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Date(s) of Revision(s):

PURPOSE

This policy ensures that Medi-Cal beneficiaries are notified of their rights to appeal an action by the Alameda
County Behavioral Health Care Services (BHCS), or a BHCS-contracted provider, collectively referred to
as the “Mental Health Plan (MHP),* when the MHP:

A. assesses a Medi-Cal beneficiary and determines that the beneficiary does not meet medical
necessity criteria and no specialty mental health services will be provided,

B. denies or modifies a provider's request for payment authorization for a specialty mental health
service,

C. denies or modifies the provider's request for payment authorization for a specialty mental health
service already received by the beneficiary,

D. does not provide the resolution of a grievance, appeal, or expedited appeal within the required
time frames.

E. does not provide timely services based on the MHP’s established standards.

AUTHORITY

Notices of Actions (NOA) are written notifications required by Alameda County’s MHP Contract #12-
895353 (pgs 37-43) with the State Department of Health Care Services (DHCS), the California Code of
Regulations (CCR) Title 9 § 1850.210, Title 22§ 51014.1, and the Code of Federal Regulations (CFR)
Title 42, Part 438, Subpart F. Aid Paid Pending (APP) is referenced in CFR Title 42, Section 438.421(b)
and DMH Letter No. 05-03.

SCOPE

All BHCS county-operated programs in addition to entities, individuals and programs providing Medi-Cal
specialty mental health services to Medi-Cal beneficiaries under a contract or subcontract with BHCS.
POLICY

All Medi-Cal beneficiaries (Beneficiaries) shall receive a written Notice of Action (NOA) informing them of
their right to appeal to BHCS and their right to a subsequent State Fair Hearing when the MHP takes any

of the actions described above. All parts of the MHP acting as points of payment authorization and/or
making decisions about access to care must comply with NOA requirements outlined in this policy.
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PROCEDURE

I. Notice of Action — Assessment (NOA-A)

A. The MHP (county-operated programs and BHCS-contracted programs) shall issue a NOA-A (See
Attachment A) when it is determined, on the basis of an assessment, that the beneficiary does
not meet medical necessity criteria or is otherwise not entitled to receive a specialty mental health
service (SMHS) from the MHP. The assessment shall consist of a face-to-face clinical interview
completed by employees or contractors of the MHP acting within their scope of practice. A
telephone screening of a beneficiary is not sufficient for determination of medical necessity.

1.

If a beneficiary has been receiving services and has improved to the point of no longer
meeting medical necessity criteria for SMHS or it's determined that the beneficiary cannot
benefit from services, the provider may issue a NOA-A to the beneficiary to inform them
as such and their right to appeal the decision, but is not required to do so. It is best
clinical practice to always keep beneficiaries informed of their progress in treatment and
any plans for reduction or termination of services due to improvement in functioning.

B. A NOA-A shall be issued as follows:

1.

3.

The NOA-A shall be issued to the beneficiary and/or the parent or legal guardian.

The NOA-A may be issued anytime preceding the end of a formal assessment period.
The NOA-A shall be hand delivered or mailed within 3 working days of the action being
taken.

If the beneficiary is in a psychiatric hospital, the NOA-A shall be hand delivered or mailed
within one working day.

If the beneficiary is currently homeless with no means to contact, or out of contact for any
reason, the provider is expected to document in the chart why the NOA cannot be
delivered.

A copy of the NOA-A will be placed in the beneficiary’s chart if they were already
receiving services from the provider issuing the NOA-A.

The issuing provider shall send a copy of the NOA-A to the BHCS Quality Assurance
Office via FAX or US Mail (do not send via e-mail) immediately upon issuance to the
beneficiary:

UsS Mail: BHCS Quality Assurance Office
2000 Embarcadero, Suite 400
Oakland, CA 94606

FAX: 510-639-1346

C. NOA-A’s are not required in the following circumstances:

1.

2.

The beneficiary’s request is for a non-specialty mental health service (ie. housing,
transportation, or employment services).

A beneficiary or potential consumer calls the ACCESS Unit or other point of entry to the
MHP seeking only information about services.

