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LANGUAGE ASSISTANCE

English
ATTENTION: If you speak another language, language

assistance services, free of charge, are available to you. Call
(888) 678-7277 (TTY: 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 (888) 678-
7277 (TTY: 711).

Espafnol (Spanish)

ATENCION: Si habla espaiiol, tiene a su disposicion servicios
gratuitos de asistencia linguistica. Llame al (888) 678-7277
(TTY: 711).

Tieng Viét (Vietnamese) )

CHU Y: Néu ban noi Tiéng Viét, C(") cac dich vu hé trg ngon
ngl» mién phi danh cho ban. Goi s6 (888) 678-7277 (TTY:
711).

Tagalog (Filipino)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa (888) 678-7277 (TTY: 711).

otz 0 (Korean)

Zol: BHRO|Z AIBSIAIL B2, 00| XY MH|AZ BE2
l. (888) 678-7277 (TTY: 711)
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B hC (Chinese)
FE  MBRERAEREDX, BLREEFES BRI
BE (888) 678-7277 (TTY: 711).
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Zuykpkb (Armenian)

NRTUALNRESNPL  Bph ununid kp huybphki, www dkq
wlydwp Jupnn Eb npudwunpydt) (kgujut weowlignipjut
dSwnwjnipnibtbpn: Quuquhwpkp (888) 678-7277 (TTY: 711).

Pycckum (Russian)

BHMAHWE: Ecnu Bbl roBOpUTE Ha PYCCKOM SA3bIKe, TO BaM
OOCTYNHbl 6BecnnaTtHble ycnyrn nepesoga. 3soHnTe (888) 678-
7277 (TTY: 711).

)@ (Farsi)

e (51 BG1L) ygmy (L) gt i€ o SR b Ly 40 Rl da
2 8s i (888) 678-7277 (TTY: 711) L 25l e aal i

HZAEE (Japanese)

EERIE BAREBZEINDGES. BHOEEXEZ ZFAL
=121+ %9, (888) 678-7277 (TTY: 711) £T. HEEEIZTZ
BR300,

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog
lus, muaj kev pab dawb rau koj. Hu rau (888) 678-7277 (TTY:
711).




YH=t (Punjabi)
e fe€ 7 3AT Ul S8 J |37 377 Qg Adfe3™ A 393
S8 He3 BusET I (888) 678-7277 (TTY: 711) 3 IS Il

4y 2l (Arabic)
S ) gt Ay sall) sae Luall cilead old el 31 Chaati cui€ 13) -dds sala
711 ;oS5 aaall Ciila 235 (888) 678-7277 adyn Juail  (laally
&< (Hindi)
T ¢ e 39 BT el 8 @ 3m9es forw JoreT & e Hgraen
JdTU 39eTsT g | (888) 678-7277 (TTY: 711) U HieT |

nmuing (Thai)

Soul taawams ingguaannlivimsmomiamanmmlans Ins (888) 678-

7277 (TTY: 711).

12i (Cambodian)
(Ut 17 1600 OSTygASUNW Manis |
INNNSWESSAMMU INWESHN0 0S

AFGENSHIN O 011 HI0 S™Y G g &) (888) 678-7277 (TTY:
711)

WIF9990 (Lao)

TUOQIL: T)209 IVCDIWIFTI 290,
NIVVINIVFOBCHDAIVWIF,

000309, ccondwenlnumiv. tns (888) 678-7277 (TTY:
711).




THE APPEAL PROCESS (STANDARD AND EXPEDITED)

If you need assistance with completing this form:

You may ask any staff at each program to assist you.

You may call the Grievance Advocate (not a direct County employee) at
(925) 293-4942. Collect calls are accepted.

What Is a Standard Appeal?

A standard appeal is a request for review of a problem you have with the Contra Costa Mental Health Plan
(MHP) or Drug Medi-Cal Organized Delivery System Plan (DMC-ODS) or your provider that involves a denial
or changes to services you think you need. If you request a standard appeal, Contra Costa MHP or DMC-0ODS
must decide on your appeal within 30 calendar days from when CCMHP receives your request for the appeal.
The timeframes for making a decision may be extended up to 14 calendar days if you request an extension, or if
Contra Costa MHP or DMC-ODS believes that there is a need for additional information and that the delay is
for your benefit. If you think waiting 30 days will put your health at risk, you should ask for an ‘expedited
appeal.’

Standard Appeal:

You may file an appeal orally or in writing. If you submit your appeal orally, you must follow it up with
a signed, written appeal. If you do not follow-up with a signed, written appeal, your appeal will not be
resolved. However, the date that you submitted the oral appeal is the filing date. Oral Appeals should be
called in to the Office of Quality Improvement at (925) 957-5160.

Filing an appeal will not count against you or your provider in any way.

You may authorize another person to act on your behalf if you sign a Release of Information form for
that person to know confidential information.

Your benefits will continue during the appeal process. See Beneficiary Handbook for additional
information.

Staff reviewing the appeals and making the decisions are qualified to do so and not involved in any
previous level of review or decision-making.

You or your representative may examine your case file, including your medical record, and any other
documents or records considered during the appeal process.

You have a reasonable opportunity to present evidence and allegations of fact or law, in person, or in
writing.

You, your representative, or the legal representative of a deceased member’s estate will be included as
parties to the appeal.

Contra Costa MHP or DMC-ODS will notify you that your appeal is being reviewed by sending you
written confirmation.

