X7, santa Clara Family Cal MediConnect Member

DY Grievance and Appeal Form
sy Health Plan’” Phone: 1-877-723-4795

TTY/TDD: 1-800-735-2929 or 711
Fax: 1-408-874-1962

This form is optional. Santa Clara Family Health Plan can help you fill out this form or you may file a
grievance or appeal verbally by calling us at 1-877-723-4795, Monday through Friday, 8 a.m. to 8
p.m. TTY/TDD users should call 1-800-735-2929 or 711. Or, someone will contact you by phone as
soon as we receive this form. We will assist you in any way we can and answer any questions that
you have. We can help you in any language.

Member Name:

Member ID: Date of Birth:
Address:
Home Phone: Work/Cell Phone:

Name of person filing if different from above:

Relationship: Telephone:

Date of Problem:

Describe the problem in detail:

What would you like someone to do about the problem?

Will you need language assistance?

[]Yes [ 1No Language preference:

Do you have a problem that needs medical attention in the next 72 hours or are you in severe pain?

[ ]Yes [ ] No

Signature™: Date:

* If signed by somebody other than the member, Appointment of Representative (AOR) form is
required.

SCFHP USE ONLY

[ 1 Grievance [] Appeal SCFHP RECEIPT DATE:
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FOR INTERNAL USE ONLY

Received by: Date:

Referred to: Date:

Expedited Review Required: [ ] Yes [ ] No
Decision must be made and communicated to member by:

Information/Resolution:

AOR Form Received: [ JYes [ ]No

Dated:
Member or Authorized Representative Notified: [_] Yes [ 1No
Notified by: Date:

Special assistance provided (language, transportation):

Review completed by:
Name: Date:
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The Department of Managed Health Care requires Santa Clara Family Health Plan (SCFHP) to
inform you of the following:

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
1-877-723-4795 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-HMO-2219) and a TDD line (1-877-688-
9891) for the hearing and speech impaired. The department's Internet Web site
http://www.hmohelp.ca.gov has complaint forms, IMR application forms and instructions online.

As a Medi-Cal beneficiary, you can request a State Hearing. If you decide to request a hearing, you
must do so within 120 calendar days of the mailing of your notice. Please contact SCFHP for the
forms that you need. They are also available from the Santa Clara County Department of Social
Services. Information about the State Hearing process is also available:

e Phone: 1-800-952-5253
TTY/TDD: 1-800-952-8349
o Write: California Department of Social Services
State Hearings Division
PO Box 944243, MS 19-17-37
Sacramento, CA 94244-2430

Getting help from Medicare
You can call Medicare directly for help with problems. Here are two ways to get help from Medicare:

e Phone: 1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week.

TTY/TDD : 1-877-486-2048. The call is free.
e Website: www.medicare.gov
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You can get help from the Quality Improvement Organization (QIO)
Our state has an organization called Livanta, LLC. This is a group of doctors and other health care
professionals who help improve the quality of care for people with Medicare.

Contact Livanta if you have a problem with the quality of care you have received, you think your
hospital stay is ending too soon or you think your home health care, skill nursing facility care or
comprehensive outpatient rehabilitation facility (CORF) services are ending too soon.

Phone:
TTY/TDD:

Fax:

Write:

Website:

1-877-588-1123, available 24 hours a day, 7 days a week.
1-855-877-6668, this number is for people who have hearing or speaking
problems. You must have special telephone equipment to call it.
Appeals: 1-855-694-2929

All other reviews: 1-844-420-6672

Livanta, LLC.

BFCC-QIO Area 5

10820 Guilford Road, Suite 202

Annapolis Junction, MD 20701-1105

www.bfccqioareab.com

Santa Clara Family Health Plan Cal MediConnect Plan (Medicare-Medicaid Plan) is a health plan that
contracts with both Medicare and Medi-Cal to provide benefits of both programs to enrollees.
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“.h’. Santa Clara Family

‘i~ Health Plan.