The ACCESS Unit or other point of entry determines via a phone screening that a
beneficiary’s condition meets mild to moderate criteria and refers them to primary care for
treatment.
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The MHP approves the delivery of a specialty mental health service, but not the specific
service or provider requested by the client.

A beneficiary is not admitted to a hospital or psychiatric facility following receipt of a crisis
intervention or crisis stabilization service.

II. Notice of Action — Provider Request for Service (NOA-B)

A. BHCS shall issue a NOA-B (See Attachment B) in the following circumstances:

1. When it denies, modifies, or defers a provider's request for payment authorization for

service to a beneficiary.

2. When it terminates or reduces services previously authorized.

B. A NOA-B shall be issued as follows:

3.

4.

The beneficiary or the parent or legal guardian will be sent a NOA-B via US Mail

and a copy sent to the provider requesting the service.

The NOA-B shall be mailed within 3 working days of the action being taken or at least 10
calendar days before the date the action takes effect when the MHP terminates or
reduces services previously authorized.

If the beneficiary is in a psychiatric hospital, the NOA-B must be hand delivered or mailed
within one working day.

A copy of the NOA shall be mailed to the provider.

C. NOA-B’s are not required in the following circumstances:

1.
2.

A NOA-B is not provided when the beneficiary makes the service request.
A NOA-B is not provided when the beneficiary disagrees with the services and

interventions specified in the current Client Plan. In this case, the client shall be informed
of their right to file a grievance using the consumer problem resolution process.

The provider or clinical team bases the reduction or termination of service on a treatment
decision responsive to the client’s current clinical condition and the provider makes no
request of the MHP for payment authorization. (Client has right to appeal)

A NOA-B is not provided when the MHP alters the time frame of the authorization (e.g.,
authorizes for a shorter period of time than requested) without reducing or terminating the
service requested by the provider or otherwise changing the underlying treatment plan.

A NOA-B is not issued when the provider leaves the MHP as long as the client is
provided with the same type and level of service.

[ll. Notice of Action - Post-Service Denials (NOA-C)

A. The BHCS Utilization Management Unit shall issue a NOA-C (See Attachment C) when
BHCS denies, modifies, or defers a provider request for payment authorization for a service
already delivered to the beneficiary because:

1.

The MH condition as described by provider did not meet the medical necessity criteria for
psychiatric inpatient hospital services or specialty mental health services.

Services provided are not covered by the MHP.

The BHCS Utilization Management Unit requested additional information from the
provider that was needed to approve payment and this has not been received.
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B. A NOA-C shall be issued BHCS as foliows:

1. The beneficiary or the parent or legal guardian will be sent a NOA-C by the BHCS
Utilization Management Unit via US Mail.

2. If the beneficiary is currently homeless or out of contact BHCS is expected to note on the
NOA why it could not be delivered.

3. The provider shall be sent a copy of the NOA-C via US Mail.

IV. Notice of Action - Delayed Grievance/Appeal Decisions (NOA-D)

A. A NOA-D (See attachment D) is used when the MHP does not provide the resolution of a
grievance, appeal, or expedited appeal within the required timeframes. The BHCS Quality
Assurance Office will send a NOA-D to the beneficiary or authorized representative, when the
following occurs:

1. Grievance: The issue is not resolved within 60 days from the date of receipt of the
grievance. If a 14-day extension has been granted, the NOA-D will not be issued until
the 74th day if the issue remains unresolved.

2. Standard Appeal: The issue is not resolved within 45 days from the receipt of the appeal.
If a 14-day extension is granted the NOA-D will not be issued until the 59t day, if the
issue remains unresolved.

3. Expedited Appeal: The issue is not resolved within 3 working days. The beneficiary will
first, if possible, be contacted by telephone and written notice sent by mail.

V. Notice of Action - Lack of Timely Services (NOA-E)

A. The MHP (county-operated programs and BHCS-contracted programs) shall issue a NOA-E
(See Attachment E) when the provider responsible for providing services to the beneficiary
has not provided services in a timely manner based on standards established by BHCS (See
Attachment H: ACBHCS Timely Access to Service Standards).

