303 E. Vanderbilt Way San Bernardino | (909) 388-0900
www.SBCounty.gov

aNOB ﬁﬁ%%? Behavioral Health

NOTICE OF ADVERSE BENEFIT DETERMINATION
About Your Treatment Request
PAYMENT DENIAL NOTICE

Date | RESET

Beneficiary’s Name Treating Provider's Name
Address Address
City, State Zip City, State Zip

RE: Service Requested

Name of requesting provider has asked the San Bernardino County Department
of Behavioral Health (DBH, also referred to as the Plan throughout this document)
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:

1. Using plain language, insert 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.
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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 Clinic Name at Clinic Phone Number, OR

|:| The DBH Access Unit at 1 (888) 743-1478
|:| Substance Use Disorder and Recovery Services (SUDRS) at 1 (800) 968-2636
24 hours a day, 7days a week.

The Plan can help you with any questions you have about this notice. For help, you may
call the DBH Access Unit 24 hours a day, 7 days a week at 1 (888) 743-1478. If you have
trouble speaking or hearing, please call the TTY/TTD number 7-1-1, 24 hours a day, 7
days a week 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 DBH Access Unit
by calling 1 (888) 743-1478.

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 a.m. to 5 p.m. PST, excluding holidays, at 1
(888) 452-8609.

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

Authorized Printed Name Authorized Signature

Enclosures: "Your Rights" (NOABD)
Language Assistance Taglines
Beneficiary Nondiscrimination Notice
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SAN BERNARDINO

Your Rights Attachment (NOABD)

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 San Bernardino
County Department of Behavioral Health (DBH, also
referred to as the Plan throughout this document) by calling
1 (888) 743-1478.

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 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 the DBH Access Unit, 24 hours a day, 7 days a
week by calling 1 (888) 743-1478. Or, if you have trouble hearing or speaking,
please call TTY/TTD 7-1-1, 24 hours a day, 7 days a week.
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e To appeal in writing: Fill out an appeal form or write a letter to your plan and send
it to:

San Bernardino County
Department of Behavioral Health
Attn: Access Unit

303 E. Vanderbilt Way

San Bernardino, CA 92415

Your provider will have appeal forms available. The DBH Access 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 the 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. During the COVID-19 public health emergency, the timeframe for
asking for a State Hearing has been extended an extra 120 days. If you receive a “Notice
of Appeal Resolution” letter from March 1, 2020, through the end of the COVID-19 public
health emergency, you must ask for a State Hearing within 240 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.

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.
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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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NONDISCRIMINATION NOTICE

Discrimination is against the law. San Bernardino County Department of Behavioral
Health follows State and Federal civil rights laws. San Bernardino County Department
of Behavioral Health 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.

San Bernardino County Department of Behavioral Health 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 otherlanguages

If you need these services, contact San Bernardino County Department of Behavioral
Health 24 hours a day, 7 days a week by calling 1-888-743-1478. Or, if you cannot
hear or speak well, please call TTY 711. Upon request, this document can be made
available to you in braille, large print, audio, or accessible electronic formats.

HOW TO FILE A GRIEVANCE

If you believe that San Bernardino County Department of Behavioral 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 the ACA 1557
Civil Rights Coordinator. You can file a grievance by phone, in writing, in person, or
electronically:

* By phone: Contact the ACA 1557 Compliance Coordinator between 7:30am
- 5:00pm, Monday through Friday by calling 1-909-252-5150. Or, if you
cannot hear or speak well, please call TTY 711.

* In writing: Fill out a complaint form or write a letter and send it to:

DBH Office of Equity and Inclusion
Attn: ACA 1557 Compliance Coordinator
303 E. Vanderbilt Way
San Bernardino, CA92415
Email: ACA 1557@dbh.sbcounty.gov

* In person: Visit your doctor's office or San Bernardino County
Department of Behavioral Health and say you want to file a grievance.
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Electronically: Visit the San Bernardino County Department of Behavioral Health's
website at https://wp.sbcounty.govidbhlconsumerformsi|

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, pleasecall
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
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LANGUAGE TAGLINES

English Tagline

ATTENTION: If you need help in your language call 1-888-743-1478 (TTY: 711). Aids
and services for people with disabilities, like documents in braille and large print, are
also available. Call 1-888-743-1478 (TTY: 711). These services are free of charge.

