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COUNTY

YOUR RIGHTS UNDER MEDI-CAL

If you need this notice and/or other documents from the SLOBHD
in an alternative communication format such as large font,
Braille, or an electronic format, or, if you would like help reading
the material, please contact SLOBHD by calling 1-800-838-1381

IF YOU DO NOT AGREE WITH THE DECISION MADE FOR YOUR MENTAL HEALTH OR
SUBSTANCE USE DISORDER TREATMENT, YOU CAN FILE AN APPEAL. THIS APPEAL IS FILED
WITH SLOBHD

HOW TO FILE AN APPEAL

You have 60 days from the date of this “Notice of Adverse Benefit Determination” letter to file an
appeal. If you are currently getting treatment and you want to keep getting treatment, you
must ask for an appeal within 10 days from the date on this letter OR before the date your
SLOBHD says services will stop. You must say that you want to keep getting treatment when you
file the appeal.

You can file an appeal by phone or in writing. If you file an appeal by phone, you must follow up
with a written signed appeal. The Plan will provide you with free assistance if you need help.

+ To appeal by phone: Contact SLOBHD between 8 AM and 5 PM, Monday through Friday by
calling 1-800-838-1381 or call the Patients’ Rights Advocate at (805) 781-4738. Or, if you
have trouble hearing or speaking, please call 1-800-735-2922 California Relay Service/TTY.

» To appealin writing: Fill out an appeal form or write a letter to your plan and send itto:

County of San Luis Obispo Health Agency
2180 Johnson Avenue | San Luis Obispo, CA 93401 | (P) 805-781-4719 | (F) 805-781-1273
info@slocounty.ca.gov | slocounty.ca.gov
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County of San Luis Obispo Behavioral Health Department,
Attn: Patients’ Rights Advocate

2180 Johnson Avenue

San Luis Obispo, CA 93401

Your provider will have appeal forms available. SLOBHD can also send a form to you.

You may file an appeal yourself. Or, you can have someone like a relative, friend, advocate,
provider, or attorney file the appeal for you. This person is called an "authorized
representative.” You can send in any type of information you want SLOBHD to review. Your
appeal will be reviewed by a different provider than the person who made the first decision.

SLOBHD has 30 days to give you an answer. At that time, you will get a “Notice of Appeal
Resolution” letter. This letter will tell you what the Plan has decided. If you do not get a letter
with the Plan’s decision within 30 days, you can ask for a “State Hearing” and a judge will
review your case. Please read the section below for instructions on how to ask for a State
Hearing.

EXPEDITED APPEALS

If you think waiting 30 days will hurt your health, you might be able to get an answer within
72 hours. When filing your appeal, say why waiting will hurt your health. Make sure you ask
for an “expedited appeal.”

STATE HEARING

If you filed an appeal and received a “Notice of Appeal Resolution” letter telling you that
SLOBHD will still not provide the services, or you never received a letter telling you of the
decision and it has been past 30 days, you can ask for a “State Hearing” and a judge will
review your case. You will not have to pay for a State Hearing.

You must ask for a State Hearing within 120 days from the date of the “Notice of Appeal
Resolution” letter. During the COVID-19 public health emergency, the timeframe for asking for
a State Hearing has been extended an extra 120 days. If you receive a “Notice of Appeal
Resolution” letter from March 1, 2020, through the end of the public health emergency, you
must ask for a State Hearing within 240 days from the date of the “Notice of Appeal
Resolution” letter. You can ask for a State Hearing by phone, electronically, or inwriting.

* By phone: Call 1-800-952-5253. If you cannot speak or hear well, please call TTY/TDD
1800- 952-8349.



» Electronically: You may request a State Hearing online. Please visit the California
Department of Social Services’ website to complete the electronic form:
https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx

* Inwriting: Fill out a State Hearing form or send a letter to:

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

Be sure to include your name, address, telephone number, Date of Birth, and the reason you
want a State Hearing. If someone is helping you ask for a State Hearing, add their name,
address, and telephone number to the form or letter. If you need an interpreter, tell us what
language you speak. You will not have to pay for an interpreter. We will get you one.

After you ask for a State Hearing, it could take up to 90 days to decide your case and send you
an answer. If you think waiting that long will hurt your health, you might be able to get an
answer within three (3) working days. You may want to ask your provider or Plan to write a
letter for you, or you can write one yourself. The letter must explain in detail how waiting for
up to 90 days for your case to be decided will seriously harm your life, your health, or your ability
to attain, maintain, or regain maximum function. Then, ask for an “expedited hearing” and
provide the letter with your request for a hearing.

Authorized Representative

You may speak at the State Hearing yourself. Or someone like a relative, friend, advocate,
provider, or attorney can speak for you. If you want another person to speak for you, then you
must tell the State Hearing office that the person is allowed to speak for you. This person is
called an “authorized representative.”

LEGAL HELP

You may be able to get free legal help. You may also call the local Legal Aid program in your
county at 1-888-804-3536.


https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx

NONDISCRIMINATION NOTICE

Discrimination is against the law. County of San Luis Obispo
Behavioral Health Department (SLOBHD) follows Federal
civil rights laws. SLOBHD does not
discriminate, exclude people, or treat them differently
because of race, color, national origin, age, disability, or sex.

