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NOTICE OF ADVERSE BENEFIT DETERMINATION
About Your Treatment Request

] Tri-City Mental Health Services
] [ ]

—

RE: Specialty Mental Health Services (SMHS)

This notice lets you know that the Los Angeles County Mental Health Plan (the Plan)
has determined that your mental health condition does not meet the medical necessity
criteria to be eligible for specialty mental health services under the California Code of
Regulations (CCR).

Per our assessment:
Selecet one of the following reasons for Outpatient Services

Outpatient Services:
Your mental health diagnosis, if any, is not covered for SMHS under CCR
Title 9 Section 1830.205 (b)(1).

Your mental health condition does not cause problems for you in your daily
life that are serious enough to make you eligible for SMHS under CCR Title
9 Section 1830.205 (b)(2).

SMHS are not likely to help you by improving or preventing the worsening
of your mental health condition per CCR Title 9 Section 1830.205

(b)(3)(A)(B).

Your mental health condition would be responsive to treatment by a physical
health care provider per CCR Title 9 Section 1830.205 (b)(3)(C).

As an Early and Periodic Screening, Diagnosis and Treatment Services
(EPSDT) eligible beneficiary, SMHS are not likely to correct or ameliorate
your mental health condition per CCR Title 22 Section 51340 (e)(3)(A).

Enter additional information if needed:




Although you do not qualify for specialty mental health services, you may be able to
receive non-specialty mental health services from

(Enter: Health Plan or Entity Repsonsible)
You can call them at

(Enter: Health Plan Phone Number)

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 the Plan 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 the Plan Monday through Friday between 8:30 a.m. and 5:00 p.m. PST at (800)
700-9996. If you have trouble speaking or hearing, please call TTY/TTD number (562)
651-2549 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 Mental Health
Plan (the Plan) by calling (800) 700-9996.

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, 8:00 am to 5:00 pm PST, excluding
holidays, at 1-888-452-8609.

This notice does not affect any of your other Medi-Cal services.

[ ]
[ ]
[ ]
Tri-City Meantal Health Services

Enclosed: “Your Rights”
Language Assistance
Beneficiary 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 DMH ACCESS Center by calling 800-854-
7771,

IF YOU DO NOT AGREE WITH THE DECISION MADE FOR YOUR MENTAL HEALTH

OR SUBSTANCE USE DISODER 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 you are currently getting treatment and you want to keep getting
treatment, you must ask for an appeal within 10 days from the date on this letter OR
before the date your Plan says services will stop. You must say that you want to keep
getting treatment when you file the appeal.

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.

e To appeal by phone: Contact Los Angeles County DMH Treatment
Authorization Request Unit between 8:00 am to 5:00 pm by calling (213)739-
7300. Or, if you have trouble hearing or speaking, please call (213)738-4888.

e To appealin writing: Fill out an appeal form or write a letter to your plan and send
it to:

Los Angeles County Department of Mental Health TAR Unit
550 South Vermont Avenue 7" Floor Los Angeles CA 90020

Your provider will have appeal forms available. Los Angeles County DMH
Treatment Authorization Request Unit 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.

You must ask for a State Hearing within 120 days from the date of the “Notice of Appeal
Resolution” letter. You can ask for a State Hearing by phone, electronically, or in writing:

e By phone: Call 1-800-952-5253. If you cannot speak or hear well, please call
TTY/TDD 1-800-952-8349.

e Electronically: You may request a State Hearing online. Please visit the California
Department of Social Services’ website to complete the electronic form:
https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx

e 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.


https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx

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 function. Then, ask for an
“expedited hearing” and provide the letter with your request for a hearing.

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.

NONDISCRIMINATION NOTICE

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

Los Angeles County Department of Mental Health provides:

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

e Qualified sign language interpreters
e 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
e Information written in other languages

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



HOW TO FILE A GRIEVANCE

If you believe that Los Angeles County Department of Mental Health 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 Los Angeles County
Department of Mental Health. You can file a grievance by phone, in writing, in person,
or electronically:

e By phone: Contact Patient’s Rights between 8:00 am to 5:00 pm by calling
(213)738-4888. Or, if you cannot hear or speak well, please call (800)854-7771.

