»o« (A CONTRA COSTA
:‘3\(\“ ", BEHAVIORAL HEALTH
21 S PLAN (CCBHP)
INFORMING MATERIALS

The following forms are available in this booklet.

= Grievance Form

= Appeal or Expedited Appeal Form

= Request for Change of Provider Form
= Suggestion Form

This booklet also has information on Grievance,
Standard and Expedited Appeal, State Fair
Hearing, Advance Directive and Continuity of
Care.
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Notice of Availability of Language Assistance
Services and Auxiliary Aids and Services

English

ATTENTION: If you need help in your language call 1-
888-678-7277 (TTY: 711). Aids and services for people
with disabilities, like documents in braille and large print,
are also available. Call 1-888-678-7277 (TTY: 711). These
services are free of charge.

(Arabic) 4oL Hleidl

1-888-678-7277 » Jua3d cclials duscluadl ] Cmi! 13] 1oLVl (240
ABleYl (593 Lol Gledasdly Wlieluadl Ll 4845 (TTY: 711)
1-888-678-. Jail _;\»SJ‘ dazdlg JJJJ 4.&;).14: 4.:9,&».” Ol ]! oo
7277

Ablme Gledsdl oda (TTY: 711)

Zuytinkt whwwly (Armenian)

NhCUNTNRE3NPU: Bph 2Lq oqinipinih E hupluynp
Qtn 1kqyny, quiqubwpkp 1-888-678-7277 (TTY: 711):
t1111'(1 twl odwminul] Uhgngubp n1 swinuynipiniuubp
hwordwiunuunipinit niikgnn wadwig hwdwp, ophtiwly’
Epuyh qpuunhwny nt junonpuwnun mywgpyus yynipbp:
Quiquhwptp 1-888-678-7277 (TTY: 711): Uy
dSwnwjnipntubkpt wmtydwn tu:

UNEIEN UM aNi2d (Cambodian)

GaMms 105/ (87 MINSW M an IUHS Uy
sidnisiuue 1-888-678-7277 (TTY: 711)1 R{W SH
UMY UEU NSOMI IUMNAM NI HSHIN
UENURSOMIAS ™ YRS it HSINyg s
SHIGIFTISREINIY SIINU™MIUS 1-888-678-7277
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(TTY:
711)4 IUNPY SIS B SASIBIS|WY

Bi{AH X 4R1E (Chinese)
BER  WRESEZELUENABIZMHASE), 183 1-888-
678-7277 (TTY: 711), SHALREE X IRZEAN THVEEBIAN
, PN E XABERKFHHEIE, WEHEAEN.,
&EE1 -888-678-7277 (TTY: 711), XLARFZALE 2k
E’Jo

(Far3|) q.u.ulﬁ ULU 4 uﬂh.a
1-888-678-7277 bcMuﬂbJJ&SJPUMJMM\PGAJS\ Aa o

112 23 a pemdia cilerd 5 WSS 3 580 e (TTY: 711)
1_1 g_m\aﬁyﬁ‘djfujﬁhugjd.‘ﬁhdummu“_\.JJL_A

430 B8l clexs ol 80 ulai 1-888-678-7277 (TTY: 711)

(A gl oa
&8 TS (Hindi)
& < &W&W&WWﬁWﬁ 3G Hdl © dl
1-888-678-7277 (TTY: 711) W BHId D | SRl dTdd AT

%meahﬁam a@aaam@fazﬁmmaa

JUAS | 1-888-678-7277 (TTY: 711) W BId B | T JAIY
M Yep B

Nge Lus Hmoob Cob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus
hu rau 1-888-678-7277 (TTY: 711). Muaj cov kev pab
txhawb thiab kev pab cuam rau cov neeg xiam oob ghab,

xws li puav leej muaj ua cov ntawv su thiab luam tawm ua
tus ntawv loj. Hu rau 1-888-678-7277 (TTY: 711). Cov kev

Revised 7/2026 (Large Print)



pab cuam no yog pab dawb xwb.

H#EE5REC (Japanese)

IR HAARBETONGHRNELIGE T 1-888-678-7277
(TTY: 71~ BBEFEC 2T L, ﬁ%@fﬁﬂ)@ﬁ(%@%i@%
R E, BHAWEEFLOFO-HDOY—EXHHREL
TWET, 1-888-678-7277 (TTY: TINABEFEL1Z& W
o INOLDY—ERFEBTRELTWVLET,

'61:-'#01 Ef 12t9l (Korean)

FolAE: Fote A2 =2 F 1 H 2 A|™H 1-888-678-
7277 (TTY: 711) e 2 % ISIMA| 2. EXILE 2 2K 2
= ZAQ 0| o7t UE 2= T =810 MH[AE
0|2 7t=&tL|Ct. 1-888-678-7277 (TTY: 711) o2
=[Ot A2, Ol 2|et MH| A= R r 2 NS E LIC

ccNlowaIgaro (Laotian)

UENIO:

HrIvcisgNIveoInRoecis LWwIFIZeguIL B VKD 1-
888-678-7277 (TTY 711).
§950090808WCDrNIVOINIVFITLEVEHNIV
cRCcONIMCTLENIDLYVLCATLOBVL WS T nmacD
1-888-678-7277 (TTY: 71 1)
MLO3NIVcEmLGBY TR g9 109.