1. All providers shall create methods to track timeliness measures for consumer access
to services based on BHCS-established standards.

B. A NOA-E shall be issued as follows:

1. The beneficiary or the parent or legal guardian will be sent a NOA-E by the provider
responsible for providing the services.

2. The issuing provider shall fax or send via US Mail a copy of the NOA-E to the BHCS
Quality Assurance Office immediately upon issuance to the beneficiary:

Mail: 2000 Embarcadero, Suite 400
Oakland, CA 94606
FAX: 510-639-1346

VI. Notice to Consumer Regarding Their Rights

A. Any provider in the MHP that issues a NOA shall include the following written notices when
issuing NOA's to beneficiaries as indicated below:
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1. The right to an appeal and State Fair Hearing: All NOA’s are two-sided documents.
The first page includes the NOA and detailed information about the beneficiary’s right
to appeal to BHCS; the second page instructs beneficiaries about how to ask for a
subsquent State Fair Hearing (See Attachment F).

2. Language services notices: This notice informs beneficiaries of their right to
translation services and shall be included with NOA'’s that are sent or given to
consumers. (See Attachment G)

VII. Translation of NOA's: BHCS shall make all NOA forms available in the MHP's threshold
languages; the forms shall be posted in the BHCS Quality Assurance Manual on the provider
website.

VIIi. Appeal of an Action by a Beneficiary

A beneficiary receiving a NOA or experiencing a reduction or termination in service based on a
clinical decision of the provider, may appeal the action by using BHCS’ appeal process by
contacting Consumer Assistance at 1(800) 779-0787.

IX. Aid Paid Pending

A. Beneficiaries who are issued a NOA-A or NOA-B while they are receiving services, may request
continuation of services, referred to as “Aid Paid Pending,” pending a resolution of an appeal to
BHCS and any subsequent State Fair Hearing.

B. Upon receipt of an appeal to a NOA-A or NOA-B from a beneficiary, the BHCS Quality
Assurance Office will send via US Mail or hand deliver a written notice to the beneficiary
informing them of their eligibility for Aid Paid Pending.

C. An Aid Paid Pending request must be made with the BHCS Quality Assurance Office within 10
calendar days from the date the NOA was mailed or given to the consumer, or before the
effective date of the change in services, whichever is later.

D. The BHCS Quality Assuance Office will notify the beneficiary’s service provider that the
beneficiary has requested and been approved for Aid Paid Pending and that the provider is
obligated to provide the same level of services as beneficiary was receiving prior to the action
until resolution of the appeal to BHCS or any subsequent State Fair Hearing.

X. Retention of Records
A. AIINOAs issued and/or received (except NOA D) by a provider shall be placed by the provider in
the beneficiary's chart. If there is no existing chart then the NOA shall be retained by provider for

a minimum of 4 years.

B. NOAs issued by BHCS units (ie. ACCESS, Utilization Management, QA) shall be retained by
each unit for a minimum of four years.

C. NOAs received from providers by the Quality Assurance Office shall be retained for a minimum of
four years.
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CONTACT

BHCS Office

Current as of Email

Quality Assurance Office

November 2016

DISTRIBUTION

This policy will be distributed to the following:

e BHCS Staff

e BHCS County and Contract Providers

e Public

ISSUANCE AND REVISION HISTORY

Original Authors: Donna Fone, MFT, LPCC, Quality Assurance Administrator and David Woodland,

LPCC

Original Date of Approval: 12/5/16 by Karyn Tribble, PsyD, LCSW, Interim BHCS Director

Date of Revision:

Revise Author

Reason for Revise Date of Approval by (Name)

DEFINITIONS

Term

Definition

Aid Paid Pending
(APP)

This term is used to refer to the continuation of services provided to a Medi-Cal beneficiary
while waiting for a decision on an appeal to a Notice of Action or State Fair Hearing. To
be eligible for APP, certain criteria must be met.