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

Los Angeles County Department of Mental Health, Patient’s Rights Office
550 South Vermont Avenue, Los Angeles, CA 90020

In_person: Visit Los Angeles County Department of Mental Health, Patient’s
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:

e By phone: Call 1-800-368-1019. If you cannot speak or hear well, please call
TTY/TDD 1-800-537-7697.

e 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.

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



http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

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: (300) 854-7771 ).

Espariol (Spanish)

ATEMNCIOMN: Si habla espariol, tiene a su disposicién servicios gratuitos de asistencia
linglistica. Llame al (800) 854-7771 (TTY: (BOO) B54-7T771 ).

Tiél:lg"i.l"i_;ij‘ (Vietnamese)
CHU Y: Méu ban nai Tiéng Viét, ed cac dich vu hd tror ngdin ngiy mién phi danh cho
ban. Goi st (800) 854-7771 (TTY:(800) 854-T771 ).

Tagalog (Tagaleg — Filipino

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaan kang gumamit ng mga serbisyo
ng tulong sa wika nang walang bayad. Tumawag sa (800) 854-7771

(TTY: (800) 854-T771 ).

g (Korean)

Fo|: BH20{E ALBSHAIE B2, 10| K|/ MH|AS 222 0|88 4 AzUCH
(800) 854-7771 (TTY: (800) 854-7771 (He = HES| FolAl2.

EﬂTEIEhinaHl

R NMBAEAERPY - Mol WNSESERNRE - BHE (800) 854-7771
(TTY: (800) 854-7771 1§+



Swybpkl (Armenian)

NFEUMNIHE3NHL et fununwd bp huybpbl, www dbg wbidéwn Yuwpnn B
inwdwnpyb Badwlwl wewlgnuewl Swowpnuygnlbbbn: 2wbquhwnbp
(800) 854-7771 (TTY (hGnwwhw)® (800) 854-7771 )

Pycckwi (Russian)
BHAMAHWE: Ecnw Bbl roBOpMTE Ha pYCCKOM A3LIKE, TO BAM A0CTYNHE DECnnaTHbE
ycnyri nepesoga. 3eonwte (800) 854-7771  (Tenetainn: (800) 854-FT771 ).

o (Farsi)
el sl B S ey ) D o8 e SR o U GG B Mg
by s (BO0) B54-TTT1  (TTY: (800) 854-TTT1 )b .2y el g

H#*:8 (Japanese)
AEEE BFRRETHEIAIES. RHOSEXEECHRALVEITET.
(800) 854-T7T1 (TTY:(800) 854-7771 ) ET. SEEBICTITEEEELN.

Hmoob (Hmong)
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau

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

ATt (Punjabi
firs fo§- 7 3l Uardl 822 9, 3t 9 9 rofes 9 303 =9 yes Gusau )
(800) B54-7771 (TTY: (800) 854-7771 )2 oS d|

iy Al (Arabic)
(800) B54-7771 o deall el ] 8T G ]l dae Laall Ddaza Rl S5 Siaadl a8 3] sdks gals

A(B800) B54-TTT1 50 5 pall i5a )

Hindi
WA - Afe; g fEE Fiad € o s o goe o WTeT JEr San Jud E |
(800) 854-7771  (TTY:(800) 854-7771 )W i F1

A v {Thai})
Hou: E'hamvgﬂn"m'l"l'.-mﬂmmmsn'lﬂh?nwﬁumﬂammwﬂﬁﬂ% Ty (800) 854-7771
(TTY: (800) 854-7771 ).



i21 (Cambodian)
(Ui 11 TSthyfRSunw Manie INdSWUssSAMAn nwaade, 8
AHGUSAIN © 01 HE 86MY G 9 adg) (800) 854-T771  (TTY: (B00) 854-T771 M

wnsnoto (Lao)
Tuogou: Than Ty Ay 290, TMUDATIUgoSciia LW,
Toetcsyen, civiveulnvon, fus (800) 854-7771  (TTY: (800) 854-T771 ).
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