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DEPARTMENT OF MENTAL HEALTH
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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]_____[Treating_Provider’s][Member’s Name]	[Treating Provider’s Name]
[Address]	[Address]
[City, State Zip]	[City, State Zip]

[bookmark: RE:_[Service_requested]]RE:	[Service requested]
[Name of requestor] has asked Los Angeles County Department of Mental Health (LACDMH) to approve [Service requested]. We cannot approve this treatment as requested. This is because [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 reference to the specific regulations or plan authorization procedures that support the action; and
3. The clinical reasons for the decision regarding medical necessity].
We will instead approve the following treatment: [Service or service length approved].
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.
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.

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
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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 later. 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.  


image5.emf
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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NOABD   Your   Rights   Attachment   (Revised   March   2025 )  

  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.

4y 21l (Arabic)
(800) 854-T771 » ity «cslialy suieluaal] J] ot 13) Lisl onys

DSl Cliall Jio (BBl (595 Loleadl Glodsdls Clislusll Ll 395 (TTY: 711)
(800) 854-7771 » Jual .4l Laxdly oy disyhay

ol leasdl oda (TTY: 711)

3wjtiptu (Armenian)

NPhCUNLNPRE3NRL: Grk 2ka oaimpnih E hupljunp Qbp (kqnd, quiquihwpkp

(800) 854-7771 (TTY: 711): Yub twl odwlinul) dhongutip nu

Swnuynipyniiiiip hwpdwinudnipinth mitkgnn whdwbg hwdwn, ophtiwly” Ppuyih

qnuunhyny nt unpnpunun nyugpdusd ynipbp: Quiquhwpkp (800) 854-7771
(TTY: 711): Uy Swnwym pymbubph win]gwp Eu:

121 (Cambodian)

Sam: 105/ (51 MISSW Man IUNIHS Y gininisiiug (800) 854-7771

(TTY: 711) 4 SSW SN INAY AENU XSO SOMMARaNIiaIHS)IN
NEURSAMITAN YRS HRiNgs SMNGIRTSRRNIRN ginpuniue
(800) 854-7771 (TTY: 711) 4 inRY SRS sAnaigiguy

$EE8h X (Chinese)
EES NRAFELUEHNAIBIRMETEE), B (800)854-7771  (TTY: 711),

SAFREEHNTREALHENRS, s XNEERK

FHEIR, BEAEAN, BEXEB (800) 854-7771 (TTY: 711) o LRSS
HERBEN,

Lo g‘ﬁ (Farsi)

s (800) 854-7771 (TTY: 711) L€ il 3 S 52 gyl A e K das

39S nGsn bl 5dn b laass sile «ul las ol a3 3 (apade Claxd 5SS 2,80
gy o8, sk ), ol (800) 854-7771 (TTY: 711) L ol asme




image8.png
& (Hindi)

M T AR ATTHT T YT H YT P SIS § <l (800) 854-7771 (TTY: 711)
TR Bid B3| SRS Tl ATl & forg gradT 3R Jarg, o 8

3R 5 fife # +ft Txaae Sues g (800) 854-7771 (TTY: 711) R HIA BL

A Jar F: e B

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.

HZAE (Japanese)

EEBARBTONEINBLERBEL (800) 854-7771 (TTY: 711) ~BBEEL
2TV, RFDERPNFOMLARTRE, BAVWEBHFHLOADIHDY—E LA
ELTWEd, (800) 854-7771 (TTY: 711) ABBECLEEIL, Ihnot
—ERIENTRELTVET,

$t=10] (Korean)

FOIALE ool Ploj2 =22 B HOoA|H (800) 854-7771 (TTY: 711)
Hoz ZolstiAl2. FAtLE 2 2AtZ 2 EAQ 20| Foj7t s 252 gt =2t
MH|AZ 0|8 7hsEhL C}. (800) 854-7771 (TTY: 711) Hoz

ZolsHAl2 Of2fet Mb|a= 222 MIELUCH

w090 (Laotian)

Uurno: mm'mnsjmus)ovnqoe)cma(luwﬂmeajmvv‘lu'fimmcu (800) 854-7771
(TTY:711) @3;Js)owaoe)cmaccoumuuomvﬁmumuwmu
cqucsnuﬁmmcuvsnﬁsvvvccouuinwu‘lms) Totnmach

(800) 854-7771 (TTY: 711). NIWOLIMVLBIMLOB TBE F390107.

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-pokc bun hluo mbiutc aengx
caux aamz mborgv 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 zuqgc cuotv nyaanh oc.

Yarst (Punjabi)

s 28 7 3T8 we I 18T wee ©F 83 I 3 T IJ (800) 854-7771

(TTY: 711). WUgH 3 B ATTEST w3 Aew, R 4 g3 w3 Ad surd

&g THs=H, & QUBET J6| B J9 (800) 854-7771 (TTY: 711).
fog Ae<t a3 T5|




image9.png
Pycckuii (Russian)
BHUMAHWE! Ecrin Bam Hy)Ha NOMOLLb Ha BalleM POAHOM SA3blKke, 3BOHUTE MO HOMepY
(800) 854-7771 (TTY: 711). Tarkke NpegocTaBnATCA cpeacTsa
yCIyrt ANS Nogen ¢ orpaHn4eHHbIMU BO3MOXHOCTAMM, Hanpumep AOKYMEHTbI KpYMHbIM
LwpnpToM Unu WpudpTom bpanns. 3soHuTe no Homepy (800) 854-7771 (TTY: 711).

Takve ycnyrvt npefocTasnsaoTes 6ecnnartHo.

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.

A lnp (Thai)

Tlsausu: nnaasiasmsanuzhamdailuamnuasaa nsanTnsdwvildivanaan
(800) 854-7771 (TTY: 711) u

ananil dowsaulinnuzhamauazznisee 9 smsuuaaaiifinuans
anansana 9 Miludnesisasuananssiiniioddnssmnalng
asanTnsdwvildivnaa (800) 854-7771 (TTY: 711)

ifien A admsusnsmantl

YkpaiHcbka (Ukrainian)

YBATAl Akulo Bam noTpibHa Aonomora BaLLol piAHOK MOBO, TenedoHyTe Ha Homep
(800) 854-7771 (TTY: 711). JTiogn 3 0BMEXEHNMN MOXITMBOCTAMM TaKOXK
MOXYTb CKOpPUCTaTUCS AONOMDKHUMM 3acobamu Ta nocnyramv, Hanpuknag, oTpumaTi
[OKYMEHTU, HaapykoBaHi WwWpudToM bpaiing Ta senukum wpudTtom. TenedoHyinTe Ha
HoMmep (800) 854-7771 (TTY: 711). Lli nocnyrn 6e3koLUTOBHI.

Tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro gitip bang ngén ngt ctia minh, vui long goi s&

(800) 854-7771 (TTY: 711). Chung t8i cling hd tro' va cung cép cac dich vu
danh cho nguoi khuyét tat, nhu tai liéu bang chtr ndi Braille va chtr khé 16n (chi hoa).
Vui léng goi s6 (800) 854-7771 (TTY: 711). Céac dich vu nay d&u mién phi.