Beneficiary Anyone currently receiving BHCS care or services, or who has received BHCS care or
services in the last 12 months. The term ‘beneficiary’ is also synonymous with ‘consumer,’
‘patient,” or ‘client’.

Medi-Cal The name of California’s Medicaid program which provides health coverage to people with

low-income, the aged or disabled and those with asset levels who meet certain eligibility
requirements.

Medical Necessity

Per Medi-Cal, a service is medically necessary if it is needed to address a particular
mental health condition and the following criteria are met: 1) the diagnosis is a mental
health condition included in regulations, 2) the condition results in a functional impairment,
3) the proposed mental health intervention addresses the impairment, and 4) the condition
would not be responsive to treatment by a physical health care provider.

NOA-A
(Assessment)

This Notice of Action form is used when BHCS or its contracted provider conducts a face-
to-face assessment of a Medi-Cal beneficiary and determines that the beneficiary does not
meet or no longer meets medical necessity criteria and no specialty mental health services
will be provided.
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NOA-B
(Denial of Provider
Request for Service)

This Notice of Action form is used when a provider requests payment authorization for a
specialty mental health services and the MHP denies or modifies the provider's request
and the beneficiary did not receive the service.

NOA-C
(Post-Service Denial
of Payment)

This Notice of Action form is used when a provider requests payment authorization for a
specialty mental health service that the beneficiary already received and BHCS is denying
or modifying the provider's request. This form reads “This is not a bill” so that the
beneficiary knows that s/he is not responsible for the cost of the service rendered but
retrospectively denied or modified. The BHCS Utilization Management Office is
responsible for issuance of the NOA-C.

NOA-D

(Delays in
Grievance/Appeal
Processing)

This Notice of Action form is used when the MHP does not provide the resolution of a
grievance, appeal, or expedited appeal within the required timeframes. The BHCS Quality
Assurance Office is responsible for issuance of the NOA-D.

health services

NOA-E This Notice of Action form is used when the MHP does not provide services in a timely
(Lack of Timely manner according to BHCS-established standards for providing timely services.
Services)

Specialty mental Medi-Cal services provided under county Mental Health Plans (MHPs) by mental health

specialist, both licensed and unlicensed, such as psychiatrists, psycologists, licensed
clinical social workers, licensed marriage and family therapists, licensed professional
clinical counselors, and peer support providers.

Threshold language

Non-English languages spoken by Medi-Cal enrollees and potential enrollees based on a
significant number or percentage of persons who speak each language as follows:

e A population group of mandatory Medi-Cal beneficiaries residing in the Mental
Health Plan’s service area who indicate their primary language as other than
English, and that meet a numeric threshold of 3,000 or five-percent (5%) of the
beneficiary population, whichever is lower; and

s A population group of mandatory Medi-Cal beneficiaries residing in the Mental
Health Plan’s service area who indicate their primary language as other than
English and who meet the concentration standards of 1,000 in a single ZIP code
or 1,500 in two contiguous ZIP codes.

ATTACHMENTS:

TOMMOOW>

- NOA-A Form (Assessment)

NOA-B Form (Denial of Provider Request for Service)
NOA-C Form (Post-Service Denial of Payment)
NOA-D Form (Delays in Grievance/Appeal Processing)
NOA-E Form (Lack of Timely Service)

NOA-Back (State Hearing)

. Language Services Notice

ACBHCS Timely Access to Service Standards
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Medi-Cal Specialty Mental Health Services Program
NOTICE OF ACTION
(Post-Service Denial of Payment)

To: Date: Click or tap to enter a date.

CIN:

The mental health plan for Alameda County has [_] denied [_] changed your provider’s request for payment of the
following service(s):

The request was made by: Select one

The original request from your provider was dated Click or tap to enter a date., and your provider says that you
received the service on the following date or dates:

THIS ISNOT ABILL. YOU WILL NOT HAVE TO PAY FOR THE SERVICE OR SERVICES DESCRIBED
ON THIS FORM.

The mental health plan took this action based on information from your provider for the reason checked below:

[ ] Your mental health condition as described to us by your provider did not meet the medical necessity criteria for
psychiatric inpatient hospital services or related professional services (Title 9, California Code of Regulations
(CCR), Section 1820.205).

