Member Grievance & Appeal Form
Medi-Cal
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Date Filed:
Step 1: Complete the form below with your Alliance information.
Last Name: First Name:
Alliance ID #: Cell Phone #:
Date of Birth: Other Phone #:
Address:

City, State and Zip Code:

[] I request an expedited review because this issue involves a serious threat to my health.

[] I1asked the following person or provider to help me with my grievance or appeal:

Name of person: Relationship:
If a provider, Provider Phone #: Provider Fax #:

Step 2: Describe what happened or what action you are appealing.

For appeals, what is the modified or denied authorization #:

For a grievance, who is your grievance against? Provider Name:

When did this happen? Date:

Describe what happened:

Step 3: Sign and date this form.

| certify that the statements made above are true and correct to the best of my belief:

Member Signature: Date:

Step 4: Return this form via email, fax or regular mail:

Regular mail: Alliance Grievance Department, 530 West 16! St., Ste. B, Merced, CA 95340
Email: grievancecoordinator@thealliance.health Fax: 831-430-5579

www.thealliance.health
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Alliance Grievance Process
Frequently Asked Questions
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What is the Alliance Grievance System?

This is the system for resolving member complaints and appeals about the services they
get as Alliance members. Filing a complaint or appeal will not affect your health care
coverage through the Alliance.

Why would | file a complaint?
You could file a complaint if you:
¢ Have delays in getting health care services that you think you need; such as
medications, medical equipment, or doctor appointments
Are not happy with the services you got from a healthcare provider
Are unhappy with any aspect of your healthcare
Disagree with us when we deny a service you feel you need
Feel that a health care provider or the Alliance has not respected your privacy

Why would | file an appeal?

Another reason why you might file a complaint is if we send you a Notice of Action. A
Notice of Action is a formal letter telling you that a medical service has been denied,
deferred, or modified. This type of complaint is also called an appeal. If you receive a
Notice of Action from us, and you are a Medi-Cal member, you have sixty (60) days from
the date on the Notice of Action to file an appeal with us. If you are an Alliance Care
IHSS member, you have 180 days from the date on the Notice of Action to file an appeal
with us.

How do | file a complaint or appeal?
e Call Member Services at: 800-700-3874 or TTY 800-735-2929
Call the Grievance Coordinator at: 800-700-3874, ext. 5816
Fill out an electronic complaint on our website, www.thealliance.health
Call for an appointment at any of our offices, Monday through Friday, 8am to 5pm.
Mail the complaint form to the Grievance Coordinator at the Scotts Valley
address below:
Central California Alliance for Health
1600 Green Hills Road, Ste. 101
Scotts Valley, CA 95066
831-430-5500

What happens after | file my complaint or appeal?

The Grievance Coordinator will send you a letter within 5 days after you file your
complaint. This letter tells you we received your complaint. It explains your rights in the
grievance process.

www.thealliance.health 10-2023
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Alliance Grievance Process
Frequently Asked Questions
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How is my complaint or appeal resolved?

Depending on the type of complaint you have, our staff may be able to resolve it very
quickly. If this is not possible, we work with our own Alliance departments or providers to
get it resolved.

When will | receive a notice of resolution letter?
We will send you a resolution letter within 30 days from the day we receive your
complaint.

What If my complaint involves a serious threat to my health?

If your health problem is urgent, meaning it is a serious threat to your health, ask for an
Expedited Review. If you request an Expedited Review, the Grievance Coordinator will
let you know within 24 hours that your complaint has been received. A resolution will be
completed within 72 hours. An Expedited Review involves an imminent or serious threat
to your health, including but not limited to severe pain, potential loss of life, limb, or
major bodily function.

What if | prefer to speak Spanish or Hmong?
The Alliance has staff that speaks Spanish and Hmong and can help you file your
complaint or appeal.

What if | do not speak English, Spanish or Hmong?
Please call us and we will arrange an interpreter for you through a telephone language
line.

