X7, santa Clara Family Cal MediConnect Member

DY Grievance and Appeal Form
Yy Health Plan. Phone: 1-877-723-4795 (TTY: 711)

Fax: 1-408-874-1962

This form is optional. Santa Clara Family Health Plan Cal MediConnect Plan (Medicare-Medicaid
Plan ) (SCFHP Cal MediConnect) can help you fill out this form or you may file a grievance or appeal
verbally by calling Customer Service at 1-877-723-4795 (TTY: 711), Monday through Friday, 8 a.m. to
8 p.m. 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: Cell Phone:

Name of person filing if different from above:

Relationship: Telephone:

Date of Problem:

Describe the problem in detail (use the back of this page if you need more room to write):

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 someone other than the member, SCFHP must have a copy of the signed
Appointment of Representative (AOR) form or equivalent written notice.

SCFHP USE ONLY

L1 Grievance L1 Appeal SCFHP RECEIPT DATE/TIME:
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You can get help from the California Department of Managed Health Care

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. For urgent issues, you may call the Department first without
filing a grievance with your health plan.

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 TTY line
(1-877-688-9891) for the hearing and speech impaired. The Department's internet website
www.dmhc.ca.qgov 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: 1-800-952-8349

o Write: California Department of Social Services
State Hearings Division
PO Box 944243, MS 9-17-37
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: 1-877-486-2048. The call is free.

e Website: www.medicare.gov
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http://www.dmhc.ca.gov/

You can get help from the Quality Improvement Organization (QIO)

Our state has an organization called Livanta Beneficiary and Family Centered Care (BFCC)-Quality
Improvement Organization (QIO). This is a group of doctors and other health care professionals who
help improve the quality of care for people with Medicare.

Contact Livanta BFCC-QIO 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. Livanta
BFCC-QIO is not connected with our plan.

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

e Fax: Appeals: 1-855-694-2929
All other reviews: 1-844-420-6672

e Write: Livanta BFCC-QIO
10520 Guilford Road, Suite 202
Annapolis Junction, MD 20701

e Website: www.livanta.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

iy~ Health Plan. NONDISCRIMINATION NOTICE

Discrimination is against the law. Santa Clara Family Health Plan Cal MediConnect Plan
(Medicare-Medicaid Plan) (SCFHP Cal MediConnect Plan) follows State and Federal civil rights laws.
SCFHP Cal MediConnect 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.

SCFHP Cal MediConnect Plan provides:

e Free aids and services to people with disabilities to help them communicate better, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,

other formats)

e 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 SCFHP Cal MediConnect Plan between 8 a.m. to 8 p.m., Monday
through Friday by calling 1-877-723-4795. If you cannot hear or speak well, please call 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:

Santa Clara Family Health Plan
PO Box 18880

San Jose, CA 95158
1-877-723-4795 (TTY: 711)

HOW TO FILE A GRIEVANCE

If you believe that SCFHP Cal MediConnect 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 SCFHP Cal
MediConnect Plan. You can file a grievance by phone, in writing, in person, or electronically:

e By phone: Contact SCFHP Cal MediConnect Plan between 8 a.m. to 8 p.m., Monday through
Friday by calling 1-877-723-4795. Or, if you cannot hear or speak well, please call 711.

e In writing: Fill out a complaint form or write a letter and send it to:
Attn: Grievance and Appeals Department
Santa Clara Family Health Plan
6201 San Ignacio Ave
San Jose, CA 95119

e In person: Visit your doctor’s office or SCFHP Cal MediConnect Plan and say you want to file a
grievance.
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e Electronically: Visit SCFHP Cal MediConnect Plan’s website at www.scfhp.com.

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 http://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 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:

e By phone: Call 1-800-368-1019. If you cannot speak or hear well, please call TTY/TDD
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 http://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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.‘.h’. Santa Clara Family

YN Health Plan. Language Assistance Services

English: ATTENTION: If you speak English, language assistance services, free of charge, are
available to you. Call Customer Service at 1-877-723-4795 (TTY: 711), Monday through Friday, 8 a.m.
to 8 p.m. The call is free.

Espafiol (Spanish): ATENCION: Si habla espafiol, hay servicios de ayuda de idiomas gratis
disponibles para usted. Llame a Servicio al Cliente al 1-877-723-4795 (TTY: 711) de lunes a viernes,
de 8 a.m. a 8 p.m. La llamada es gratis.

Tiéng Viét (Vietnamese): CHU Y: Néu quy vi ni tiéng Viét, co dich vu hé tro ngdn ngte, mién phi
danh cho quy vi. Hay goi dén Dich Vu Khach Hang theo s0 1-877-723-4795 (TTY: 711), tr Thir Hai
dén Tho Sau, 8 gid sang dén 8 gi¢ t6i. Cudc goi la mién phi.

X (Chinese) : I : MRMRP X - MO/ HBERFIESEIRS - ETEH —EZEPRHLF LI RE
i £ 8 mENER 1-877-723-4795 (TTY AP IBHE 711 ) SEFRFEE R - KBIERTE -

Tagalog (Tagalog): PAUNAWA: Kung nagsasalita ka ng Tagalog, may magagamit kang mga
serbisyong tulong sa wika na walang bayad. Tumawag sa Serbisyo para sa Mamimili sa
1-877-723-4795 (TTY: 711), Lunes hanggang Biyernes, 8 a.m. hanggang 8 p.m. Ang pagtawag ay
libre.

ot=0{(Korean): T=2[: ot=0{ & AIESHA|l= 8%, 20 X|& MH|AE RE2 0|85t 5= UASLICL
HQURH 22U M 8 A|RE XY 8 A|7HX| 1-877-723-4795 (TTY: 711)HO 2 D24 MH|A L0
Aztsf FHA Q. Sot= FE YL

