Behavioral Health
“ ’) Department
Alameda County Health

Karyn Tribble, PsyD, LCSW
Director

NOTICE OF ADVERSE BENEFIT DETERMINATION-

Payment Denial
About Your Treatment Request
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Using plain language, insert: 1. A clear and concise explanation of 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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Enclosures: “Your Rights”
Language Assistance Taglines

Beneficiary Non-Discrimination Notice

Enclose notice with each letter
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