





















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


 


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 IS NOT A BILL. 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). 


 


 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. 


 








 


 


 


 
A Department of Alameda County Health Care Service Agency 


	
ALCOHOL,	DRUG	&	MENTAL	HEALTH	SERVICES	
MANUEL	J.	JIMÉNEZ	JR	.,	MA,	MFT,	DIRECTOR	


 
 
 
 
 


Quality Assurance Office 
2000 Embarcadero Cove, Suite 400 


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, 
 
 
 


 






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


MC 4034 (01/08)                                                                  


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 información o notificación, 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)


إذا لم تفهم هذه المعلومات أو هذا الإبلاغ ، إتصل بموظف Medi-Cal الخاص بمقاطعتك.  لديك حق الحصول على خدمات 
(Arabic) .ترجمة مجانية متوفرة لك من قِبل المقاطعة


 


如果您不理解此處的資訊或通知,請電洽您所在縣的Medi-Cal工作人員。您有權免費獲得縣政府
提供的免費口譯服務。 (Chinese)


اگر اين اطلاعات و يا اطلاعيه را درك نمي كنيد، با مددكار Medi-Cal كانتي خود تماس بگيريد.  شما اين حق را داريد كه 
(Farsi) .به طور رايگان از خدمات مترجم از طريق كانتي استفاده كنيد


Yog koj tsis totaub txog cov kev qhia 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)


  (Korean)


Если вы не понимаете данную информацию или уведомление, позвоните сотруднику 
компании Medi-Cal вашего округа. У вас есть право на получение услуг переводчика, 
которые предоставляются округом бесплатно.  (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)


Neáu quyù vò khoâng hieåu chi tieát hoaëc thoâng baùo naøy, haõy ñieän thoaïi cho nhaân vieân Medi-Cal taïi 
quaän quyù vò. Quyù vò coù quyeàn ñöôïc quaän cung caáp dòch vuï thoâng dòch mieãn phí cho quyù vò.
(Vietnamese)








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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