (707) 565-4850 -+ fax (707) 565-4892




CLIENT RIGHTS
As a client of DHS-BHD, you are entitled to:

e Be treated with dignity, respect and the utmost
consideration for your privacy;

e Services provided in a safe environment;
e Request free interpreter services;

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

e Request a change of provider, a second opinion, or a
change in level of care;

e Participate in decisions regarding your health care,
including the right to refuse treatment;

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

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

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

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

2227 Capricorn Way, Suite 207 Santa Rosa, CA 95407
« phone (707) 565-4850 -+ fax (707) 565-4892



SONOMA COUNTY
BEHAVIORAL HEALTH
DIVISION GRIEVANCE

Information and form are
located at:
http://sonomacounty.ca.qgov/H

DHS-BHD is committed to
finding solutions to the issues
you may encounter when
receiving behavioral health
services. DHS-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 DHS-BHD Medi-Cal
beneficiaries. For questions or
assistance with filing a
grievance, or an appeal, please
call:

Grievance Coordinator
Phone: 707-565-7895 or
1-800-870-8786
TTY: 1-800-735-2929 or 711

ealth/Behavioral-Health/Medi-

Cal-Informing-Materials/

FILING A GRIEVANCE

Grievance filers are encouraged
(but not required) to discuss their
grievance with DHS-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
DHS-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 90 calendar days, DHS-
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.
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APPEALING A NOTICE OF
ADVERSE BENEFIT
DETERMINATION

DHS-BHD Medi-Cal
beneficiaries have the right to file
an appeal within 60 calendar
days of the Notice of Adverse
Benefit Determination (NOABD)
issuance.

NOABDs are issued when DHS-
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
beneficiary’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 DHS-BHD
by the beneficiary, or their
authorized representative.

A written acknowledgement of
the appeal will be sent to the
beneficiary within 5 calendar
days of receipt.

The appeal will be reviewed and
a written Notice of Appeal
Resolution (NAR) will be
provided to the beneficiary within
30 calendar days of the appeal
receipt.

DHS-BHD may extend the
resolution timeframes for
appeals by up to 14 calendar
days, if either of the following
conditions apply: the beneficiary
requests the extension; or DHS-
BHD determines there is a need
for additional information and
explains how the delay is in the
beneficiary’s best interest.

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

(continued)

FILING A STATE HEARING

DHS-BHD will resolve the appeal
as expeditiously as the
beneficiary’s health condition
requires and in no event extend
resolution beyond the 14 calendar
day extension.

Expedited Appeal:

An expedited appeal may be
requested if the beneficiary or their
provider decides that a standard
appeal could seriously jeopardize
the beneficiary’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 beneficiary no later
than 72 hours after receipt.

Timeframes for expedited appeals
can be extended for up to 14
calendar days.

DHS-BHD Medi-Cal
beneficiaries have the right to
request a State Hearing.
Beneficiaries must exhaust the
DHS-BHD appeal process prior
to requesting a State Hearing.

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

The beneficiary has 120
calendar days from the NAR
date to request a State Hearing.
If the beneficiary 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.
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FILING A STATE HEARING
(continued)

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 CLIENTS

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 DHS-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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http://www.bbs.ca.gov/

GRIEVANCE / APPEAL / EXPEDITED APPEAL FORM

Today’s
Date: | | Grievance | Appeal | Expedited Appeal

Name of
Client: Birthdate:

Address:

City Zip

Phone: Email

Name of Legal
Guardian/Conservator:

Name of Service
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
Name: to Client:

* 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.

MHS 406 (07-20)



Please explain how you have tried to resolve the issue.

What would you consider a proper solution to this issue?

Return completed form to the receptionist or

Mail to: Grievance Coordinator

2227 Capricorn Way, Suite 207, Santa Rosa, CA

95407-5419
Phone: (707) 565-7895 TTY: 1-800-735-2929 or 711
Staff Exempt: Grievance resolved by end of next
Use business day following the date of receipt.
Only: Non-Exempt: Grievance not resolved by end of

next business day following the date of receipt.