Discrimination is Against the Law

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

SCFHP:

e Provides free aids and services to people with
disabilities to communicate effectively with us, such
as:

o Qualified sign language interpreters

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

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

If you need these services, contact Customer Service at
1-877-723-4795, Monday through Friday, 8 a.m. to 8 p.m.
TTY/TDD users call 1-800-735-2929 or 711.
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If you believe that SCFHP 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:

Attn: Appeals and Grievances Department
Santa Clara Family Health Plan

6201 San Ignacio Ave

San Jose, CA 95119

Phone: 1-877-723-4795

TTY/TDD: 1-800-735-2929 or 711

Fax: 1-408-874-1962

Email: CalMediConnectGrievances@scfhp.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, a Customer Service representative is available to help you.

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, DC 20201

Phone: 1-800-368-1019

TDD: 1-800-537-7697

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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.‘."’. Santa Clara Family

iy~ Health Plan.
Language Assistance Services

English: ATTENTION: If you speak another language, language assistance services, free of charge,
are available to you. Call Customer Service at 1-877-723-4795, Monday through Friday, 8 a.m. to 8
p.m. TTY/TDD users should call 1-800-735-2929 or 711. The call is free.

Espaiiol (Spanish): ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia linguistica. Llame a Servicio al Cliente al 1-877-723-4795, de lunes a viernes, de 8 a.m. a
8 p.m. Los usuarios de TTY/TDD deben llamar al 1-800-735-2929 o al 711. La llamada es gratuita.

Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd tro ngén ngi» mién phi
danh cho ban. Hay goi Dich Vu Khach Hang theo sb 1-877-723-4795, tir thir Hai dén thir Sau, 8 gidy
sang dén 8 gid tdi. Nhirng ngudi sir dung TTY/TDD goi dén s6 1-800-735-2929 hodc 711. Cudc goi
dwoc mién phi.

th3Z (Chinese): J£ & @ RIS - R TERE T IVIE S RS - 162 1-877-7234795 L 4%
FHR S E.'E TAEREEE ERAE F 8:00 £l - 8:00 - TTY/TDD f F=i&5H 1-800-735-2929 =,
71 - XEHmHHIE -

Tagalog - Filipino (Tagalog): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng
mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa Serbisyo para sa Customer sa
1-877-723-4795, Lunes hanggang Biyernes, mula 8 a.m. hanggang 8 p.m. Dapat tumawag ang mga
TTY/TDD user sa 1-800-735-2929 o 711. Libre ang tawag.

#=o] (Korean): 2]:3k= 0] & A}%o}f\k 8%, Aol A Ml &g FEE o] 85k = AsUTh
Yo ARE FoU7A 24 8 A F-E 2F 8 A|Alo]o] 1-877-723-4795 H o2 jpﬂ A H] 2 FoAof
Asls] FAHA L. TTY/TDD A2 1 800 735-2929 ¥l L= 711 R O.% sl FAH

Ut Fsas FadUTh

Zugkpku (Armenian): NECUTCNRESNRL Bpb junumd bp hugtpbl, wyw (kquljub ogintpjui
Swnwnipiniuttpp 2kq junpudugpdbit wuddup: Quibquhwpbkp Zwdwinpnubph vyuwuwupldw
Lnpnt 1-877-723-4795 hinwunuwhwdwpm] kplnuwpphhg mppup 8 a.m.-hg 8 p.m.-p:
TTY/TDD oquuynnutpp wyhwup L quiuquhwpk 1-800-735-2929 Jwd 711: Quuqh wuddwnp k:

Pycckun (Russian): BHUMAHWE: Ecnn Bel rosopute no-pycckun, Bel moxerte 6ecnnartHo
BOCMOMb30BaTLCA yCryramu nepesogynka. 3BOHUTE B CAY)KOY Nogaep KKK KITMEHTOB MO HOMEpPY
1-877-723-4795 c noHegenbHUKa no natHuuy ¢ 8:00 go 20:00. Jluuya, nonbayowmecsa Tenetamnom /
TenekoMMYHUKaLUWOHHbIMUK ycTporncTeamu ond rnyxux (TTY/TDD), MmoryT cBg3aTbCAa No HoMepam
1-800-735-2929 vnu 711. 3BOHKK BecnnaTHble.

