Health Plan®
of San Joaguin

Member Appeal Form

Member Name:

Last First Middle Initial
Member Address: Phone:
City: State: Zip Code:
Member ID#: Birthdate: Sex:
Doctor’s Name:
Appeal

What do you want to appeal? (Listitem/service/med that is denied/deferred/modified) __

When was this denied? (List date denied. This can be the date on your NOA letter)

Why is this being appealed? (List why this is medically necessary for you)

Please list any records are sending in with this form: (Such as: a copy of your doctor’s

notes or an x-ray)

Have you tried any other things (Meds/Treatments)? Yes [ | No [] If you said “yes”,

please explain:

Will you need language help? Yes [ | No [ | Language:

Your Rights:
Health Plan of San Joaquin will send me an appeal resolution within 30 days of getting this
appeal.
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My cooperation is voluntary.

[ have the right to disenrollment.

[ have the right to contact the Department of Managed Health Care.
[ have the right to a State Fair Hearing (Medi-Cal members only).

Signature Date

[ allow Health Plan of San Joaquin to get: medical records; claims records; or other records.

These records will be used for my appeal.

Signature Date
Do you want your doctor to file an appeal for you? Yes [ | No [ ] If you answered
“Yes”: 1 Allow my doctor (List Doctor’s name) to file an
appeal on my behalf.

Signature Date
Did someone help you fill out this form? Yes [ | No [ ] If you answered “Yes”:
Name: Relationship:
Address: Telephone:

Signature Date
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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 Notice

Discrimination is against the law. Health Plan of San Joaquin follows State and Federal
civil rights laws. Health Plan of San Joaquin 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.

Health Plan of San Joaquin provides:
e Free aids and services to people with disabilities to help them communicate
better, such as:

v Qualified sign language interpreters

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

e Free language services to people whose primary language is not English, such as:
v Qualified interpreters
v Information written in other languages

If you need these services, contact Health Plan of San Joaquin between Monday-Friday
8:00 a.m. - 5:00 p.m. by calling 888.936.7526. If you cannot hear or speak well, please
call TTY/TDD 711 to use the California Relay Service. Upon request, this document can
be made available to you in braille, large print, audio, and accessible electronic format.
To obtain a copy in one of these alternative formats, please call or write to:

Health Plan of San Joaquin
7751 South Manthey Road, French Camp, CA 95231
888.936.PLAN (7526), TTY/TDD 711

HOW TO FILE A GREVIANCE

If you believe that Health Plan of San Joaquin 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 Health Plan of San Joaquin’s Civil Rights
Coordinator, the Chief Compliance Officer. You can file a grievance in writing, in person,
or electronically:

e By phone: Contact between Monday - Friday, 8:00 a.m. - 5:00 p.m. by calling
888.936.7526. Or, if you cannot hear or speak well, please call TTY/TDD 711.

e In writing: Fill out a complaint form or write a letter and send it
to: Health Plan of San Joaquin
Attn: Grievance and Appeals Department
7551 S. Manthey Road
French Camp, CA 95231

Call customer service toll free at888.936.PLAN (7526) TTY/TDD 711.
Health Plan of San Joaquin is open Monday -Friday, 8:00 a.m. - 5:00 p.m.
Visit online at www.hpsj.com



http://www.hpsj.com/

Health Plan™®
of San Joaquin Nondiscrimination Notice

888.936.PLAN (7526), TTY/TDD 711
By fax: 209.942.6355

e Inperson: Visit your doctor's office or Health Plan of San Joaquin and say you want
to file agrievance.

e Electronically: Visit Health Plan of San Joaquin's website at www.hpsj.com

If you need help filing a grievance, a Customer Service Representative can help you.

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:

e By phone: Call 916.440.7370. If you cannot speak or hear well, please call
711 (Telecommunications Relay Service).

e In writing: Fill out a complaint form or send a letter to:
Deputy Director, Office of Civil Rights
Department of Health Care Services Office of Civil Rights
P.O. Box 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at http:www.dhcs.ca.gov/Pages/Language Access.aspx

e 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 bases 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, by
phone 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.qgov/ocr/portal/lobby.jsf.