[ ] Your mental health condition as described to us by your provider did not meet the medical necessity criteria for
specialty mental health services other than psychiatric inpatient hospital services for the following reason (Title 9,
CCR, Section 1830.205):

The service provided is not covered by the mental health plan (Title 9, CCR, Section 1810.345).

O

The mental health plan requested additional information from your provider that the plan needs to approve payment
of the service you received. To date, the information has not been received.

[] Other:

Please note:

This is not a service denial, nor are you responsible for payment. This is an adverse decision for payment reimbursement
to the provider for service(s) already rendered. The provider may appeal this decision. If the above service(s) information
is incorrect or you do not agree with the decision, you may file an appeal with your mental health plan within 90 days of
the date of this notice. To do this, you may call and talk to a representative of your mental health plan at 1.800.779.0787, or
write to Consumer Assistance, 2000 Embarcadero Cove, Suite 400, Oakland, CA 94606, or follow the directions in the
information brochure the mental health plan has given you.

If you are dissatisfied with the outcome of your appeal, you may request a state hearing. The other side of this notice
explains how to request a hearing. The state hearing will decide if the plan should pay your provider for the service
that you already received. Whatever the appeal or state hearing decision, you will not have to pay for the service.

NOA-C Post-Service (revised 7-26-16)






Services

Quiality Assurance Office
ALCOHOL, DRUG & MENTAL HEALTH SERVICES 2000 Embarcadero Cove, Suite 400
MANUEL J. ]IMENEZ JR ., MA, MFT, DIRECTOR Oakland, California 94606
(510) 567-8105/ TTY (510) 533-5018

Notice of Action - D
(Delays in Grievance/Appeal Processing)

To: Date:

CIN #:

The mental health plan for Alameda County has not processed your [_] grievance | appeal
[ ] expedited appeal on time.

Our records show you made your request on

You requested that

We are sorry for the delay in answering your request. We will continue to work on your request
and hope to provide you with a decision soon.

If your request was about the denial of or a change in the mental health services you
receive from the mental health plan and you do not want to wait for our decision, you may
request a State Fair Hearing to consider the denial or change. You may also ask that the
State Hearing consider the reason for the delay.

If your request was about another issue, you may request a state hearing to consider the reason
for the delay. The other side of this form explains how to request a state hearing.

This notice is required pursuant to Title 42, Code of Federal Regulations, Part 438, Subpart F.

Sincerely,

)
J

A Department of Alameda County Health Care Service Agency






County of Alameda

Medi-Cal Specialty Mental Health Services Program

NOTICE OF ACTION

(Lack of Timely Service)



To: 						Date:  





						CIN #:  



						Provider/Program:

						Provider Contact Information:









The mental health plan for Alameda County has not offered you an appointment date for services that is within ten (10) business days of the date of the initial service request. The provider responsible for providing the service on behalf of Alameda County’s mental health plan and their contact information is listed above.



Our records show that you requested services, or services were requested on your behalf on ___________________. 



The following services were requested by you or on your behalf: ______________________________________________________________________________ 

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





We are sorry for the delay in providing timely services. We are working on your request and hope to provide you with the requested service(s) soon. 



You may request a state hearing to consider the reason for the delay. 



The other side of this form explains how to request a state hearing. 



This notice is required pursuant to Title 42, Code of Federal Regulations, Part 438, Subpart F. 
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NOA-E Timeliness (revised 12-12-16)


		YOUR HEARING RIGHTS 

You only have 90 days to ask for a hearing. The 90 days start either: 


1.
The day after we personally gave you this the mental health plan’s appeal decision notice, OR 


2. 
The day after the postmark date of this mental health plan’s appeal decision notice. 

Expedited State Hearings 

It usually takes about 90 days from the date of your request to make a hearing decision. If you think this timing will cause serious problems with your mental health, including problems with your ability to gain, maintain or regain important life functions, you may request an expedited state hearing. To request an expedited hearing, please check the 1st box in the right hand column of this page under HEARING REQUEST and include the reason why you are requesting an expedited hearing. If your expedited hearing request is approved, a hearing decision will be issued within three working days of the date your request is received by the State Hearings Division. 

