
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 1-888-936-7526 (TTY 711) 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 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 www.dmhc.ca.gov has complaint forms, IMR 

application forms and instructions online. 

In accordance with Health and Safety Code section 1367.043 and guidance from the 

Department of Managed Health Care and the Department of Health Care Services, Health 

Plan has updated its grievance form to better reflect your rights. You have the right to file a 

grievance if you feel you were not treated in a way that affirms your gender identity by 

Health Plan staff or providers, or if you were denied medically necessary, gender-affirming 

or trans-inclusive care. Health Plan is committed to providing respectful, inclusive, and 

equitable care to all members. Your voice matters, and we encourage you to share your 

concerns so we can continue to improve the care and services we provide. 
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Member Appeal Form

http://www.dmhc.ca.gov/


Member Appeal Form

Member Name 
Last First  Middle Initial 

Member Address   Phone 

City    State  Zip Code 

Member ID#  Birth Date  Sex 

Primary Care Provider Name  

Appeal 

What do you want to appeal? (List item/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: 

☐ NoWill you require language assistance?  ☐ Yes 

Language:  
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Member Appeal Form
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Your Rights 

Health Plan of San Joaquin/Mountain Valley Health Plan (“Health Plan”) will send me an appeal 
resolution within 30 days of getting this appeal. 

• My cooperation is voluntary.
• I have the right to disenrollment.
• I have the right to contact the Department of Managed Health Care. I have the right to a State Fair

Hearing (Medi-Cal members only).

Signature  Date 

I allow Health Plan 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”: I allow my doctor  (List doctor’s name) 
to file an appeal on my behalf. 

Signature  Date 

Did someone help you complete this form? ☐ Yes ☐ No
If you answered “Yes”: 

Name  Relationship 

Address  Phone 

City  State  Zip Code 

Signature  Date 
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