Call customer service toll free at888.936.PLAN (7526) TTY/TDD 711.
Health Plan of San Joaquin is open Monday -Friday, 8:00 a.m. - 5:00 p.m.
Visit online at www.hpsj.com
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Health Plonsv
of San Joaguin

Language Assistance

English Tagline

ATTENTION: If you need help in your language
call 888.936.7526, TTY/TDD 711. Aids and
services for people with disabilities, like
documents in braille and large print, are also
available. Call 888.936.7526, TTY/TDD 711.
These services are free of charge.

(Arabic) duyalb Hlaidl

3 aild ccliads Buclunadl J] ot 13] 1olY! (x4

Oleluall Ll 4345 .888.936.7526, TTY/TDD 711
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Zuyipkt whwwly (Armenian)
NhTU NP E3NRUL: Gpl QLq oqunipniu k
hwpluynp Qp 1Eqny, quuiiquhwpkp
888.936.7526, TTY/TDD 711: Quu twl
odwinul] Uhgngubkp nt swnwynipiniuikp
hwydwtnuUnipinit nititignn wudwtg hwdwnp,
ophtwl]® Fpuyih gpunhwny ni junponpuitnuin
nyugpyud yniphp: Quuquhwpbkp
888.936.7526, TTY/TDD 711: Ujy
duwnwnipntutpt wdwp Gu:

UNIENITNMANLZS (Cambodian)

Sam: 10 (5 MINSW SNMan IUIHS g
gIﬁQI?IHJB 888.936.7526, TTY/TDD 7114
SSw SH wNMY U XSO

S G NAM NI H AR I UN S A M
I8/ UAs i HSIn g
AHNGIMSRHIZM SINNURIUS

888.936.7526, TTY/TDD 7114
INMYSiNIS:BSARINIS W

AT X HRIE (Chinese)

BIR R EFELUENFNEIRMESE), 1B
B8 888.936.7526, TTY/TDD 711, B LR
W AN TRIESBhFIAR DS, Bl E XA HERK
PR, EAEEEN, 1538
888.936.7526, TTY/TDD 711, XLRZEZ 5k
R

(Farsi) (g ® (b 4 clba

L i€ il 0 S 358 ) 4wl i K s s

5SS & il 888.936.7526, TTY/TDD 711

s pdad laaais il il dlaa (gl Jla A8 La gadia el
888.936.7526, L.l 29a s i« Sy iy a bils

A g e 3, 8 cilea ) 2,80 il TTY/TDD 711

f&dt &@rsH (Hindi)

¢ S 3R 3MTYeh! U= HTST H gradl Bt
3T H T § ol 888.936.7526, TTY/TDD 711 WR
P P | LA ISt <Al b T T 3R
JaTE, S 9 3R 7 fife # o cxaay Sua= B
888.936.7526, TTY/TDD 711 IR H1d B3 | T TAIY
. e B

Nge Lus Hmoob Cob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj
hom lus hu rau 888.936.7526, TTY/TDD 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 888.936.7526, TTY/TDD 711. Cov kev
pab cuam no yog pab dawb xwb.

HAZERED (Japanese)
FEEABTONIGHDERIGENL
888.936.7526, TTY/TDD 711~ EEEL 128 Ly,
REFODERCXFOILKEFERGE, BEHhWEE
BHLORDIoDOY—EZALEAELTWET,
888.936.7526, TTY/TDD 711~ EEEL 128 Ly,
INLOY—EXFEATRELTVWETS,

o0 E§ 212l (Korean)

FOAtEl: ol A2 =2 Hha HOAIH
888.936.7526, TTY/TDD 711 Ho =2

EOISIMA| . ™ALL 2 EXLE Bl A2 20|
HOj7t U 252 2T E21 AHIAZ 0|8
b5 &L L. 888.936.7526, TTY/TDD 711 o2
EOISIMA|L. Ol2{st MH|AE 222

M= & L.
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CNOWIFIDIO (Laotian)

UsnIo:

IIVAIDINIVODIVROBCTD LWITI2DYNI
VIVMICY 888.936.7526, TTY/TDD 711.
£906070908CNOCCITNIVVINIVFISVOVE
NIV .
cqCONEIIMLNCULENTOLVVEIEDLOWL MG
TondnmacD 888.936.7526, TTY/TDD 711.
MVOINIVCTHIVOAD) TN Q87909

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
888.936.7526, TTY/TDD 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
mborgv benx domh sou se mbenc nzoih bun
longc. Douc waac daaih lorx 888.936.7526,
TTY/TDD 711. Naaiv deix nzie weih gong-bou
jauv-louc se benx wang-henh tengx mv zuqc
cuotv nyaanh oc.