To Keep Your Same Services While You Wait for A Hearing 

• 
You must ask for a hearing within 10 days from the date the mental health plan’s appeal decision notice was mailed or personally given to you or before the effective date of the change in services, whichever is later. 


• 
Your Medi-Cal mental health services will stay the same until a final hearing decision is made which is adverse to you, you withdraw your request for a hearing, or the time period or service limits for your current services expire, whichever happens first. 


State Regulations Available 

State regulations, including those covering state hearings, are available at your local county welfare office. 

To Get Help 

You may get free legal help at your local legal aid office or other groups. You can ask about your hearing rights or free legal aid from the Public Inquiry and Response Unit: 


Call toll free: 1-800-952-5253 


If you are deaf and use TDD, call: 1-800-952-8349 

Authorized Representative 

You can represent yourself at the state hearing. You can also be represented by a friend, an attorney or anyone else you choose. You must arrange for this representative yourself. 


Information Practices Act Notice (California Civil Code Section 1798, et. seq.) The information you are asked to write in on this form is needed to process your hearing request. Processing may be delayed if the information is not complete. A case file will be set up by the State Hearings Division of the Department of Social Services. You have the right to examine the materials that make up the record for decision and may locate this record by contacting the Public Inquiry and Response Unit (phone number shown above). Any information you provide may be shared with the mental health plan, the State Departments of Health Services and Mental Health and with the U.S. Department of Health and Human Services (Authority: Welfare and Institutions Code,

Section 14100.2) 

		HOW TO ASK FOR A STATE HEARING 

The best way to ask for a hearing is to fill out this page. Make a copy of the front and back for your records. Then send this page to: 

State Hearings Division 


California Department of Social Services 


P.O. Box 944243, Mail Station 19-37 


Sacramento, CA 94244-2430 


Another way to ask for a hearing is to call 1-800-952-5253. If you are deaf and use TDD, call 1-800-952-8349. 


HEARING REQUEST

I want a hearing because of a Medi-Cal related action by the 

Mental Health Plan of Alameda  County. 


 FORMCHECKBOX 
 
Check here if you want an expedited state hearing and include the reason below. 


Here’s why: __________________________________________


___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


 FORMCHECKBOX 
  
Check here and add a page if you need more space. 


My name: (print) ______________________________________

My Social Security Number: ____________________________

My Address:(print)  ___________________________________

My phone number: (______) ____________________________ 

My signature: ________________________________________ 


Date: ________________________________________________

I need an interpreter at no cost to me. My language or dialect 


is: ___________________________________________________

I want the person named below to represent me at this hearing. I give my permission for this person to see my records and to come to the hearing for me. 

Name _______________________________________________

Address _____________________________________________

____________________________________________________


Phone number:  _______________________________________








State of California — Health and Human Services Agency Department of Health Care Services

Language Services Notice

If you do not understand this information or notification, call your county Medi-Cal worker.
You have the right to interpreter services provided by the county at no cost to you.

Si no entiende esta informacién o notificacion, llame al trabajador de Medi-Cal de su condado.

Tiene derecho a obtener servicios de intérpretes proporcionados por el condado sin costo para Ud.
(Spanish)

loas e Jpuad! g clhind clieblic gl Medi-Cal cilygr Juas| . £3LX1 1in o) wloglelf oin cgas ol 13
(Arabic) .deblall Jud o ELJ 8y8gi0 duilna da>)s

Gpb nnip stip hwulwbnid wyu ntntynipjntlp Ywd hwyinwpwnnignilp, qubquhwptip dtp pwnilphh
Medi-Cal-h wfuwwnwlyghl: Inp hpwynilp nibbip pwnilGphh Ynnihg nmpwiwnpywé pupgiwbswywd
whOyswp Swnwjnipjntlb unwbwnt: (Armenian)

