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NOTICE OF ADVERSE BENEFIT DETERMINATION- Modification
About Your Treatment Request
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concise explanation of the reasons for the decision; 2. A description of the criteria or
guidelines used, including a reference to the specific regulations or plan
authorization procedures that support the action; and 3. The clinical reasons for the
decision regarding medical necessity.
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Alameda County Behavioral Health Care Services Attachment D NOABD Modification

A Department of Alameda County
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