Mien Tagline (Mien)

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih
giemx longc mienh tengx faan benx meih nyei waac nor
douc waac daaih lorx taux 1-888-678-7277 (TTY: 711).
Liouh lorx jauv-louc tengx aengx caux nzie gong bun taux
ninh mbuo wuaaic fangx mienh, beiv taux longc benx
nzangc-pokc bun hluo mbiutc aengx caux aamz mborqv
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benx domh sou se mbenc nzoih bun longc. Douc waac
daaih lorx 1-888-678-7277 (TTY: 711). Naaiv deix nzie
weih gong-bou jauv-louc se benx wang-henh tengx mv
zuqgc cuotv nyaanh oc.

Udrel SIBTES (Punjabi) o

foora feB: 7 3Tg wud Iy g Hee A 82 I 3T 13
o 1-888-678-7277(TTY: 711). WU B BE AITEST
w3 A, fAe o 48 w3 WA surd feg wases, @
SUTET J6| I dId 1-888-678-7277 (TTY: 711).

g ASTS HE3 J&|

Pycckumn cnoraH (Russian)

BHUMAHWE! Ecnn Bam Hy»XHa nomMoLlb Ha BalLUeEM
POAHOM A3blKke, 3BOHUTE No Homepy 1-888-678-7277
(nuHuna TTY: 711). Takke npeaocTaBnslOTCA cpeacTsa u
yCnyru ansi nogen ¢ orpaHN4YeHHbIMU BO3MOXKHOCTSIMMU,
HanpuMep AOKYMEHTbI KPYNHbIM LUPUTOM UNU LWpUTOM
EIIJ_al‘/'lnﬂ. 3BOHUTE 1o HoMmepy 1-888-678-7277 (INHUS
TTY:711). Takue ycnyru npegocraBnsaoTca 6ecnnaTHo.
Mensaje en espaiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-
888-678-7277 (TTY: 711). También ofrecemos asistencia
y servicios para personas con discapacidades, como
documentos en braille y con letras grandes. Llame al 1-
888-678-7277 (TTY: 711). Estos servicios son gratuitos.

Tagalog Tagline (Tagaloq)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika,
tumawag sa 1-888-678-7277 (TTY: 711). Mayroon ding
mga tulong at serbisyo para sa mga taong may
kapansanan,tulad ng mga dokumento sa braille at
malaking print. Tumawag sa 1-888-678-7277 (TTY: 711).
Libre ang mga serbisyong ito.
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uvin'lavnru'lng (Thai)

Tdsansu: wnaasasnsaNuadatiuaneuavna
ﬂsmﬂmﬁwﬁlﬂmmnmmj

1-888-678-7277 (TTY:711) uanand
FONTaNTUANULILLRRBLATUTNATET 9
mmuuﬂﬂamummwms LU LANEITENY 9
MLﬂuanmmsaaLLauLaﬂmsmwuwmﬂmanmmumng
nsaInsAnIluAnunaaa 1-888-678-7277 (TTY: 711)
il dusuusnnsanil

Mpumitka ykpaiHcbkoro (Ukrainian)

YBAI'A! Akwo Bam noTpibHa gonomora BaLlo PigHO
MOBOI0, TenedoHyuTe Ha Homep 1-888-678-7277 (TTY:
711). Iltogn 3 obMmexxeHNMN MOXITMBOCTSMU TaKOX MOXYTb
cCKOpucTaTucs 4oNoMiKHUMK 3acobamm Ta nocnyramu,
Hanpwuknag, oTpumMmaTn OOKYMEHTU, HaapyKoBaHi LpUdToMm
Bpannsa ta Benuknm wpudtom. TenedoHymnte Ha Homep
1-888-678-7277 (TTY: 711). Lli nocnyrn 6e3koLTOBHI.

Khau hiéu tiéng Viét (Vietnamese)

CHU Y: Néu quy vj can tro giup bang ngdn ngr cua minh,
vui long goi s6 1-888-678-7277 (TTY: 711). Chung t6i
cling ho trg va cung cap cac dich vu danh cho nguoi
khuyét tat, nhw tai liéu bang chir ndi Braille va chir khd
l&n (chir hoa). Vui long goi s 1-888-678-7277 (TTY: 711).
Céc dich vu nay déu mién phi.
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. 5.. OFFICE USE ONLY
EALT .':" Grievance No.

Date Received

GRIEVANCE FORM

Mental Health Services

Substance Use Disorder Services

A grievance is an expression of unhappiness about
anything regarding your specialty mental health or
substance use disorder services that are not one of the
problems covered by the appeal and State Fair Hearing
processes.

Your current Contra Costa Behavioral Health Plan
services will NOT be adversely affected in any way by
filing a grievance.