After exhausting local appeals, Medi-Cal clients may file a State Hearing request with the State by
calling (800) 743-8525 or (855) 795-0634, or call the Public Inquiry and Response line, toll free, at
(800) 952-5253 or TDD (800) 952-8349.



How Can | File an Appeal?

You may call the Access Line at (888) 678-7277 or the Quality Improvement Coordinator at (925) 957-5160 to
get help with filing an appeal. The Appeal/Expedited Appeal form in this booklet should be mailed using the
available self-addressed envelopes provided by Contra Costa MHP and DMC-ODS. If you do not have a self-
addressed envelope, you may mail your appeal directly to the address on the form or you may submit your
appeal by e-mail to BHSQualityAssurance@cchealth.org or fax to (925) 957-5156. Appeals can be filed orally
or in writing. If you submit your appeal orally, you must follow it up with a signed written appeal.

How Do | Know If My Appeal Has Been Decided?

Contra Costa MHP or DMC-ODS will notify you or your representative in writing when a decision has been
made about your appeal. The notification will include:
e The results of the appeal resolution process
e The date the appeal decision was made
e If the appeal is not resolved wholly in your favor, the notice will also contain information regarding
your right to a State Hearing and the procedure for filing a State Hearing

Is There a Deadline to File an Appeal?

You must file an appeal within 60 days of the date on the Notice of Adverse Benefit Determination. Keep in
mind that you will not always get a Notice of Adverse Benefit Determination. There are no deadlines for filing
an appeal when you do not get a Notice of Adverse Benefit Determination, so you may file this type of appeal
at any time.

Expedited Appeal

If you think that waiting up to 30 days for a standard appeal decision will jeopardize your life, health, or ability
to attain, maintain or regain maximum function, you may request an expedited resolution of an appeal. If
Contra Costa MHP or DMC-ODS agrees that your appeal meets the requirements, Contra Costa MHP or DMC-
ODS will resolve your expedited appeal within 72 hours after CCMHP receives the appeal. The timeframes for
making a decision may be extended by up to 14 calendar days if you request an extension, or if Contra Costa
MHP or DMC-ODS shows that there is a need for additional information and that the delay is in your interest.
If Contra Costa MHP or DMC-ODS extends the timeframes, they will give you a written explanation as to why
the timeframes were extended.

If Contra Costa MHP or DMC-ODS decides that your appeal does not qualify for an expedited appeal, they
must make reasonable efforts to give you prompt oral notice and will notify you in writing within two calendar
days giving you the reason for the decision. Your appeal will then follow the standard appeal timeframes
outlined earlier in this pamphlet. If you disagree with Contra Costa MHP or DMC-ODS’ decision that your
appeal doesn’t meet the expedited appeal criteria, you may file a grievance.

Once Contra Costa MHP or DMC-ODS resolves your request for an expedited appeal, they will notify you and
all affected parties orally and in writing.
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CONTRA COSTA APPEAL OR Appeal No.

HEALTH SERVICES EXPEDITED APPEAL Date Received

[ ] Mental Health Services [ ] Substance Use Disorder Services

Beneficiaries who wish to have a review of a decision that affects their care may file an appeal by filling out
this form. Decisions that may be appealed are those that reduce, suspend, or terminate services that you have
been getting.

You will not be subject to any manner of discrimination, penalty, sanction or restriction for exercising
your appeal rights.

[_] Please check here if you are requesting an expedited appeal, and the Behavioral Health Services will
evaluate to determine if your request meets the criteria.

1. The following information is required to proceed with an appeal Please Print or Type

Name Today’s date
Legal guardian if on behalf of minor Birthdate
Address

City

Phone Best time to call
Provider affected

2. Choose the decision(s) that you wish to appeal. You should have been informed on a Notice of
Adverse Benefit Determination form of the decision affecting your care. (Attach additional pages if
necessary)

Your mental health condition does not meet the medical necessity criteria for inpatient hospital
services or related professional services.

Your mental health condition does not meet the medical necessity criteria for specialty mental health
services other than inpatient hospital services. (Please list reasons given)

O O

Your substance use condition does not meet medical necessity for substance use disorder outpatient
Services.

Your substance use condition does not meet medical necessity for substance use disorder residential
services.

The services requested are not covered by the Contra Costa MHP or DMC-ODS.

The Contra Costa MHP or DMC-ODS requested additional needed information from your provider
in order to authorize services. This information has not yet been received.

The Contra Costa MHP or DMC-ODS has approved the following services instead of what was
requested by your provider, based on the available information on your mental health or substance
use disorder condition and service needs.

O dd 0O O



[] Other: (Please describe)

3. Please add anything else you would like us to know. You may attach additional pages.

SIGNATURE OF PERSON
MAKING REQUEST DATE

RETURN THIS FORM TO: QUALITY IMPROVEMENT COORDINATOR
BEHAVIORAL H SERVICES ADMINISTRATION
1340 Arnold Dr., #200, Martinez, CA 94553
Phone (925) 957-5160 Fax (925) 957-5156



Our Mission

The mission of Contra Costa Behavioral Health, in
partnership with consumers, families, staff and
community-based agencies, is to provide welcoming,
integrated services for mental health, substance abuse,
homelessness and other needs that promote wellness,
recovery, and resiliency while respecting the
complexity and diversity of the people we serve.

Our Vision

Contra Costa Behavioral Health envisions a system of
care that supports independence, hope, and healthy
lives by making accessible behavioral health services
that are responsive, integrated, compassionate, and
respectful.



