Member Grievance Form

Member Name:

Last First Middle Initial
Member Address: Phone:

City: State: Zip Code:

Member ID#: Birthdate: Sex:

Primary Care Provider Name:

Complaint

Where did the problem happen? (Name of hospital, doctor office or other location)

When did this happen? (Include date)

Who was involved?

Please describe what happened: (Attach additional pages, if necessary)

Have you made an attempt to resolve this problem? Yes No If you answered “yes”, please
explain:

What would you like to see done about this problem?

Will you require language assistance? Yes No Language:




Member Grievance Form

Do you have any physical or other limitations that would prevent you from attending a
grievance meeting? Yes No If you answered “yes”, please explain:

[ know and understand that Health Plan of San Joaquin will resolve my grievance within 30
days.

[ know and understand that my assistance is voluntary. However, failure to do so could
affect my grievance.

I know and understand that I have a right to:

e Disenrollment;
e Contact the Department of Managed Health Care (DMHC);
e File a State Fair Hearing (Medi-Cal members only).

Signature Date

I approve Health Plan of San Joaquin to get the following in order to resolve a
grievance on my behalf:

e Medical records;
e (laims records;
e Other data needed to resolve my grievance.

Signature Date

)

Did someone help you complete this form? Yes [ | No [ ]| ifyouanswered “Yes”:

Name: Relationship:

Address: Telephone:

Signature: Date:




Health Plan®® TOUR RIGHTS®
of San Joaquin

YOUR RIGHTS
UNDER MEDI-CAL MANAGED CARE

If you still do not agree with this decision, you can:

e Ask for an “Independent Medical Review” (IMR) and an outside reviewer that is not related to
the health plan will review your case

e Ask for a “State Hearing” and a judge will review your case
You can ask for an IMR and State Hearing at the same time. You can also ask for one before the other to
see if it will resolve your problem first. For example, if you ask for an IMR first, but do not agree with the
decision, you can still ask for a State Hearing later. However, if you ask for a State Hearing first, but the

hearing has already taken place, you cannot ask for an IMR.

You will not have to pay for an IMR or State Hearing.

INDEPENDENT MEDICAL REVIEW (IMR)

If you want an IMR, you must ask for one within 180 days from the date of the "Notice of Appeal
Resolution" letter. The following paragraph will provide you with information on how to request an IMR.
In this paragraph, the term “grievance” means the same thing as “appeal.”

The California Department of Managed Health Care is responsible for regulating health care service plans.
If you have a grievance against your health plan, you should first telephone your health plan at (209)
942-6320 and use your health plan’s grievance process before contacting the Department. Utilizing this
grievance procedure does not prohibit any potential legal rights or remedies that may be available to you.
If you need help with a grievance involving an emergency, a grievance that has not been satisfactorily
resolved by your health plan, or a grievance that has remained unresolved for more than 30 days, you
may call the Department for assistance. You may also be eligible for an Independent Medical Review
(IMR). If you are eligible for an IMR, the IMR process will provide an impartial review of medical
decisions made by a health plan related to the medical necessity of a proposed service or treatment,
coverage decisions for treatments that are experimental or investigational in nature and payment
disputes for emergency or urgent medical services. The Department also has a toll-free telephone
number (1-888-466-2219) and a TDD line (1-877-688-9891) for the hearing and speech impaired.

The Department’s internet website (http://www.dmbhc.ca.gov) has complaint forms, IMR application
forms, and instructions online.

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


http://www.hmohelp.ca.gov/

STATE HEARING

If you want a State Hearing, you must ask for one within 120 days from the date of this letter. However,
if you are currently getting treatment and you want to continue to keep your treatment going, you
must ask for a State Hearing within 10 days from the date this letter was postmarked or delivered to
you, or before the date your health plan says services will be stopped or reduced. Please state that you
want to keep getting your treatment going when you ask for the State Fair Hearing.

You can ask for a State Hearing over the phone or in writing:

If you decide to ask for a State Hearing by phone, please call 1-800-743-8525. This number can
be very busy, so you may get a message to call back later. If you have trouble speaking or hearing,
please call TTY/TDD 1-800-952-8349.

If you decide to ask for a State Hearing in writing, you will need to fill out a State Hearing form or
send a letter to:

California Department of Social Services
State Hearings Division

P.0. Box 944243, Mail Station 9-17-37
Sacramento, CA 94244-2430

A State Hearing form is enclosed for you. Be sure to include your name, address, telephone
number, Social Security Number, 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, and we will provide one for free.

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 harm your health, you might be able to get an answer within 72 hours.
Ask your doctor or health plan to write a letter for you. The letter must explain in detail how waiting for
up to 90 days for your case to be decided will seriously jeopardize 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.

LEGAL HELP

You may speak for yourself at the State Hearing or have another person speak for you, such as a relative,
friend, advocate, doctor, or attorney. If you want another person to speak for you, then you must ask the
other person yourself. You may be able to get free legal help. Call the Consumer Complaint and
Protection Coordinators at 1-800-952-5210. You may also call the local Legal Aid Society in your county
at 1-888-804-3536.



