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[bookmark: NOTICE_OF_ADVERSE_BENEFIT_DETERMINATION]NOTICE OF ADVERSE BENEFIT DETERMINATION
[bookmark: About_Your_Treatment_Request]About Your Treatment Request

[bookmark: [Date]][Date]

[bookmark: [Member’s_Name]_________________[Treatin][Member’s Name]	[Treating Provider’s Name]
[Address]	[Address]
[City, State Zip]	[City, State Zip]

[bookmark: RE:_[Service_requested]]RE:	[Service requested]
[Name of requesting provider] has asked Los Angeles County Department of Mental Health to approve payment for the following service, which you already received: [Service requested]. The Plan has denied your provider’s request for payment. The reason for the denial is [Using plain language, insert for the following three requirements:
1. A clear and concise explanation of the reasons for the decision;
2. A description of the criteria or guidelines used, including a citation to the specific regulations and authorization procedures that support the action; and
3. The clinical reasons for the decision regarding medical necessity].
Please note: this is not a bill for the service. You are not required to pay for the services you received.
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 LACDMH at (800) 700-9996.
The Plan can help you with any questions you have about this notice. For help, you may call Los Angeles County Department of Mental Health Monday through Friday between 8:30 am and 5:00 pm PST at (800) 700-9996. If you have trouble speaking or hearing, please call TTY/TDD number: 711 anytime for help. 
If you need this notice and/or other documents from the Plan 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 Los Angeles County Helpline for Mental Health and Substance Use Services by calling (800) 854-7771.
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.

[Staff signature (of staff member making determination)]
[Name of Staff Member, Type of Professional Degree]
[Licensure or Job Title]
[Name of Agency or Program]
Enclosed: Your Rights under Medi-Cal Managed Care
Notice of Availability
Member Non-Discrimination Notice
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YOUR RIGHTS UNDER MEDI-CAL

If you need this notice and/or other documents from the
Plan 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 Los Angeles
County Helpline for Mental Health and Substance Use
Services by calling (800) 854-7771.

IF YOU DO NOT AGREE WITH THE DECISION MADE
FOR YOUR MENTAL HEALTH OR SUBSTANCE USE
DISORDER 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 your Plan decided to reduce, suspend or terminate treatment you are
already getting, you have a right to request that the Plan continue providing that
treatment while your appeal is being reviewed. This is called Aid Paid Pending. To
qualify for Aid Paid Pending, you must ask your Plan for an appeal within 10 days from
the date on this letter, or before the date your Plan says the services will stop,
whichever is |ater. Even though your Plan must give you Aid Paid Pending when you
ask for an appeal within these timelines above, you should let your Plan know when you
ask for an appeal that you want to get Aid Paid Pending until your appeal is decided.
You will not be held liable for the cost of continued treatment if the appeal decision
upholds the Plan’s adverse benefit determination.