What if | have a complaint about my privacy?
You can file with the Department of Health and Human Services — Office of Civil Rights

at: 200 Independence Avenue SW Room 509F, HHH Bldg., Washington, D.C. 20201

What if | need help with my complaint or appeal?
e You can authorize another person such as a family member or friend to help you.
e You can call the State Office of the Ombudsman at 1-888-452-8609 if you have
Medi-Cal.
e You can call the Health Consumer Alliance at 1-888-804-3536 if you need legal
help.

Are there other ways to resolve my problem?

If you are a Medi-Cal member, have filed an appeal with the Alliance and received
an appeal resolution letter, or if the Alliance did not resolve or respond to your
appeal according to the timelines outlined above, you can ask for a State Hearing.
You must ask for the hearing within 120 days from the date of receiving the
Alliance’s appeal resolution letter.
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You can call the California Department of Social Services (DSS) at 1-800-952-5253
(TDD: 1-800-952-8349) to request a hearing or you can fax your request to DSS at
1-833-281-0905.

You can also mail a State Hearing Request form to:

California Department of Social Services
State Hearings Division
P.O. Box 944243, MS 9-17-37
Sacramento, CA 94244-2430

For IHSS members, please read the California Department of Managed Health
Care statement below.

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 (800-700-3874) or TTY (800-735-2929)
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.

www.thealliance.health 10-2023
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Nondiscrimination Notice

Discrimination is against the law. Central California Alliance for Health (the Alliance)
follows State and Federal civil rights laws. The Alliance 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.

The Alliance provides:
» 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, other formats)

» 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 the Alliance between 8 AM — 5:30 PM, Monday
through Friday, by calling 800-700-3874. If you cannot hear or speak well, please call
800-735-2929 (TTY: Dial 711). Upon request, this document can be made available to
you in braille, large print, audiocassette, or electronic form. To obtain a copy in one of
these alternative formats, please call or write to:

Central California Alliance for Health
1600 Green Hills Rd, Suite 101
Scotts Valley, CA 95066
800-700-3874

800-735-2929 (TTY: Dial 711)

HOW TO FILE A GRIEVANCE

If you believe that the Alliance 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 Alliance’s Civil Rights Coordinator,
also known as the Senior Grievance Specialist. You can file a grievance by phone, in
writing, in person, or electronically:

www.thealliance.health
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By phone: Contact the Alliance’s Senior Grievance Specialist between 8 AM
and 5:30 PM, Monday through Friday, by calling 800-700-3874. Or, if you
cannot hear or speak well, please call 800-735-2929 (TTY: Dial 711).

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

Central California Alliance for Health
Attn: Senior Grievance Specialist
1600 Green Hills Rd, Suite 101
Scotts Valley, CA 95066

In person: Visit your doctor’s office or the Alliance and say you want to file
a grievance.

Electronically: Visit the Alliance’s website at www.thealliance.health.

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

(Telecommunications Relay Service).

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.

Electronically: Send an email to CivilRights@dhcs.ca.gov.

www.thealliance.health
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Nondiscrimination Notice

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, please call
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.nhs.gov/ocr/portal/lobby.jsf.

www.thealliance.health
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English Tagline

ATTENTION: If you need help in your language call 1-800-700-3874 (TTY: 1-800-735-
2929). Aids and services for people with disabilities, like documents in braille and large
print, are also available. Call 1-800-700-3874 (TTY: 1-800-735-2929). These services
are free of charge.

(Arabic) 4u sl Jadl)

1-800-700-3874 = Jaild cclialy saclisall ) Cantial 13) oliid¥) a3

44y yhay 4 giSall il e dBle Y 5 0 Galaidl cleadll 5 Clac bl Wayl jé 55 (TTY: 1-800-735-2929)
1-800-700-3874 = Juail , Sl Jadll 5 (L 50

Adlae Sleadll s3a (TTY: 1-800-735-2929)

Sw)tpbu whwwy (Armenian)