SLOBHD provide free aids and services to people with
disabilities to help them communicate better, such as:

« Qualified sign language interpreters
« 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:

« Qualified interpreters
« Information written in other languages

If you need these services, contact SLOBHD 24 hours a day, 7
days a week by calling 1-800-838-1381. Or, if you cannot hear
or speak well, please call 1-800-735-2922 California Relay
Service/TTY.



HOW TO FILE A GRIEVANCE

If you believe that SLOBHD 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
SLOBHD. You can file a grievance by phone, in writing, in person, or electronically:

» By phone: Contact SLOBHD between 8AM to 5PM, Monday through Friday by calling 1-
800838-1381 or call the Patients’ Rights Advocate at (805) 781-4738. Or, if you cannot
hear or speak well, please call 1-800-735-2922 California Relay Service/TTY.

* In writing: Fill out a grievance form, or write a letter and send itto:

County of San Luis Obispo Behavioral Health Department Atten: Patients’ Rights
Advocate 2180 Johnson Avenue
San Luis Obispo, CA 93401

» In person: Visit your provider’s office or SLOBHD and say you want to file a grievance.

OFFICE OF CIVIL RIGHTS

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- 800537-7697.

* Inwriting: 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.hhs.gov/ocr/portal/lobby.isf.
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LANGUAGE ASSISTANCE

English
ATTENTION: If you speak another language, language assistance services, free of charge, are

available to you. Call 1-800-838-1381 or TTY/CRS 1-800-735-2922

ATTENTION: Auxiliary aids and services, including but not
limited to large print documents and alternative formats, are
available to you free of charge upon request. Call 1-800-838-
1381 or TTY/CRS 1-800-735-2922

Espafiol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica.
Llame al 1-800-838-1381 or TTY/CRS 1-800-735-2922

Tiéng Viét (Vietnamese)
C!—|L'J Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngén ngr mién phi danh cho ban. Goi
sO 1800-838-1381 or TTY/CRS 1-800-735-2922

Tagaloqg (Tagalog — Filipino
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-800-838-1381 or TTY/CRS 1-800-735-2922

8= 0] (Korean)
FO|: ot=0{E AIBSHA= 42, 20 X[ MHAE FEEE 0|54 = USLICH 1-800-838-

1381 or TTY/CRS 1-800-735-2922 HO 2 Mg}l FAA| 2.

FR P (Chinese) 732 : MR EAEEP Y - OISR BEGESIEIRE - 5555 1-800-838-
1381 or TTY/CRS 1-
800-735-2922 -

3wytptu (Armenian)

NFSCUNYNFR™3NFL' Grb fununwd Gp hwjbpbl, www 66q wuddwnp Ywpnn G wnpwdwnpyb
lGgywywlu wowygnipjwl dSwnwjnipynLtbutp: Qwuqwhwptp 1-800-838-1381 or TTY/CRS 1-
800735- 2922

Pycckuu (Russian)

BHUMAHWE: Ecnn Bbl roBopuTe Ha PYCCKOM $3blke, TO BaM AOCTYMHbl GecnnatHble ycnyru

nepesoga. 3BoHuTe 1-800-838-1381 or TTY/CRS 1-800-735-2922 -+ )\ (Farsi)
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i a1 OIS )y span i) i s sa Kl sl Gy ae ) A
Al a1 -800-838-1381 or TTY/CRS 1-800-735-2922 . a3k p

HZEE (Japanese)

AEEIE  BHAEZEINDGE., BROESEXEZ CHAWEEITET, 1-800-838-1381
or TTY/CRS 1-800-735-2922, HEEEICT IEMK =&Y,

Hmoob (Hmona)
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu

rau 1-800-838-1381 or TTY/CRS 1-800-735-2922

yargt (Punjabi)

o s i T6: 7 3 et 9% 3, 31 9 2 <9 AT Ae 3978 BE He3 BuBHT J1 1-800-
838- 1381 or

TTY/CRS 1-800-735-2922 '3 & 4|

3.48) (Arabic)

smd s 13 1-800-838-1381 aix Jumdh, cladl ol it 3 1) soelun) s o 51 801 ot cyd 13 s e
2922-800735-1 :add s
> gl (Hindi)

9 ¢: g 3mu 7 gl i g 3MUeh T U g 4 Y § ¥g f2d 99 U U g1 1-800-838-1381 or
TTY/CRS 1-800-735-2922 TR I B |

M g (Thai) 158 w: 3% auwensn lneaaanunsalad A 15w smad nensn el 5 ns 1-800-
838-1381 or TTY/CRS 1800-735-2922

i 23 (Cambodian)

O yU Uj [RER I i) T 1o

° v

B

800-735-2922 1 was9920 (Lao)

TU0QIV: Y7909 U 9O MW 290, NIVY: I> NIVFOSCH & e0fmwwizas
foov ¢S 399, ccd BI W enlur vl 9. tns 1-800-838-1381 or TTY/CRS 1-800-735-2922
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