Health Plan®® A\ Mountain Valley
of San Joaquin @ Health Plan

Member Name

Member Grievance Form

Last First Middle Initial
Member Address Phone
City State Zip Code
Member ID# Birth Date 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?

If you answered “Yes”, please explain:

[dYes [INo

What would you like to see done about this problem?
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Will you require language assistance? [1Yes [INo

Language:

Do you have any physical or other limitations that would prevent you from attending a grievance
meeting? [JYes [1No

If you answered “Yes”, please explain:

[ know and understand that Health Plan of San Joaquin/Mountain Valley Health Plan (“Health Plan”) 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);
¢ File a State Fair Hearing (Medi-Cal members only).

Signature Date

I approve Health Plan 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?  [JYes [ No
If you answered “Yes”:

Name Relationship
Address Phone
City State Zip Code

Signature Date
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Health PIQH’V A Mountain Valley
of San Joagquin N Health Plan

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 and an outside reviewer that is not related to
your health plan will review your case.
e Ask for a State Hearing and a judge will review your case.

You can ask for both an Independent Medical Review 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 Independent Medical Review 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, and the State Hearing has
already taken place, then you cannot ask for an Independent Medical Review. In this case, the
State Hearing has the final say.

You will not have to pay for an Independent Medical Review or State Hearing.

INDEPENDENT MEDICAL REVIEW

If you want an Independent Medical Review, you must ask for one within 180 days from the date of
this Notice of Appeal Resolution letter. The paragraph below provides you with information on how
to request an Independent Medical Review.! Note that the term “grievance” is talking about both
“complaints” and “appeals.”

“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.dmhc.ca.gov_has complaint forms, IMR application forms, and instructions online.”

! Health and Safety Code (HSC) section 1368.02(b). HSC is searchable at:
http://leginfo.legislature.ca.gov/faces/home.xhtml.
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STATE HEARING

If you want a State Hearing, you must ask for one within 120 days from the date of this Notice of
Appeal Resolution letter. However, if your health plan continued to provide you with the disputed
service(s) (Aid Paid Pending) during the health plan’s appeal process and you want the service(s)
to continue until there is a decision on your State Hearing, you must request a State Hearing within
10 days of this Notice of Appeal Resolution letter. Even though your health plan must give you Aid
Paid Pending when you ask for a State Hearing in this way, you should let your health plan know
you want to get Aid Paid Pending until your State Hearing is decided. You should contact Health
Plan of San Joaquin/Mountain Valley Health Plan between 8 a.m. - 5 p.m. by calling 1-888-936-
PLAN (7526). If you cannot hear or speak well, please call 711 (TTY).

You can ask for a State Hearing in the following ways:

e Online at www.cdss.ca.gov

e By phone: Call 1-800-743-8525. This number can be very busy. You may get a message
to call back later. If you cannot speak or hear well, please call TTY/TDD 1-800-952-8349.

e In writing: Fill out a State Hearing form or write a letter. Send it by mail or fax to:

California Department of Social Services
State Hearings Division

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

Fax: 916-309-3487 or toll-free at 1-833-281-0903

A State Hearing Form is included with this letter. Be sure to include your name, address,
telephone number, Social Security Number and/or CIN 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 the State
Hearings Division what language you speak. You will not have to pay for an interpreter. The
State Hearings Division will get you one. If you have a disability, the State Hearings Division
can get you special accommodations free of charge to help you participate in the hearing.
Please include information about your disability and the accommodation you need.

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 days. 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 harm your life, your
health, or your ability to attain, maintain, or regain maximum function. Then, make sure you ask
for an Expedited Hearing and provide the letter with your request for a hearing.

You may speak at the State Hearing yourself. Or, someone like a relative, friend, advocate, doctor,
or attorney can speak for you. If you want another person to speak for you, then you must tell the
State Hearings Division that the person is allowed to speak for you. This person is called an
Authorized Representative.