If you miss the 10-day period to request an appeal OR do not ask for an appeal before
the date your Plan says the services will stop, you still have 60 days from the date of
this Notice of Adverse Benefit Determination letter to ask for an appeal. However, you
will not get Aid Paid Pending while your appeal is being decided.
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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.        To appeal by phone : Contact  the  Los A ngeles County Departmen t   of  Mental Health Patients ’   Rights  Office   between  8:30 am and 5:00   pm   by  calling   (213) 7 38 - 4888 .   Or,   if   you   have   trouble   hearing   or   speaking,   please   call  T T Y : 711      T o   appeal   in   writing :   Fill   out   an   appeal   form   or   write   a   letter   to   your   plan   and   send  it to:   Lo s Angeles County Dep artment of Mental Health Patients ’   Rights Office  510 South Vermont Avenue, 21 st   Floor, Los Angeles, C A 90020           Y our   provider   will   have   appeal   forms   available .   The Los  Ange les County  Department of Mental Health Patients ’   Rights Office   can   also   send   a   form   to  you.     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.  
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          You   must   ask   for   a   State   Hearing   within   120   days   from   the   date   of   the   “Notice   of   Appeal  Resolution” letter. If your Plan continued to provide you with the disputed treatment  during the Plan’s appeal process, you have a right to request that the Plan continue  providing that treatment until there is a decision on your State Hearing.  If you are  currently getting treatment and you want to continue your treatment while your  State Hearing request is being reviewed, you must ask for a State Hearing within  10   days   from   the   date   the   “Notice   of   Appeal   Resolution”   was   postmarked   or   delivered   to  you.   When you   ask   for   a State Hearing,   you   must say   that you want to keep getting your  treatment. You will not be held liable for the cost of continued treatment if the State  Hearing decision upholds the Plan’s adverse benefit determination. You will not have to  pay for a State Hearin g.     You   can   ask   for   a State   Hearing   by   phone,   electronically,   or   in  writing:        By   phone :   Call   1 - 800 - 952 - 5253 .   If   you   cannot   speak   or   hear   well,   please   call   TTY/TDD   1 - 800 - 952 - 8349 .      Electronically :   You   may   request   a   State   Hearing   online.   Please   visit   the   California  Department of Social Services’ website to complete the electronic form:  https://acms.dss.ca.gov/acms/login.request.do      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.       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   fu nction.   Then,   ask   for  an  “expedited hearing”  and provide the letter with your request for a hearing.  
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Second Opinion

Upon your request, you have the right to a second opinion from a qualified health care
professional within or outside of the network at no extra cost.

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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Notice of Availability of Language Assistance Services and Auxiliary Aids and
Services

English
ATTENTION: If you need help in your language call (800) 854-7771 (TTY: 711).

Aids and services for people with disabilities, like documents in braille and large
print, are also available. Call (800) 854-7771 (TTY: 711). These services
are free of charge.

4 ) (Arabic)
(800) 854-7771 » Juaild cslaay Busluall ] ozt 13] 0labYl (22

BgSall Ol o dBlel (595 Lol Sloasdls Clasluall Uil 395 (TTY: 711)
(800) 854-7771 3 Juail . aS)l Lasdly oy &yl

Aslre wleasdl sda (TTY: 711)

3uwjtiptu (Armenian)

NPCUMNPESNRL: Grk Qka oatmpnil k huplujnp b 1kqny, quiiquihwptp

(800) 854-7771 (TTY: 711): Yl b odwtinuly Uhengubp nu

Swnuynipjm tiitp hwpdwbnudnipimb mukgnn whdwbg hwdwp, ophtiwly’ Ppuyh

qpunhwny nt funpnpunun nyugplws yniphp: Ququihwipkp (800) 854-7771
(TTY: 711): Uy dSwnwynipyniiitip win]{wp Gu:

i2i (Cambodian)

Sam: 10HA (81 MINSW M IUNHA YU §ienisiiue (800) 854-7771

(TTY: 711) 4 BSW SN NAY MENU NSAMI ZOMNARANIUITIINHR)INA
AENUNSAMITEN UNSAIIIMNMHRAINYS SMGIRSNRIRN gidnumsiue
(800) 854-7771 (TTY: 711) 1 unNFRySINISiEsAniyIjwy

Sfeh X (Chinese)

S MREFZLUEHENBIRMASE), EEEE (800)854-7771  (TTY: 711),
SONERHHNREATRRS, FMEXNTERA

PR, BEAHEEN, BRE (800) 854-7771 (TTY: 711)» XLFRS
MEREN,
) 215 (Farsi)
ks (800) 854-7771 (TTY: 711) L i€ il 3 S8 55 ) 4 ) s e S s

386G abals 5 diphd claaiis xile «Culglas o) 52 3 i o ade Clasd eSS 3,80
gl ) S, ek ol 80 ol (800) 854-7771 (TTY: 711) L ol smpe
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& (Hindi)

S S 3R SMTIH! ST T B TTI BT SAIIH gl (800) 854-7771 (TTY: 711)
TR I P SR AT AT o foIg e SR Hary, S set

