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NOTICE OF ADVERSE BENEFIT DETERMINATION-Termination
About Your Treatment Request
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Date
Beneficiary’s Name Treating Provider’s Name
Address Address
City, State Zip City, State Zip
Medi-Cal 5FHE R

HH: Service requested

& H Rl IEAERE5E Service to be terminated. 4& termination date #2, FRAKIAS FHA%
HIBIERE . 182K %A 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 requlations and plan
authorization procedures that support the action; and 3. The clinical reasons for
the decision regarding medical necessity.
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Attachment E_Termination_Chinese-Traditional



4(“”»

Behavioral
Health

At # AT DUE B A A AR A AT . BB, nTUAEE -2 B8
BER) N4 5 BLEFE 1-800-779-0787., WIRIEH SrBakHE /N, SEAEE—F2E A
4 8 Bh3 N4 5 BLhEE TDD 5%h5 1-888-484-7200 &3k ).

WRIE TR BRI N (B0 HAthFtE SRS R, BlukFi. B EE 74%
A, BUEETEEREERHY), 553 1-800-779-0787 4k fid 5 %5 O»
(ACBH Grievance Line) .
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ORI AR B B N = 0] DLE B R E 1B SEN o 180] DLZEE — 2 TR
fal B4 8 B3| N4 5 Bh5E 1-888-452-8609, 1 HE:4h.
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Signature Block

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

Enclose notice with each letter
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