Geismunisiningms granfinnusas augiainglamiming Medi-Cal isliisiitaiin

HAMSAIG8GULuNTEAuALD IHUMSHAEINSTH itifaHaiigdHinignigit 1 (Cambodian)

ol

MREFERUENENRBAN RS REMESZNMedi-CalTEAE - BERSEESHBA
REMNREOZERE © (Chinese)

aS ala 1) G (i Ll g ulé 295 LS Medi-Cal ,LSss0 L .aiS o ya 1y aneMbl b g wleMbl ol £
(Farsi) .auiS aslaiwl SLS Goyb 5l @i wloas 51 Gl jodo 4y

Yog koj tsis totaub txog cov kev ghia lossis tsab ntawv no, hu rau koj tus neeg tuav ntaub ntawv

Medi-Cal hauv lub county. Koj muaj cai tau txais kev pab txhais lus dawb los ntawm lub county.
(Hmong)

ol HELt EX|ME OfsE 4 Q= 20| = FH2E| Medi—Cal B Z A0 A FaftiAl 2.
JHRIRtE FHRE|7L REE M Zots £ MHAS 22 A2 Tt USLICH (Korean)

Ecnu Bbl He NOHMMaeTe AaHHYO MHPOPMALMIO UM YBEAOMIIEHME, MO3BOHUTE COTPYLHUKY
komnaHum Medi-Cal Bawero okpyra. ¥ Bac eCTb NpaBO Ha Nosly4YeHne ycnyr nepeBogyvka,
KOTOPble NPeAOCTaBNAOTCS OKPYroM 6eCMNaTHO. (Russian)

Kung hindi ninyo naiintindihan ang impormasyon o paunawang ito, tawagan ang inyong manggagawa
sa Medi-Cal ng county. Kayo ay may karapatang magkaroon ng mga serbisyo ng tagasalin na ibibigay
ng county na walang bayad sa inyo. (Tagalog)

N&u quy vi khéng hiéu chi tiét hoac théng bao nay, hay dién thoai cho nhan vién Medi-Cal tai

quan quy vi. Quy vi cé quyén dudc quan cung cép dich vu théng dich mién phi cho quy vi.
(Vietnamese)

MC 4034 (01/08)








County of Alameda

Medi-Cal Specialty Mental Health Program

NOTICE OF ACTION

(Assessment)



To:   							Date: 





CIN #:



								Provider/Program:



The mental health plan for Alameda County has decided, after reviewing the results of an assessment of your

mental health condition, that your mental health condition does not meet the medical necessity criteria to be eligible for

specialty mental health services through the plan.



In the mental health plan’s opinion, your mental health condition did not meet the medical necessity criteria, which are covered

in the state regulations at Title 9, California Code of Regulations (CCR), Section 1830.205, for the reason checked below:



|_|	Your mental health diagnosis as identified by the assessment is not covered by the mental health plan (Title 9, CCR, Section 1830.205(b)(1)).



[bookmark: Check1]|_|	Your mental health condition does not cause problems for you in your daily life that are serious enough to make you eligible for specialty mental health services from the mental health plan (Title 9, CCR, Section 1830.205(b)(2)).



|_|	The specialty mental health services available from the mental health plan are not likely to help you maintain or improve your mental health condition (Title 9, CCR, Section 1830.205(b)(3)(A) and (B)).



|_|	Your mental health condition would be responsive to treatment by a physical health care provider (Title 9, CCR, 1830.205(b)(3)(C)).

Comments:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  



If you agree with the plan’s decision, and would like information about how to find a provider outside the plan to treat you, you

may call and talk to a representative of your mental health plan at 1.800.491.9099 or write to ACCESS, 1900 Embarcadero Cove, Suite 208, Oakland, CA  94606. 



If you don’t agree with the plan’s decision, you may do one or more of the following:



You may ask the plan to arrange for a second opinion about your mental health condition. To do this, you may call and talk to

a representative of your mental health plan at 1.800.491.9099  or write to ACCESS, 2000 Embarcadero Cove, Suite 205, Oakland, CA  94606. 