R T2 file 7 +ff axmaw Suas g (800) 854-7771 (TTY: 711) R R

T Jare B3 Yo 81

Hmoob (Hmong)
CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau (800) 854-7771

(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
(800) 854-7771 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.
EZE (Japanese)

AEERAFETOREH BELEEI (800) 854-7771 (TTY: 711) ~BBFEL

Vo SFOERCNFEOLARTRE L, BAVEBHLOADLHOY—EXH A
TUWET, (800) 854-7771 (TTY: 711) ~BBELLEL, IhH0Y
—ERFERTRELTVES,

$t20] (Korean)

SO|AbEE F|Bto| Oloj= £ 22 B AloA|E (800) 854-7771 (TTY: 711)

Moz 2OISHIAIR. FHAILE 2 FALZ & 2AMQt 20| Zoi7t A= 252 et =21t
MHIAZ 0|2 7hs3tL|Ct. (800) 854-7771 (TTY: 711) Ho=
2ot O2fet MH|AE REZ RSE UL

w9999 (Laotian)

NI0: n'nn')uoejmuam.uqoucms?ansvaegmvn‘lm?mmﬂcu (800) 854-7771
(TTY: 711) ej»aov»qoecmecc:)mmu:)mus'muavwmu
cqucamsnumcunanss‘uuuccow?mmu?mv Totwpach
(800) 854-7771 (TTY: 711). NLOSNMVCEIDLGR IO IgR8109.

Mien
LONGC HNYOUV JANGX LONGX OC: Beiv taux meih giemx longc mienh tengx faan
benx meih nyei waac nor douc waac daaih lorx taux (800) 854-7771 (TTY: 711).

Liouh lorx jauv-louc tengx aengx caux nzie gong bun taux ninh
mbuo wuaaic fangx mienh, beiv taux longc benx nzangc-poke bun hluo mbiutc aengx
caux aamz mborqv benx domh sou se mbenc nzoih bun longc. Douc waac daaih lorx
(800) 854-7771 (TTY: 711). Naaiv deix nzie weih gong-bou jauv-louc se
benx wang-henh tengx mv zugc cuotv nyaanh oc.

I'I’T‘l"'ﬁ(Pun]abi)

fimrs 26 7 3T wiuEt I 9 Hee & 33 3 37 I3 J9 (800) 854-7771

(TTY: 711). wWUgH 3 B8 AT w3 AT, R 4 g% w2 A sud
&g oAz, & QUEET I5| B I (800) 854-7771 (TTY: 711).

fog A< Y23 I5|
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Pycckuii (Russian)
BHVIMAHWE! Ecnn Bam Hy)xHa NOMOLLb Ha BalLeM POAHOM A3bIKe, 3BOHUTE M0 HoMepy
(800) 854-7771 (TTY: 711). Taloke NpeaocTaBNATCA cpeacTsa 1
YCRyriA iNA NI0AEi ¢ OrpaHUYEHHBIMI BO3MOXHOCTAMM, HanpUMep AOKYMEHTbI KpYNHBIM
WpncToM Unm wpncbTom bpaiins. 3soHuUTe No Homepy (800) 854-7771 (TTY: 711).

Takue ycnyri npegocTasnsoTea 6ecnnarHo.

Espafiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al (800) 854-7771 (TTY: 711).
También ofrecemos asistencia y servicios para personas con

discapacidades, como documentos en braille y con letras grandes. Llame al

(800) 854-7771 (TTY: 711). Estos servicios son gratuitos.