Health Plan®
of San Joaquin

NONDISCRIMINATION STATEMENT

Health Plan of San Joaquin complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Health Plan of San Joaquin does not
exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

Health Plan of San Joaquin:

* Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters

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

* Provides free language services to people whose primary language is not English, such as:

- Qualified interpreters
- Information written in other languages

If you need these services, contact our Customer Service Department 888.936.PLAN (7526), (TTY/TDD) 711

HOW TO FILE A GRIEVANCE

If you believe that Health Plan of San Joaquin 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:

Health Plan of San Joaquin
Attn: Grievance Coordinator
7751 S. Manthey Rd.

French Camp, CA 95231

You can also call our toll free number by calling 888.936.PLAN (7526), (TTY/TDD) 711, or fax it to
209.942.6355 - Attn: Grievances. You can file a grievance in person or fill out our online form [Https://
www.hpsj.com/member-grievance-form/#top], fax, or email. If you need help filing a grievance, HPS]’s
Grievance Department is available to help you.

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, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human
Services 200 Independence Avenue, SW
Room 509F, HHH Building

Washington, D.C. 20201
800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Questions? Call 888.936.PLAN(7526) TTY/TDD 711| www.hpsj.com



Health Plan® Get help in your language

of San Jocquin LANGUAGE ASSISTANCE SERVICES

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

available to you. Call 1-888-936-(PLAN)7526 (TTY: 711).

Espaiiol (Spanish)
ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia lingiifstica. Llame al 1-888-936-(PLAN)7526 (TTY: 711).

Tié'pg Viét (Vietnamese)
CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd tro ngdn ngit mién phi danh cho ban.
Goi s6 1-888-936-(PLAN)7526 (TTY: 711).

Tagalog (Tagalog-Filipino)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-888-936-
(PLAN)7526 (TTY: 711).

St 0] (Korean)
Z0|. SR O| 2 AIRSIA|= ZL, 00| X| Y MH|AZ 222 0|238}4A! 2= Q& LT}
1-888-936-(PLAN)7526 (TTY:711)HO 2 F3}sl| FAIA| .

B b3 (Chinese)

FE  WREHERER TS MR EESE SRR - S5EE
[1-888-936-(PLAN)7526 (TTY: 711) -

Zuy Epkt (Armenian)

NpcUINRE3 NPL Gph junun 1+ U Gphwy & pht , wmyudk q wmbydwp
Jup n n Bbwnpudwy pdb | (Equijubwe wljgnipjub
Swnuynipjnibtbp: Quiquhupbipl-888-936-(PLAN)7526 (TTY (hk nunnhuy)’
711):

Pycckuii (Russian)
BHVIMAHUVE: Ecnu Bbl TOBOpUTE Ha PyCCKOM sI3bIKe, TO BaM JJOCTYIIHbI OeCIUIaTHbIE

ycnyru nepeBoja. 3sonute 1-888-936-(PLAN)7526 (Tesetain: 711).

Questions? Call 888.936.PLAN(7526) TDD/TTY: 711 |www.hpsj.com



o J(FarsipBaly sy (L) O hend (i€ o S b ) 4 S Aa g
2 8 sl PLAN)7526 (TTY: 711)-936-888-1)L 23l (o« pal 8 Lad (5) p

HAzE(Japanese)
FREIE . AXREZEINSGGE. BHOEEXREZIFAAVCETE
9, 1-888-936-(PLAN)7526 (TTY: 711) £T. BBEEICTITER 2L,

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

Hu rau 1-888-936-(PLAN)7526 (TTY:711).

W(Puniabi)
s oG 7 3idad gs% 3, 3t 9T g AfesT A 398 BEt Hes Quzsu J|
1-888-936-(PLAN)7526 (TTY: 711) '3 &% S|

43 2l\(Arabic)
1-888-936-(PLANY7 5260l ol ll il 5 &y sall) sac Louall ciland o il ) Caaai i 13) ; i pale
P TS5 sl il o8

& (Hindi)
e < g 3y ) dierd § a siue for g & 1o WeTadT 4Tt Iuasy
€11-888-936-(PLAN)7526 (TTY: 711) TR &HId B3 |

A1¥1 Ne (Thai)

1I5aU: AUNANIN InaaudIntsalduanisaiamdan a1 land Ins
1-888-936-(PLAN)7526 (TTY: 711).

24 (Cambodian)
(Ul UITISMESSUNW MaNTS) UNSSWSSHAMAN IChwsSSSeju
AHNGEISIINITUTEMY G el 1-888-936-(PLAN)7526 (TTY: 711)4

Questions? Call 888.936.PLAN(7526) TDD/TTY: 711 |[www.hpsj.com



Additional SFH Rights Addendum

Temporary Emergency State Fair Hearing Extended Filing Timeframes

Changes to the time frames: Before the COVID-19 Crisis, members had 120 days (4
months) from the date of their NAR letter to file a SFH. Members will now have 240 days
(8 months) from the date of their NAR letter to file a SFH starting March 1, 2020 through
the end of the COVID-19 Crisis.
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