NFCUNMNFE3NEL: Gt Qtq oqunipeinLl £ hwpywynp 26p |Ggyny, quuqwhwntp 1-
800-700-3874 (TTY: 1-800-735-2929): Ywl Lwl. odwlnwy Uhgngutin nL
SwnuwjnLpntuutn hwadwunwunteiniu nlubgnn wudwlg hwdwp, ophuwy” ~pwjth
gpwwnhwny Nt fun2npwiwnwn nwywagnywé Uynuetn: 2wuqwhwnptp 1-800-700-3874
(TTY: 1-800-735-2929): Ujn swnwjnipjnLtuutnu wuysdwp Gu:

UnastN I anigl (Cambodian)

Gam: 10HMA (57 MINSW MMan IURHS gy SidnNisiiug 1-800-700-3874 (TTY:
1-800-735-2929)4 B8t SH iNAY ENU NSAMI SN AMNINIItHAIN
UEUNSOMITEA URARIINgIinMHAPINYS SMGIRSRHINY SINu™ius
1-800-700-3874 (TTY: 1-800-735-2929)1 itunfigsinis:ESAnIg: ~ w

fBi{A X HRiF (Simplified Chinese)

IR MBREFEEUGHESIRMEEED) , 155 1-800-700-3874

(TTY: 1-800-735-2929). FHAMIBINLRHEI N THEATIFEBIFRS |, Fling XFKF
KIS, IREEHERA. BHE 1-800-700-3874 (TTY: 1-800-735-2929), XLEARSEER
=REN,

(Farsi) ¢sunlo Ui @ cilbe
1-800-700-3874 (TTY: 1-800-735-2929) L .S c15b )3 SuS 395 oL @ uwlys o (3l 1dg
Sl Sloas ol sy Lwlas 1-800-700-3874 (TTY: 1-800-735-2929) L .l 39590 1w Sy

www.thealliance.health
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f&t 2rers= (Hindi)

& ¢ 3R TYDT YT HTHT H STl H1 SHTIIHdT g af 1-800-700-3874

(TTY: 1-800-735-2929) TR HId B3 | 3RS ATl @R & forT TeTaar 3R JaTe, S 9
3R 3 fife # 1} Sxaraw U 1 1-800-700-3874 (TTY: 1-800-735-2929) WR Hid Y |
3 Jarg : e g

Nge Lus Hmoob Cob (Hmongq)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-800-700-3874 (TTY:
1-800-735-2929). 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
1-800-700-3874 (TTY: 1-800-735-2929). Cov kev pab cuam no yog pab dawb xwb.

BAERE (Japanese)

EEBRE COXIGHBHELIFE F 1-800-700-3874 (TTY: 1-800-735-2929)\ s BEE <
LEW, ARFOEHCXFOMARERTEE. BHVWEEEEOADILODY—E 24 H
ELTCWZFT., 1-800-700-3874 (TTY: 1-800-735-2929) N b BEEC L&\, Th 5D
—E2EE|HTRERBELTVET,

ot=0f Ej12t2l (Korean)

FOIALE: Mool 202 =52 B 4/ O A|H 1-800-700-3874 (TTY: 1-800-735-2929)
Ho = ZO[StHA|R. AL 2 AR & A<t 20| Hoj7t e 252 flot =21
MH|AE 0|8 7Hs 2L L} 1-800-700-3874 (TTY: 1-800-735-2929) HHO 2

oSt A2, Ol2{et MH| A &2 MS&E L

ccnlowarz1990 (Laotian)

UENI0: n”‘)Ui*mm”agmDE)0‘)ua’oacﬁa?nwﬁzﬁaaguiﬁv?m'?mm*)cﬁ 1-800-700-3874 (TTY: 1-
800 735-2929). 90609008 CHBCCIENIVVINIVTISVHVELNIV
caucentniicivengevyvcarlntulns lwtumacs i}

1-800-700-3874 (TTY: 1-800-735-2929). non03nuctinbiciegcsoas igaelos.