You may file an appeal with your mental health plan. To do this, you may call and talk to a representative of your mental

health plan at 1.800.779.0787, or write to Consumer Assistance, 2000 Embarcadero Cove, Suite 400, Oakland, CA  94606, or follow the directions in the information brochure the mental health plan has given you. You must file an appeal within 90 days of the date of this notice. In most cases the mental health plan must make a decision on your appeal within 45 days of your request. You may request an expedited appeal, which must be decided within 3 working days, if you believe that a delay would cause serious problems with your mental health, including problems with your ability to gain, maintain or regain important life functions.



If you have questions about this notice, you may call and talk to a representative of your mental health plan at 1.800.779.0787, or write to Consumer Assistance, 2000 Embarcadero Cove, Suite 400, Oakland, CA  94606. 



If you are dissatisfied with the outcome of your appeal, you may request a state hearing. The other side of this form will

explain how to request a hearing.



[bookmark: _GoBack]NOA-A (revised 8-9-17)


County of Alameda

Medi-Cal Specialty Mental Health Services Program 

NOTICE OF ACTION

(Denial of Provider Request for Service)





To: 								Date: 



								CIN #:  





[bookmark: Check2][bookmark: Check3]The mental health plan for Alameda County has |_| denied  |_| changed your provider’s request for payment of

the following service(s): ________________________________________________________________________

____________________________________________________________________________________________



The request was made by: ______________________________________________________________ .



The original request from your provider was dated _________. 



The mental health plan took this action based on information from your provider for the reason checked below:



[bookmark: Check1]|_|	Your mental health condition does not meet the medical necessity criteria for psychiatric inpatient hospital services or related professional services (Title 9, California Code of Regulations (CCR), Section 1820.205).



|_|	Your mental health condition does not meet the medical necessity criteria for specialty mental health services other than psychiatric inpatient hospital services for the following reason (Title 9, CCR, Section 1830.205): __________

	_____________________________________________________________________________________________

_____________________________________________________________________________________________



|_|	The service requested is not covered by the mental health plan (Title 9, CCR, Section 1810.345).



|_|	The mental health plan requested additional information from your provider that the plan needs to approve payment of the proposed service. To date, the information has not been received.



|_|	The mental health plan will pay for the following service(s) instead of the service requested by your provider, based on the available information on your mental health condition and service needs: _____________________________

_____________________________________________________________________________________________



|_|	Other ________________________________________________________________________________________ _____________________________________________________________________________________________



If you don’t agree with the plan’s decision, you may:



1. You may file an appeal with your mental health plan. To do this, you may call and talk to a representative of your mental health plan at 1.800.779.0787, or write to Consumer Assistance, 2000 Embarcadero Cove, Suite 400, Oakland, CA  94606, or follow the directions in the information brochure the mental health plan has given you. You must file an appeal within 90 days of the date of this notice. In most cases the mental health plan must make a decision on your appeal within 45 days of your request. You may request an expedited appeal, which must be decided within 3 working days, if you believe that a delay would cause serious problems with your mental health, including problems with your ability to gain, maintain or regain important life functions. You can request that your services stay the same until an appeal decision is made. To keep your services you must file an appeal within 10 days of the date of this notice or before the effective date of the change in services, whichever is later. The services requested were previously approved by the plan for the period __________ . The effective date for the change in these services is _____________ .



2. If you are dissatisfied with the outcome of your appeal, you may request a state hearing which may allow services to continue

while you wait for the hearing. The other side of this notice explains how to request a hearing. You can request that your services

stay the same until a hearing decision is made. To keep your services you must file an appeal within 10 days of the date of this notice

or before the effective date of the change in services, whichever is later. The services requested were previously approved by the plan

for the period ___________ . The effective date for the change in these services is _____________. The services may continue while you wait for a resolution of your hearing.



3. You may ask the plan to arrange for a second opinion about your mental health condition. To do this, you may call and talk to a

representative of your mental health plan at 1.800.481.9099 or write to ACCESS, 2000 Embarcadero Cove, Suite 205, Oakland, CA  94606.
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