s~ (Persian, Farsi):
o jbad Gayba ) A Gl jls 53 OB g ds () e (sl g e S o Cumaa b L 4 ) s
= TTY/TDD oS 3 80 (el (5 yidia (g i b pas 8 U e 8 Cielu ) daaa B auidiga s 55 4795-723-877-1
B ol Gl 35, Gt 711 4 2029-735-800-1 o e (3l il 3
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BAEE (Japanese): ;T EFIE: HABZHEINI5E. BMEHOEB Y —EREZZHHAWF+ET, AIE
HMNS&ER. 81 8 B~F 1% 8 BFICHEDAREIT—H—E R (1-877-723-4795) E T EIRLIE &L,
TTY/TDD CHIA®D AL, 1-800-735-2929 F1=(d 711 (ZEEEL TS, BERSITERTT,

Hmoob (Hmong): LUS CEEV:Yog koj hais lus Hmoob, peb muaj kev pab txhais lus pub dawb rau
koj. Hu Rau Lub Chaw Pab Cuam Neeg Qhua rau ntawm 1-877-723-4795, hnub Monday txog Friday,
8 teev sawv ntxov txog 8 teev tsaus ntuj. Tus xov tooj rau cov neeg TTY/TDD hu rau 1-800-735-2929
lossis 711. Yog tus xov tooj hu dawb.

YA (Punjabi): fimrrs fe€: 7 37 U=t S8 I, 37 37 ATTYsT AT 393 B8 He3 GuseEd J| Iraw
AT $ AHTT 3 HIe'd, ARS 8 3 973 8 7A 3 3, 1-877-723-4795 '3 IS &J| TTY/TDD TI3€ i@t
& 1-800-735-2929 7 711 '3 I8 JIa! Tl J1 fog I8 Hes Jeit I

4 ali(Arabic): _
A0 e edlaall danay ol | Ulae @l dalie 4 alll saclisall Claads (i jall dall) Goa i€ 13):4k sala
e Jlat¥) agiSey pandl Gilaal JLat) lea/malll Cilgll cordiis o 8 I e 8 dhasall ) EY) e 4795-723-877-1
711 5 2929-735-800-1 a8l
Llas Juai
& (Hindi): &arer & 3R 39 By aterd &, o 3mash AT 17 Fgraar dard fogeeh 3estr ¢
3T HHAR & YehaR, Gog 8 a1 ¥ U & 8 ol deh AMgsh Aal I 1-877-723-4795 W il HX
Hehl &1 TTY/TDD 3UFNThATHT HT 1-800-735-2929 AT 711 WX Fiel HX=l ART| Hiel f:eeh g1

avnlne (Thai): Sou: windumani In i msanusemaemedmmnlag lifia1401e Tns@aaerhoiimsgadin
1-877-723-4795 ldduausuninaiugns 11m108.00 u. 81 20.00 u. 1§ TTY/TDD aunsalnsdaso 1dh
1-800-735-2929 5o 711Taghilianl4w1e

121 (Mon-Khmer, Cambodian): [UBtwASHgAMA: oS agRSunwmManigl tuh i gungn
MANNSHUGSINNAERNWRAREE ihigné nifcshnbdtsmuiue

1877 723 4795 MGIAMS Mg S 188 8 (i B0 sANG HAYD TTY/TDD Hiifgiadnu
U2 1800 735 2929 U 711 91 MIUMIGIRSARHARG

wagaa90 (Lao): Bugau: Homautdawaganao, JH8nawgosdedavwagad@enaldannan. Winma
dﬂyzﬂﬁmu@nﬁﬂm"‘sﬁ 1-877-723-4795, (8900%08now 7 Sudeafo, F9ue 8 tugBana 8 Tu9
€R9. c::‘z"ﬁ‘ié' TTY/TDD coulntnmad 1-800-735-2929 & 711. naulmcuuinus.
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