(Arabic) dw b Hlaidl

1-888-743-1478 » Juaild celisks sucluall ) coim! 13] 0l 223

By syl 938l Oolidedl Jio «@Bledl (893 Lolseadl Glodsdly cilusluall Ll L3495 (TTY: 711)
1-888-743-1478 » Juail .Sl Jaxllg

Al Wledsdl oda (TTY: 711)

Zuytipkt whwwly (Armenian)

NhTUNRESNPL: Bpl QEq oqunipinit E hupuwynp 2kp (Eqyny, quuquhwpkp
1-888-743-1478 (TTY: 711): Ywl twl odwmunul] Uhgngutp ni Swnwynipjniuutp
hwydwinuunipinit ntubkgnn wbhdwug hwdwp, ophtiwl]” Fpuyih gpunhwny nu
hunonputnmn muyugpus yynipkpn: Quuquhwptp 1-888-743-1478 (TTY: 711): Uy
dwnwynipinibbpt wddwp G

UNENINM NI (Cambodian)

Gam: 105~ (51 MINSW MAN IUHS gy Sindnisiiug 1-888-743-1478 (TTY:
7114 SSW SH 1UNAY WU XSAMI SGMNMARMNINININMHEIN
UENURSAMITES RSN HEAINYS AHGIRCSREIRN SInyg™ius
1-888-743-1478 (TTY: 711)4 itunmy sixiS:EsAnigigjuw

Ei{E X #RiE (Chinese)

BEE  NREEZLUEHENEREASE), 152K 1-888-743-1478

(TTY: 711), ZARREENREALOREDFRS, FIIIE XHNEEZBRARFHREE, 4
EHEEEN, 15EE 1-888-743-1478 (TTY: 711), XLERRFBEE LB,

(Farsi) (gt gh) 4 lha

2,80 ol 1-888-743-1478  (TTY: 711) L casS il 0 SaS 0 b 43 3l sica S da s

sl g ge 068 Ga bicda 5 dipha sladdi aile (il glaa (51510 )il [a seadie cladd 5 lACSS
29 e 43 G8G)) lerd ol 2,80 lai 1-888-743-1478 (TTY: 711) L
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& SrETsT (Hindi)

T &: 3R 3MUH! YT HTHT & TERIAT D1 ATaLIHT § df 1-888-743-1478

(TTY: 711) R B B | =G AT A b forg TR 3R Jare, oY 9d iR 8 file
f} GO S § | 1-888-743-1478 (TTY: 711) R HId B | T ard (: e ¢ |

Nge Lus Hmoob Cob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-888-743-1478 (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 1-888-743-
1478 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.

HZAFEREC (Japanese)

EFEAAREBTONIGH HERIGE L 1-888-743-1478 (TTY: 71~ EFELFE 0, =

*@ﬁﬂ@ﬁ%@#kﬁm&t\&#m%%h%wﬁwt@w# EXHBEELTWE
9, 1-888-743-1478 (TTY: 7TAIDABEHELL 23 L, I oD —ERFERITIRHEL

TWET,

gt=30f Ef 2}l (Korean)

7 OIAM T5te| Q0|2 =& Bl A OA|™ 1-888-743-1478 (TTY: 711) HO =2
O[St A| 2. XL 2 &XAtE B EAQF 20| Zoi7 e 25 fict =21t

Aﬁ H|A T O|8 7h5¢8L|C}. 1-888-743-1478 (TTY: 711) HO 2 2O|5IAMA| 2. 0|25t

MHAE 222 HZELCH

ccnlowarzr20 (Laotian)

UrNI0: n”‘)Ui*mm”agmDao*)J.)Q'oecﬁe?nw‘):s*)aegui*m?m'?mm‘)cﬁ 1-888-743-1478 (TTY:
711) eguaowaoacmacca £NIVOVINIVFIIVOVLLWNIV

cQuceNs mnmcUnanzeDchco :5Lednlme loitnmacs

1-888-743-1478 (TTY: 711). :D‘)DUQﬂﬁDC@?DUC’)S‘)C%E)@‘)(ZQD’eD")E)(ZO‘:).