NOTE: Forward all Exempt and Non-Exempt Grievances

immediately to Grievance Coordinator.

MHS 406 (07-20)




LANGUAGE ASSISTANCE

English
ATTENTION: If you speak another language, language

assistance services, free of charge, are available to you. Call
24/7 toll-free 1-800-870-8786 toll free number or 707-565-
6900 (TTY: 1-800-735-2929 or 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 707-565-
6900 or 1-800-870-8786 (TTY: 1-800-735-2929 or 711).

Espanol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia linguistica. Llame al 7-800-
870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or 711).

Tiéng Viét (Viethamese)

CHU Y: Né&u ban noi Tiéng Viét, cé cac dich vu hé tro ngdn
nglr mién phi danh cho ban. Goi sb 7-800-870-8786 or 707-
565-6900 (TTY: 1-800-735-2929 or 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 7-800-870-8786 or 707-565-6900 (TTY:
1-800-735-2929 or 711).

OI'

Sl (Korean)

Z=9|: ot 0| F ALBSIA= 8%, 210 X|& MH[AZE FRE
O| 85t = J}ELICt. 1-800-870-8786 or 707-565-6900
(TTY: 1-800-735-2929 or 711) HO 2 H3}S| TMA| 2.




22 (Chinese)
00 : 000000000 ,0000000O0oOoo0ooOooaa.,

000 7-800-870-8786 or 707-565-6900 (TTY: 1-800-735-
2929 or 711).

Swjtptbu (Armenian)

NFCUNYNFGE3NFL' Greb ununwd Gp hwjbptu, www a6q
wuyswp Ywpnn G tnnpwdwnnyb) (Gouywu wewygniejwu
SwnwjnLrynLtuutp: 2Qwugqwhwnbp 7-800-870-8786 or 707-
565-6900 (TTY: 1-800-735-2929 or 711).

Pycckum (Russian)

BHAMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM SA3blKe, TO BaMm
OOCTYNHbl 6ecnnaTtHble ycnyrn nepesoga. 3BoHuTe 7-800-
870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or 711).

4 (Farsi)
L (sl 081 iy ey (Al gt i€ o KIK b gLy 40 R rda g
1-800-870-8786 or 707-565-6900 (TTY: 1-800- L .28k = a8 3
2% el 735-2929 or 711)

B4EE (Japanese)

IERE: BAEZEINSGE. EHOEEXEEZ CFIH
W=7f=ITE 9, 7-800-870-8786 or 707-565-6900 (TTY: 1-
800-735-2929 or 711) £T. BBEEICTITEL =LY,

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog
lus, muaj kev pab dawb rau koj. Hu rau 7-800-870-8786 or
707-565-6900 (TTY: 1-800-735-2929 or 711).




YATH! (Punjabi)

s feG A 3t dardt 9= 3 3T s feg AgfesT ReT 3913
et He3 QUsBTU J| 1-800-870-8786 or 707-565-6900 (TTY:
1-800-735-2929 or 711) 3 & I |

4 2l (Arabic)
ol el g A salll sacluall Ciladd il 3 Caaats cuS 13 +ids sale
1= a8l acall s a8 5) 1-800-870-8786 or 707-565-6900 ai s o
800-735-2929 or 711
&<t (Hindi)

& ¢ If 377 &< Jiad € < 3T forg qud § HIST JeridT
J9TE IUAR B | [1-800-870-8786 or 707-565-6900 (TTY: 1-
800-735-2929 or 711) W HId B3|

A lng (Thai)
Bou: AAmwae noaaaunsa [Busnisthoimdamenie e

Tns 1-800-870-8786 or 707-565-6900 (TTY: 1-800-735-2929
or 711).

i2i(Cambodian)

707-565-6900
(TTY: 71-800-735-2929 or 711)4

WI9990 (Lao)

YU0g90: 1999 WIS MWIZI 990, PIVO 5 NIVQOBCH D0V
W), oo & ¢ yo o,

el LI W owle v . s 1-800-870-8786 or 707-565-6900
(TTY: 1-800-735-2929 or 711).
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