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EXAMPLE

NOTICE OF ADVERSE BENEFIT DETERMINATION
About Your Treatment Request

August 15, 2026

Mary Ann Jones John Smith, Ph. D.
567 8™ Street 123 4" Street
Los Angeles, CA 90034 Los Angeles, CA 90012

RE: Psychological Testing

John Smith, Ph.D., has asked the LACDMH network provider, Jane Doe, Ph D. to approve
psychological testing. This request is denied. The reason for the denial is the request for
psychological testing was made to determine if medication is needed. The criteria used
for the determination can be found in the County of Los Angeles, Department of Mental
health, Local Mental Health Plan, Medi-Cal Specialty Mental Health Services, Fee-For-
Service Network Provider Manual 10t Edition, August 2026. The Clinical reasons for the
decision regarding medical necessity is that the beneficiary should be referred to a
psychiatrist to support medication evaluation and management.

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 Jane Doe, Ph.D. at (123) 456-7890.

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
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letter or before the date the LACDMH network provider, Jane Doe, Ph.D, 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 infensive Care Division, Central Authorization Unit 6:00 am fo 5:00 pm at (213) 738-
48389 If you have trouble speaking or hearing, please call TTY/TTD number {213} 738-
4888, between §:00 am to 3200 pm 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 DMH ACCESS
Center 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.

Jane Doe, Ph.0.
Nefwork Fsychoiogist

Enclosures: “Your Rights®
Language Assistance Taglines
Beneficiary Mon-Discrimination Notice

Enclose nofice with each letter
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ENCLOSURE “YOUR RIGHTS”
For Mental Health Plans and DMC-ODS County Flans i PO R

ey '3
YOUR RIGHTS UNDER MEDI-CAL
RIS R RY]

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 ACCESS Center
by calling (800) 854-7771.

If you still do not agree with the plan's decision, you can ask for a “State Hearing™ and
a judge will review your case.

YWou must ask for a State Hearing within 120 days from the date of this letter. However,
if you are currently getting treatment and you want to continue your treatment
while you appeal, you must ask for a State Hearing within 10 days from the date
this letter was postmarked or deliverad to you OR before the date your health plan says
semvices will be stopped or reduced. When you ask for a State Haaring, you must say
that you want to keep getling your treatment. You will not have to pay for a State
Haaring.

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:
hitps:/secure.dss.cahwnel.gow/'shd/pubintake/cdss-reqguest. aspx

o In writing: Fill out a State Hearing form or send a letler to:

California Department of Social Services
State Hearings Division

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

Be sure te 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 30 days to decide your case and
sand you an answer, If you think waiting that lkong will hamn your health, you might be
able to get an answer within 72 hours. You may wish o ask your doctor or mental
health plan to write a letter for you or you may write yvour own. The letter must explain

Frepared by the California Department of Health Care Services 1o help you understand your nights



40f9

For Mental Health Plans and DMC-0ODS County Flans

in detzil 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, make sure you ask for an “expedited hearing,” and provide the letter with your
request for a hearing.

Authorized Representative

You may speak for yourself at the State Hearing or have another person speak for you,
such as a relative, friend, advocate, doctor, or attormey. If you want another person to
speak for you, then you must tell the State Hearing office that the person is allowed to
speak on your behalf. This person is called an "authorized representative.”

Legal Help

YWou may be able to get free lagal help. You may call the local Legal Aid program in
your county at 888-8B04-3536.

Prepared by the Calitornia Department of Health Care Services to help you understand your rights



ENCLOSURE ‘LANGUAGE ASSISTANCE TAGLINES’

Send with all notices

LANGUAGE ASSISTANCE

English
ATTENTION: If you speak another language, language assistance services, free of

charge, are available to you. Call (800) 854-7771)  (TTY: (213)738-4888 ).

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 (800) 854-7771). (TTY: (800)854-7771 ).

Espariol ni
ATEMNMCION: Si habla espaniol, tiene a su disposicion servicios gratuitos de asistencia
lingiiistica. Llame al (800) 854-7771 ). (TTY: (800) 854-7771 ).

Tiéng Viét !j‘#ietnameae]
CHU ¥Y: Méu ban nai Tieng Vigt, co céc dich vy hd troe ngdn ngr mién phi danh cho
ban. Gol sd (BOO) B54-T771 ). (TTY:{800) 854-7771 )

Tagal agalog — Filipino

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa (300) 854-7771

{TTY: (BOO) B54-T771 ).