Mien Tagline (Mien)

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih giemx longc mienh tengx faan
benx meih nyei waac nor douc waac daaih lorx taux 1-888-743-1478

(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 mborqv benx domh sou se mbenc nzoih bun longc. Douc waac daaih lorx 1-888-
743-1478 (TTY: 711). Naaiv deix nzie weih gong-bou jauv-louc se benx wang-henh
tengx mv zugc cuotv nyaanh oc.

Yarst 2988 (Punjabi)
ftoores fe€: 1 397g w9 199 Hee § 82 J 31 918 oJ 1-888-743-1478
(TTY: 711). »utgd B Bl AITE3 w3 A<, i fa 98 w3 Wt gurd &9

, <! BUSEU J6| % Fd 1-888-743-1478 (TTY: 711).
feaﬁaa%@ga?q
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Pycckui cnoraH (Russian)

BHUMAHWE! Ecnn Bam Hy>kHa NOMOLLb Ha BaweM PoAHOM A3bIKe, 3BOHUTE MO HOMeEpPY
1-888-743-1478 (nuHna TTY: 711). Takke npe4oCTaBnaOTCA cCpeacTsa U ycnyri ons
nogen ¢ orpaHNYeHHbLIMU BO3MOXXHOCTSIMU, HanpumMmep AOKYMEHTbI KpYMHbIM LUPUGTOM
unu wpudTom bpannga. 3BoHuTe no Homepy 1-888-743-1478 (nuHna TTY: 711). Takne
ycrnyrn npegoctaBnsoTca 6ecnnaTHo.

Mensaje en espaiiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-888-743-1478
(TTY: 711). También ofrecemos asistencia y servicios para personas con
discapacidades, como documentos en braille y con letras grandes. Llame al
1-888-743-1478 (TTY: 711). Estos servicios son gratuitos.

Tagalog Tagline (Tagaloq)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa
1-888-743-1478 (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
1-888-743-1478 (TTY: 711). Libre ang mga serbisyong ito.

wiinlavinisn'lng (Thai)

Tlsanau: wnaasasnIsanubaulaiiunzaasanu nsan TnsAwildAvunaa
1-888-743-1478 (TTY: 711) uanannll densanliauiandauazusniseig 4
sfmsuuAAaniinIN@nIg Ldu LanITENN 9 .
Midludnwsiusaduazianasniuvmadanwsuuialug nsaninsd@nwiildivanaa
1-888-743-1478 (TTY: 711) Lisienldanadmsuusnisimanil

MpumiTka ykpaiHcbkor (Ukrainian)

YBAIA! Akwo Bam noTtpibHa gonomora BaLlo pigHO MOBOK, TENEOHYNTE HA HOMEpP
1-888-743-1478 (TTY: 711). Jliogn 3 06MEXEHNMN MOXINBOCTAMM TAKOX MOXYTb
cKopucTaTucs AONOMKHUMM 3acobamm Ta nocnyramu, Hanpuknag, oTpumaTtu
OOKYMEHTW, HaapyKoBaHi WwpndTom bpannsa ta Benvkum wpudtom. TenedoHynte Ha
Homep 1-888-743-1478 (TTY: 711). Lli nocnyrn 6e3KOLTOBHI.

Khau hiéu tiéng Viét (Viethamese)

CHU Y: Néu quy vi can tro gitp bang ngdn ngi ctia minh, vui ldng goi s
1-888-743-1478 (TTY: 711). Chung t6i cling hé tro va cung cip cac dich vu danh cho
nguwdi khuyét tat, nhw tai liéu bang chir néi Braille va chir khé 1&n (chir hoa). Vui long
goi sb6 1-888-743-1478 (TTY: 711). Céc dich vu nay déu mién phi.
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