Tagalog (Filipino’

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa

(800) 854-7771 (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 (800) 854-7771 (TTY: 711). Libre ang mga serbisyong ito.

munlng (Thai)

Tsansu: wnaaasmsauzhamdailunmzasaal nsanTnsdwililvmnaaa
(800) 854-7771 (TTY: 711) u

anannd dowsanlvianuzhamdauazudnisee a damsuyaaaiiiinaufians i
LanaEsE 9 17|nJuﬁnmmiaau.a"lanmsﬂﬂuﬂmuﬁ:é‘nmﬂmﬂmm
nsanTnsdwvililimnaaa (800) 854-7771 (TTY: 711)
ifienlAnesmimsnsmanil

YkpaiHcbka (Ukrainian)

YBATAl £kwo Bam noTpibHa Aonomora BaLLolo pigHO MOBO, TenedoHyinTe Ha HoMep
(800) 854-7771 (TTY: 711). Tlioay 3 0BMEXEHNMIN MOXIIMBOCTAMM TaKOX
MOXYTb CKOPUCTATUCS AOMOMDKHUMM 3acobamu Ta Nocryramu, Hanpuknag, oTpumaTi
OKYMEHTU, HagapykoBaHi LpudTom Bpaiina Ta Benukum wpnudtoM. TenedoHyiite Ha
Homep (800) 854-7771 (TTY: 711). Lli nocnyru 6e3KoLITOBHI.

Tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro gidp bing ngén ngtr ctia minh, vui long goi s&

(800) 854-7771 (TTY: 711). Chuing t8i cing hd tro va cung cép cac dich vu
danh cho ngudi khuyét tat, nhu tai liéu bang chtr ni Braille va chtr khd 16n (chtr hoa).
Vui léng goi sé (800) 854-7771 (TTY: 711). Céc dich vu nay déu mién phi.
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NONDISCRIMINATION   NOTICE     Discrimination   is   against   the   law.   Los Angeles County Department of Mental Health  (LACDMH)   follows   State   and   Federal   civil   rights laws.  LACDMH   does not unlawfully  discriminate, exclude people, or treat   them 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.     LACDMH   provides:        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)        Free   language   services   to   people   whose   primary   language   is   not  English, such as:      Qualified   interpreters      Information   written   in   other  languages     If   you   need   these   services,   contact   Los Angeles County  Helpline for   Mental Health   and   Substance Use  Services  24   hours a day, 7 days a week   by calling  (800)  854 - 77 7 1.   Or, if   you cannot hear or speak well, please call  TTY/TDD number: 711 .   Upon request,   this   document   can be made available to you in braille, large print,  audio, or  accessible electronic formats.  
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    HOW   TO   FILE   A   GRIEVANCE   If you believe that  Los Angeles County Department of Mental Health   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   Los  Angeles County Department of Mental Health   Patients ’   Rights Office   .   You can file  a grievance by phone, in writing, in person, or electronically:        By   phone :   Contact   the   Los Angeles County Department of Mental Health   Monday through Friday between 8:30 am   and 5:00 pm PST   by  call ing  (800)  700 - 9996 .  Or, if you cannot hear or speak well, please call  T T Y : 711 .      In   writing :   Fill   out   a   complaint   form   or   write   a   letter   and   send   it   to:  Los Angeles County Department of Mental Health                                          Patients’ Rights Office                                                                                           510 South Vermont Avenue, 21 st   Floor, Los Angeles, CA 90020      In   person :   Visit   your   doctor’s   office   or  the  Los Angeles County  Department of Mental Health Patients’ Rights Office , 510 South  Vermont Avenue, Los Angeles, CA 90020   and   say   you   want   to file a  grievance .
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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:        By   phone :   Call   916 - 440 - 7370 .   If   you   cannot   speak   or   hear   well,   please   call  711  (California   State   Relay) .     In   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        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:        By   phone :   Call   1 - 800 - 368 - 1019 .   If   you   cannot   speak   or   hear   well,   please   call  TTY/TDD   1 - 800 - 537 - 7697 .      In   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      Complaint forms are available at  http://www.hhs.gov/ocr/office/file/index.html .       Electronically :   Visit   the   Office   for   Civil   Rights   Complaint   Portal   at  https://ocrportal.hhs.gov/ocr/portal/lobby.jsf 


