Behavioral Health
“ ’) Department
Alameda County Health

Karyn Tribble, PsyD, LCSW
Director

NOTICE OF ADVERSE BENEFIT DETERMINATION- Denial

About Your Treatment Request
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the reasons for the decision; 2. A description of the criteria or guidelines used, including
a citation to the specific regulations and authorization procedures that support the
action; and 3. The clinical reasons for the decision regarding medical necessity.
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Attachment A Denial Chinese-Traditional



««”»

Behavioral
Health

A a ] DUE Bh i SR ASE A AT . i B, Al DAEE — 208 B 8 353
R 5 BhEUE 1-800-779-0787. UARIEA SRASGTE/ M EE, SH7EIE - RE L B 8 B
/- 5 BhEEE TDD 9545 1-888-484-7200 3K 181 -

IR T EARE L (80 HARG S SCHR SR, Bl
K7 Bi7aidE A&, BeBHERBEERmE, &
% 1-800-779-0787 Wi 4% fd FE iR 7% 7 .0» (ACBH
Grievance Line)

USRS R S B G (5 4 %E%’Eﬁ[\?ﬁ%ﬂj} M7 Medi-Cal & # 0 i
PR FR IR LB O S AT DU B S S ] o AT DAAEIE — S KPRy ] BT 8 B
BN 5 B EE 1-888-452-8609, 1k HER4M.

AEFIA & B EH AR Medi-Cal i .

B4 - NOABD [ IR |
SRS R
52 2 N SR IE

Signature Block

Enclosures: “Your Rights”
Language Assistance Taglines
Beneficiary Non-Discrimination Notice

Enclose notice with each letter
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