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 1-800-700-3874

(TTY: 1-800-735-2929). 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
1-800-700-3874 (TTY: 1-800-735-2929). Naaiv deix nzie weih gong-bou jauv-louc se
benx wang-henh tengx mv zugc cuotv nyaanh oc.

6-2023
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UATH 291818 (Punjabi)

s 7o6: 7 3976 vyt 3T 89 HeT & 83 J 3T 9% 9d 1-800-700-3874

T%I’;Y: 1-800-735-2929). WUTJH S Bt HITE3T w3 Aerd, e fa g5 w3 Wl surdh
id TH3eH, < BUBYU J&| 18 dd 1-800-700-3874 (TTY: 1-800-735-2929).

&g AT He3 I3

Pycckum cnoraH (Russian)

BHUMAHWE! Ecnu Bam Hy>XHa NOMOLLb Ha BalleM POAHOM A3blKe, 3BOHUTE N0 HOMepy

1-800-700-3874 (nuHna TTY: 1-800-735-2929). Takke npedocTaBns0TCca cpeacrsa 1

ycrnyrn ans niogen ¢ orpaHMyYeHHbIMY BO3MOXHOCTAMK, Hanpumep AOKYMEHTbI KpYMnHbIM

WwpndpTom mnu wpndgtom bpannsa. 3soHuTte no Homepy 1-800-700-3874 (nuHmna TTY:
1-800-735-2929). Takne ycnyrn npegoctaBnatoTca 6ecnnaTHo.

Mensaje en espaiiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-800-700-3874

(TTY: 1-800-855-3000). También ofrecemos asistencia y servicios para personas con
discapacidades, como documentos en braille y con letras grandes. Llame al
1-800-700-3874 (TTY: 1-800-855-3000). Estos servicios son gratuitos.

Tagalog Tagline (Tagaloq)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa
1-800-700-3874 (TTY: 1-800-735-2929). Mayroon ding mga tulong at serbisyo para sa
mga taong may kapansanan,tulad ng mga dokumento sa braille at malaking print.
Tumawag sa 1-800-700-3874 (TTY: 1-800-735-2929). Libre ang mga serbisyong ito.

uiinlaiiniu'lna (Thai)

‘Iﬂsmmm:!mnﬂmm”aamsmwmjmmﬁaL*ﬂummyaoqm!ﬂ'ajmﬂmsv?fwm‘"lﬂﬁuu'lmaw
1-800-700-3874 (TTY: 1-800-735-2929) uanainil fansaulvanumiailanazuiniseng!
ql@msuyananinNuinsiidulianasenly! .
Mdludnwsiusaduazianasifuvmaddnesuunaluansaninsdnildivanaan 1-
800-700-3874 (TTY: 1-800-735-2929) lLiusiA1d3adniuusnisiaiil!

Mpumitka ykpaiHcbkoro (Ukrainian)

YBAIA! Akwo Bam noTtpibHa gonomora BaLlo pigHO MOBO, TENEOHYNTE HA HOMEpP
1-800-700-3874 (TTY: 1-800-735-2929). Jltoan 3 0BGMeXeHUMN MOXITUBOCTSMWN TaKOX
MOXYTb CKOpUCTaTUCS AONOMIKHUMM 3acobamu Ta nocryramu, Hanpuknag, oTpumaTi
AOKYMEHTU, HagpyKoBaHi WwpudpTtoMm bpanns ta sBennknum wpudtomM. TenedoHynte Ha
Homep 1-800-700-3874 (TTY: 1-800-735-2929). Lli nocnyrn 6e3kOoLLTOBHI.

Kh&u hiéu tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro giip bang ngén ngir ctia minh, vui ldng goi s6
1-800-700-3874 (TTY: 1-800-735-2929). Chung tdi ciing hd tro va cung cap cac dich vu
danh cho nguwoi khuyét tat, nhw tai liéu bang chi» ndi Braille va chi khé 1&n (chi hoa).
Vui 16ng goi s6 1-800-700-3874 (TTY: 1-800-735-2929). Cac dich vu nay déu mién phi.

6-2023
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