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 Cal MediConnect Member 
Grievance and Appeal Form 

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  No 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.  
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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:   Yes  No 
Dated:  
Member or Authorized Representative Notified:  Yes  No 
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:  
 

• Phone: 1-800-952-5253 
TTY/TDD: 1-800-952-8349 

• 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: 
 

• 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. 

• 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: 1-877-588-1123, available 24 hours a day, 7 days a week. 
TTY/TDD: 1-855-877-6668, this number is for people who have hearing or speaking 

problems. You must have special telephone equipment to call it. 
• Fax: Appeals: 1-855-694-2929 

 All other reviews: 1-844-420-6672 
• Write: Livanta, LLC. 

 BFCC-QIO Area 5 
 10820 Guilford Road, Suite 202 
 Annapolis Junction, MD  20701-1105 

• Website: www.bfccqioarea5.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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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: 
 

• 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) 

 

• 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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