Swjbpbu (Armenian). NFCUMYNFE3NFL. Grb fununwd Gp hw)bpblu, www |Gquywl ogunLjwu
dwnwjncpejntlutpp A6q Yunpwdwnpytu wudsdwn: 2wuqwhwnpbp hwéwhnpnutnh uwwuwpydwu
yEuwnpnu hGunlyw hGnwhunuwhwdJwnpny' 1-877-723-4795 (TTY. 711), Gpynwwprhhg NnLppwRe' d.
8:00 - 20:00: Qwugu wuybdwn E:

Pycckunn (Russian): BHUMAHWUE: Ecnn Bel roBopuTte no-pyccku, Bl moxeTe 6ecnnatHo
BOCMOMb30BaTbCA ycryramu nepesog4unka. NMossoHnte B Cnyx0by nogaepXkm KNMEHTOB No HOMepY
1-877-723-4795 (tenetann: 711), ¢ noHegenbHuka no nAaTHULY, ¢ 8:00 go 20:00. 3BoHOK BecnnaTHbIN.

:(Farsi) o~
O edman B4t p (sla 3552000 1B Lad G i 5 OIBG1) ) sy (L 388 Ciland i€ e Cumaa s 3 Gl 40 B 4 s
s GG kel ol b Gl 2y 58 el (7115 TTY) 1-877-723-4795 o e 43 (s e ladd aal 5 b cai 8 )z 8

B (Japanese) : TiEE : AABEEHESNIBE. BHOSEXEY —ERXETRALLLY
FY. hRAEI—H—ER 1-877-723-4795 (TTY : 711) FTHEHE TS\, Y —ERBMTILA
BANOREADFHISHNSFR8BETTY, MAFEHTT.

Ntawv Hmoob (Hmong): LUS CEEV: Yog hais tias koj hais lus Hmoob, peb muaj kev pab txhais lus
pub dawb rau koj. Hu rau Lub Chaw Pab Cuam Neeg Qhua rau ntawm tus xov tooj 1-877-723-4795
(TTY: 711), hnub Monday txog Friday, 8 teev sawv ntxov txog 8 teev tsaus ntuj. Qhov hu no yog hu
dawb xwb.
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UATEt (Punjabi): fims fe6: 7 3 Jardt 98¢ 3, 31 3973 Set I AgTfes Aee! fauas He3
BUBEY T&| 1-877-723-4795 (TTY: 711) 3 IMJS AT S AHIT 3 HIJL'd, ASd 8 ©n 3 I3 8 < 3
I8 I B II& T UAT &t ST

:(Arabic) 4z 2
1-877-723-4795 a8} Lo e keal) Fards Jai¥l) ll dalia dslaall i salll saelusall ciladd (b ey jall Zall) Caaats i 13) s
(e Jhai! lue 8 ) ilua 8 (e ddaaad) ) (i) (e (TTY: 711) gandl cilanial oail) Cailgll)

&S} (Hindi): &M ¢ 3R 3y &S}, yrer e €, 3imaeh forg 1o weradt dard e Iuasy g
UTeh Ydl B 1-877-723-4795 (TTY: 711) W, GHAR Y YehdR, &g 8:00 Y M 8:00 Tol ddh Pid d
Ig Hid (e ¢

M Ing (Thai): Tuseusu: wnaviniuwamen e asfivsmsanushowdevynsshumunlaslsifienTdane
finstorususmaand v 1-877-723-4795 (TTY: 711) l¢Tuiudunsaeans nan 08.00 u. fis 20.00 u.
lisien Tanelunnslus

124 (Khmer): §SG1M:: [UASICIMNAE S SUNWM AN

NN SWIRAMUNEISEUNSINAHMAINWSSASINY SINNURIRAIUNIAYTHAESNSMBIUS
1-877-723-4795 (TTY: 711) NigS SRAUISNMIENHA 8 (/Y SUIENH 8 WU
MIUTI I N AN S AR I

WI9290 (Lao): TW0x90: 1uiancdiwazn90, SNind3ningoeciincinwIgntosdsostlgsre
950U, LmIgLLSNIVYNENONCS 1-877-723-4795 (TTY: 711), SuHL M7 SLIN €029 8 w9 9 8
w99, WS,

Mien (Mien): JANGX LONGX: Beiv taux meih benx gorngv ang gitv waac nyei mienh nor, dugv
mbenc maaih nzie weih gong tengx wang-henh faan waac bun muangx maiv zuqgc cuotv nyaanh,
mbenc nzoih liouh bun meih longc. Douc waac daaih lorx taux nzie weih zipv kaeqv gorn zangc yiem
njiec naaiv 1-877-723-4795 (TTY: 711), yiem naaiv liv baaiz yietv mingh taux liv baaiz hmz bouc
dauh, yiem 8 diemv lungh ndorm ziagh hoc mingh 8 diemv lungh muonz. Naaiv norm douc waac gorn
se wang-henh longc maiv zuqc cuotv nyaanh oc.

YkpaiHcbka (Ukrainian): YBAIA: AKLLO BY pO3MOBASIETE aHIMINCbKOK MOBOO, BU MOXETe
0e3KOLTOBHO CKOpUCTaTUCS AOCTYMHUMM NOcnyramu nepeknagada. TenedoHynte 4o cnyxéom
NIATPUMKW KITIEHTIB 3a HOMepoM 1-877-723-4795 (TeneOHHUIN NPUCTPIN i3 TEKCTOBUM BBOLOM
[Teletype TTY]: 711), noHeginok-n’atHuus, 3 8:00 go 20:00. [13BiHOK 6€3KOLLTOBHUM.
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