YAl 29% 8% (Punjabi)

fimrs fe8: 7 3T vt 3 9T Hee © 87
J 3t IS I3 888.936.7526, TTY/TDD 711.
WUIH 89" Bd AoTfesT w3 AT, R o 98
3 "3 sUT 9 TA3=H, & SusEg I8
IS g9 888.936.7526, TTY/TDD 711.

fog AT He3 I

Pycckuu cnoraH (Russian)

BHMMAHWE! Ecnn Bam Hy>kHa NomMoLLb Ha
BaLleM POOHOM SA3bIKE, 3BOHUTE MO HOMEpPY
888.936.7256 (nuHua TTY/TDD711). Takke
NpeaoCTaBnaATCA cpeacTsa u ycnyrm ans
noaen ¢ orpaHNYeHHbIMN BO3MOXHOCTAMM,
HanpUMep OOKYMEHTbI KPYMNHbIM LLUPUATOM 1nn
wpudptom bparns. 3BoHUTE NO HOMEPY
888.936.7256 (nuHua TTY/TDD 711). Takue
ycnyru npegocraenaTca 6ecnnartHo.

Mensaje en espafiol (Spanish)

ATENCION: si necesita ayuda en su idioma,
llame al 888.936.7526, TTY/TDD 711. También
ofrecemos asistencia y servicios para personas
con discapacidades, como documentos en
braille y con letras grandes. Llame al

888.936.7526, TTY/TDD 711. Estos servicios
son gratuitos.

Tagalog Tagline (Tagaloq)

ATENSIYON: Kung kailangan mo ng tulong sa
ilyong wika, tumawag sa 888.936.7526,
TTY/TDD 711. Mayroon ding mga tulong at
serbisyo para sa mga taong may
kapansanan,tulad ng mga dokumento sa braille
at malaking print. Tumawag sa 888.936.7526,
TTY/TDD 711. Libre ang mga serbisyong ito.

un'lavinin‘lng (Thai)

Tdsansu:
mnpasiasmMsaubawmdaliunmuasaa
Ay Insdwii ey 888.936.7526,
TTY/TDD 711 uanannil
fawsanlinnuamlanazsniseng 9
fmdulAfaNiaURNTT LU lanFTEN 4
1‘71L?Jua”msrsmsaaiu,azl,anz;hsﬁﬁuﬁmﬂﬁﬁﬂmwm
alual nsanTnsdwvildivunary 888.936.7526,
TTY/TDD 711 Lisieladanasdnsuudnisiwanit

MpumiTka ykpaiHcbKor (Ukrainian)

YBAIA! Akwo Bam noTpibHa gonomora BaLlo
pigHOK MOBOIO, TeNeOoHynTe Ha HoMep
888.936.7526, TTY/TDD 711. Jltogn 3
0BMEXEHMMU MOXITMBOCTAMM TaKOX MOXYTb
cKopucTaTucs JONOMiKHMMM 3acobamm Ta
nocnyramu, Hanpvknag, oTpyuMaTti JOKYMEHT!,
HagpykoBaHi LWpndpTom bpannsa Ta Bennkum
Wwpudtom. TenedoHynTe Ha HOMep
888.936.7526, TTY/TDD 711. Lli nocnyru
OE3KOLUTOBHI.

Khau hiéu tiéng Viét (Viethamese)

CHU Y: Néu quy vi can tro gitip bang ngén ngi
clia minh, vui 1dng goi s

888.936.7526, TTY/TDD 711. Ching téi cling hd
tro va cung cap céac dich vu danh cho nguoi
khuyét tat, nhw tai liéu bang chi ndi Braille va
ch khd I&n (chir hoa). Vui ldng goi sb
888.936.7526, TTY/TDD 711. Cac dich vu nay
déu mién phi.
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