DUALAGRIGHTS12292023E 2


http://www.cdss.ca.gov/

LEGAL HELP

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.
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Nondiscrimination Notice

Discrimination is against the law. Health Plan of San Joaquin/Mountain Valley Health Plan
(“Health Plan”) follows State and Federal civil rights laws. Health Plan 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 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 between Monday-Friday 8:00 a.m. - 5:00 p.m. by
calling 1-888-936-7526. If you cannot hear or speak well, please call TTY 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/Mountain Valley Health Plan
7751 South Manthey Road, French Camp, CA 95231
1-888-936-PLAN (7526), TTY 711

HOW TO FILE A GRIEVANCE

If you believe that Health Plan 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’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 1-888-936-
7526. Or, if you cannot hear or speak well, please call TTY 711.

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

Health Plan of San Joaquin/Mountain Valley Health Plan
Attn: Grievance and Appeals Department
7751 S. Manthey Road, French Camp, CA 95231

By fax: 209-942-6355



e In person: Visit your doctor's office or Health Plan and say you want to file a grievance.

e Electronically: Visit Health Plan's website at www.hpsj-mvhp.org

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 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 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 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.
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Language Assistance

English Tagline

ATTENTION: If you need help in your language
call 1-888-936-7526, TTY 711. Aids and services
for people with disabilities, like documents in
braille and large print, are also available. Call
1-888-936-7526, TTY 711. These services are
free of charge.

(Arabic) duyalb Hlaidl

1-888- 5 uaild ccliads suclunadl J| ozt 13] 1ol (43
Olodsdly wluslual Ll 4345 936-7526, TTY 711.
By syl dgSiall oliiena)l Jio (BBl (S5 Lot
oda .1-888-936-7526, TTY 711. Jail . 4SIl Lol
Adlxe Olods!

Zuykpkh whwnwl (Armenian)
NhTUNRE3NRL: Gph 2kq ogunipniu k
hwpluynp Qtp 1Eqyny, quuquhwpkp
1-888-936-7526, TTY 711: Yut twih odwliquly
Uhongubp nt Swnwynipjniutp
hwodwtnuunipinit nititignn wudwbg hwdwnp,
ophtwl]” Fpuyh gpunhwny ni junonputnun
nwuqpyus yniphpn: Quuquhwpbp 1-888-936-
7526, TTY 711: Uy bwnuynipjntukpt wddwp
kl:

N SN N aNi24d (Cambodian)

Sam: 1I0HM (51 MISSW SMMan IUHA Y
giinisiiug 1-888-936-7526, TTY 7114 RwW
SH 1NAY U NSAmMI
STGNMRARAIIINMHAPREUNS A M
I8/ R s eI HSnN g
AHNGIRTSRHIRM SINNUE™IUS
1-888-936-7526, TTY 7111
wNFRYSimiSEsSARINIS|wY

fBiAR P 4R1E (Simplified Chinese)

HER  MRGFELUGMENERHETEE | B

1-888-936-7526 (TTY: 711). EAISINLIRHEEXT
BHEANTHEBIFRS |, FlInE XHKF &K
L, IRMIEAEEA. 152 1-888-936-7526
(TTY: 711). XLEERRSFEB BRTER.

(Farsi) (g ) 4 qutha

b i€ il 0SS 258 () 4 e R s

sSS  ,& i 1-888-936-7526, TTY 711

s b sladdais atla ccul glaa (gl Hla 2l Jil e gadia Clead

Ll e S ) naag abicla
el ol a8 ol 1-888-936-7526, TTY 711
s 4l 08

f&dt Srere (Hindi)

S & SR TUD! SO HTNT T TRl D1
TR § df 1-888-936-7526, TTY 711 R
DI D | SRIGAT aTet AT o 17T JgRIaT 3R
ATy, o o 3R F$ fife & off gwarde Sues g
1-888-936-7526, TTY 711 TR Bid < | Y Ty f;
[ g

Nge Lus Hmoob Cob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj
hom lus hu rau 1-888-936-7526, 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 1-888-936-7526, TTY 711. Cov kev pab
cuam no yog pab dawb xwb.