#20{ (Korean)

Fo|: TIE MESIA = HE, Y X8 MU|AZE 222 0|88 5 &L
(800) 854-7771 (TTY: (800) 8547771 JH2E HEH F4A L,

i pIr(Chinese)

Al NPT ERASNECY - EoLleBENEEERE - SR (800) 854-7771
{TTY: (800) 854-7771 ) -
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Send with all notices

FwEpEY (Armenian)

NFSUCAFRZ3NFL" Gerb unuend 5p hugbEpsl, wigw g wbidGwn Ywgping Bl
unpuUiwnnds) Gaduwilpuls wewlgnupguls Swrugnczocibbn:. 2wbquwhwpGp
(800} 854-¥771 (TTY (hbnwwhw)" (800) 854-T771 )

Pyccknin {Russian)

BHMMAHWE: Ecnw Bl roBOpWTE Ha PYCCKOM R3biKe, TO BamM 4OCTYNHEN BECnNaTHLIE
ycnyrm nepesofga. 3eoHwTe (B00) B54-7771 ). (TeneTtain: (800) 854-7771 ).

i {Farsi)
Lok ph oy G g g O MgeS oS e SIS e S A S
ol pdad (BO0) 854-7771). (TTY: (BOD) BS54-TTT1 )L .25 = pala
B (Japanese)

ZEFH: BFREFEBENHBE. BHOBEXEX*HAL-FITET,
(800) 854-7771 (TTY: (B00) 854-7771 ) ET. BEEBIC T @< fZE 1L,

Hmoob {H
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau
koj. Hu rau (B00) 854-7771 (TTY: (BOD) B54-7T771 ).

UarEl (Punjabi)
s f2@. 71 3AT el =2 4. 3t 9w ¥ mofes Ao Zo2 s8thyez Gusan )
{800) B54-7771 (TTY: (800} 854-7771 ) 2 S FJI

L8 (Arabic)

(B00) 854-7771 A el ey Al A o A palll R el aTilacd, 8 okl S5 Bana T i€ 13 sils gala

A{BO0) B54-TTT1 Sl y paall wiin a3 )

2l (Hindi)
% afe ey B araa € O s e goa &y gerr S Suee §
(800) B54-7771 (TTY:(B00) 854-7771 ) W Fia Bl

ave v (Thai)
W dRnuyan e noRmaanse ldusmasdmdor o levs Tws (800) 854-7771
(TTY: (800) 854-7771 ).
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Send with all nolices

iz (Cambodian)
udigg: mdd CechygmsSanw Mmanieg wndgwuassrman tnwdsfeg; ;S
BHIGENS AN © O HID BFY 5 9 81 (800) 854-7771  (TTY: (B00) 854-7771 1

wrsmoto (Lao)
Tuogmw: Thde vndwrsn 910, nruLSnIugoscGec VWY,
lowdcdyen, coviuwenloiim, fns (800) 854-7771  (TTY: (800) 854-7771 ).



ENCLOSURE ‘BENEFICIARY NON-DISCRIMINATION NOTICE’

NONDISCRIMINATION NOTICE

Discrimination is against the law. Los Angeles County
Department of Mental Health (LMHP) follows Federal civill
rights laws. LMHP does not discriminate, exclude people,
or treat them differently because of race, color, national
origin, age, disability, or sex.

LMHP provides:

¢ Free aids and services to people with disabilities to
help them communicate better, such as:

e Qualified sign language interpreters

¢ Written information in other formats (large print,
audio, accessible electronic formats, other
formats)

e Free language services to people whose primary
language is not English, such as:

e Qualified interpreters
¢ Information written in other languages

If you need these services, contact ACCESS Center 24
hours a day, 7 days a week by calling (800) 854-7771: Oir,
if you cannot hear or speak well, please call (800)
854-7771.
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Send with all notices

HOW TO FILE A GRIEVANCE

If you believe that LMHP has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with LMHP Patient's Rights. You can file a grievance by phone, in writing, in
person, or electronically:

By phone: Contact Patient's Rights between 8:00 am through 5:00 p.m. by calling
(213)738-4888 or (800) 700-9996_ Or, if you cannot hear or speak well, please
call ACCESS Center at (800) 854-7771.

In writing: Fill out a grievance form, or write a letter and send it to:

Los Angeles County, Department of Mental Health, Patients’ Rights Office
550 South Vermont Avenue, Los Angeles, CA 20020

In person: ¥isit. Los Angeles County, Department of Mental Health, Patients’
Rights Office 550 South Vermont Avenue, Los Angeles, CA 90020 and say you
want to file a grievance.

OFFICE OF CIVIL RIGHTS

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-T697.

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 508F, HHH Building

Washington, D.C. 20201

Complaint forms are available at http//www hhs gov/ocrioffice/file/index. html.

Electronically: Visit the Office for Civil Rights Complaint Portal at
https:/focrportal. hhs.gov/ocr/portal/lobby. jsf.
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