HZAEEREC (Japanese)
FEBARZBTONSHBERIGE L
1-888-936-7526, TTY 711~BFBEEL 2 & LY,
BFOEROCXFOILRF AL, BEAWES
BHLORDIoDOY—EXLEAELTWET,
1-888-936-7526, TTY 711~BFBEEL 12 & Ly,
INLDOY—EXFERNTREELTHET,

Sh=o] B 12}<1 (Korean)
fFrojabe): A8t Ao 2 =R-8 Wk o
1-888-936-7526, TTY 711 ¥ O & £ 2] 514 A]
ARG & A2 " T4 9 o] Felrt =
TES AT S5 AH| A% o] & T T
1-888-936-7526, TTY 711 H o & F-2] 514 A Q..
ol g AH| A= TR E Al TP T

ki
M2

o
>,



ccnnlowIF1D10 (Laotian)

UENIo:

TIUinciogNIVeoIVToecH LWITI2e9UN
oRvmach 1-888-936-7526, TTY 711.
£9DOH0IVFOECHOCCILNIVVINIVTIDVHLWNI)
cqucoNEIILNCHVENTDVLVVCILDIOBDL e
ToitvmacD 1-888-936-7526, TTY 711.
NILOINMCHIMOTD IO lg598 (0.

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
1-888-936-7526, 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 1-888-936-7526, TTY 711.

Naaiv deix nzie weih gong-bou jauv-louc se benx
wang-henh tengx mv zuqc cuotv nyaanh oc.

UArsl 298E& (Punjabi)

fimrs fe€: A 3T¢ st I @9 Hee
o 83 I I IB IJ 1-888-936-7526, TTY
711. MUgH 3T BE AT M3 AT,
R g 98 »3 A gud €9 Erﬂsné?.r
& QusTd I8 IS I

1-888-936-7526, TTY 711. &g A== He3 IS

Pycckum cnoraH (Russian)

BHMMAHWE! Ecnn Bam Hy)xHa nomoLLb Ha
BalLleM POOHOM Si3bIKe, 3BOHUTE MO HOMepY
1-888-936-7526 (nuHua TTY 711). Takke
npeaoCcTaBngalTCA cpeacTea 1 ycnyrm ons
nogen ¢ orpaHNYeHHbIMU BO3MOXHOCTSIMIA,
Hanpumep OOKYMEHTbI KPYMHbIM LLPUATOM Unn
wpudTom bpannga. 3BoHUTE NO HOMEPY
1-888-936-7526 (nuHua TTY 711). Takue
ycrnyru npeaoctaenaoTca 6ecnnaTtHo.

Mensaje en espafiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame
al 1-888-936-7526, TTY 711. También ofrecemos
asistencia y servicios para personas con
discapacidades, como documentos en braille

y con letras grandes. Llame al 1-888-936-7526,
TTY 711. Estos servicios son gratuitos.

Tagalog Tagline (Tagaloq)

ATENSIYON: Kung kailangan mo ng tulong sa
iyong wika, tumawag sa 1-888-936-7526,

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 1-888-936-7526, TTY 711.

Libre ang mga serbisyong ito.

uinlavniun'ing (Thai)

Tdsansu:
mnaasiasmsaubawdaliunsnuasaa
AzaNTnsANYT LN vaIN R }
1-888-936-7526, TTY 711 uanannil
fansanlinnuhalanazusnseng 9
SUUARATIAANNRNNT LY naTeng 9
AfludnususasuaziansnsiRuweIad AN AR
el nsanInsdwiiluiivanea 1-888- -936-7526,
TTY 711 Lifialdahadwsuudnisinanil

Mpumitka ykpaiHcbkor (Ukrainian)

YBAI'A! Akwo Bam noTpidHa gonomora BaLlow
pigHOK MOBOIO, TENedOHYNTE Ha HOMEpP
1-888-936-7526, TTY 711. Jltoam 3 obmexeHnMun
MOXITMBOCTAMM TaKOX MOXYTb CKOpUcTaTucs
AO0MNOMIKHUMK 3acobamm Ta nocryramu,
Hanpuvknag, oTpMMaTti JOKYMEHTWN, HagpyKoBaHi
wpndptom bpannga Ta BeNUKUM LWpndgToMm.
TenedoHynte Ha Homep 1-888-936-7526,

TTY 711. Lli nocnyrn 6e3KOLWTOBHI.

Khau hiéu tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro giip bang ngén ngi
clia minh, vui ldng goi sb 1-888-936-7526,

TTY 711. Chung t6i cing hd tro’ va cung cap cac
dich vu danh cho ngudi khuyét tat, nhuw tai liéu
bang chir ndi Braille va chir khé I&n (chir hoa).
Vui long goi s6 1-888-936-7526, TTY 711.

Cac dich vu nay déu mién phi.
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