Please Print or Type

1.The following information is required to proceed with a
grievance:

TODAY'’S DATE

MEMBER BIRTHDATE
NAME

NAME OF LEGAL GUARDIAN IF
ON BEHALF OF MINOR
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ADDRESS

CITY

PHONE BEST TIME
TO CALL

2.Describe the reason(s) for filing a grievance. Be
specific by including names, dates, and time whenever
possible. (Attach additional pages if necessary.)

3. Have you tried to resolve the problem(s) before filing a
grievance?

1 No. | have not made any prior attempt to resolve the
problem(s).

] Yes. Please describe what you have done to try to
resolve the problem and include the results.

4. What would you like to happen to resolve the
grievance?

5. Please add anything else you would like us to know.
You may attach additional pages.
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SIGNATURE OF DATE
PERSON MAKING
REQUEST

RETURN THIS FORM TO:

QUALITY IMPROVEMENT COORDINATOR
BEHAVIORAL HEALTH PLAN ADMINISTRATION
1340 Arnold Dr., #200, Martinez, CA 94553
Phone (925) 655-2499 Fax (925) 957-5156
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o OFFICE USE ONLY

NTRA COSTA ..cio‘.
EALT 9¢% |Appeal No.
Date Received

CO

APPEAL
OR EXPEDITED APPEAL FORM
Mental Health Substance Use
Services Disorder Services

Members who wish to have a review of a decision that
affects their care may file an appeal by filling out this form.
Decisions that may be appealed are those that reduce,
suspend, or terminate services that you have been
getting.

You will not be subject to any manner of

discrimination, penalty, sanction or restriction for

exercising your appeal rights.

[ Please check here if you are requesting an expedited
appeal, and the Contra Costa Behavioral Health Plan
(CCBHP) will evaluate to determine if your request
meets the criteria.

1. The following information is required to proceed with an
appeal Please Print or Type

Name Today’s date

Legal guardian if on behalf of minor |Birthdate

Address
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City

Phone Best time to call

Provider affected

2. Choose the decision(s) that you wish to appeal. You should
have been informed on a Notice of Adverse Benefit
Determination form of the decision affecting your care.
(Attach additional pages if necessary)

] Your mental health condition does not meet the medical

necessity criteria for inpatient hospital services or related
professional services.

1 Your mental health condition does not meet the medical
necessity criteria for specialty mental health services other
than inpatient hospital services. (Please list reasons given)

] Your substance use condition does not meet medical
necessity for substance use disorder outpatient services.
] Your substance use condition does not meet medical
necessity for substance use disorder residential services.
[1 The services requested are not covered by CCBHP.

1 CCBHP requested additional needed information from your
provider in order to authorize services. This information has
not yet been received.

[1 CCBHP has approved the following services instead of what

was requested by your provider, based on the available
information on your mental health or substance use disorder
condition and service needs.
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1 Other: (Please describe)

3. Please add anything else you would like us to know.
You may attach additional pages.

SIGNATURE OF
PERSON MAKING
REQUEST DATE

RETURN THIS FORM TO:

QUALITY IMPROVEMENT COORDINATOR
BEHAVIORAL HEALTH PLAN ADMINISTRATION
1340 Arnold Dr., #200, Martinez, CA 94553
Phone (925) 655-2499 Fax (925) 957-5156
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Do’ CONTRA COSTA COUNTY

HEALTH o:::o BEHAVIORAL HEALTH
90°. PLAN ADMINISTRATION
1340 Arnold Dr., Suite 200
REQUEST FOR Martinez, California 94553

CHANGE OF PROVIDER ph, (925) 957-5160
Fax (925) 957-5156

OFFICE USE ONLY
Request No.

Date Received

If you have been unable to resolve a problem with your
service provider by speaking directly to them or the
supervisor of the program where you are receiving care,
then you may request a change of a service provider by
completing this form and giving it to the receptionist. The
program supervisor will review your request and will
notify you of his/her decision within ten (10) working
days. For mental health, if you are a Medi-Cal member
seeing an individual provider in the community who is not
part of a county network of clinics, call the Behavioral
Health Access Line at 1(888) 678-7277. Submitting a
request does not guarantee that they will change your
provider. If you disagree with the decision, you may file a
formal grievance.
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DATE

TO: PROVIDER/PROGRAM SUPERVISOR

FROM:
(Member Name)

(Parent or Guardian if request is by or for a child or youth)

| request a change in my Current Provider

(Please print name of current provider)

for the following reasons: (add additional pages as
needed)

Check One

LI | have discussed my concerns with this provider.
O | have NOT discussed my concerns with this provider.
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| understand serious consideration will be given to this
request and that | can expect a response within ten (10)
working days.

Respond to me by phone:

(Area Code and Telephone number)

or by mail:

(Street Address)

(City, State, Zip Code)
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. CONTRA COSTA
CONTRA cosTA @9@  COUNTY
EALTH  9ge BEHAVIORAL HEALTH
* e ° SERVICES
ADMINISTRATION
SUGGESTION 1340 Arnold Dr., Suite 200
FORM Ié\l/l6a3riinez, California 94553-

Ph (925) 957-5160
Fax (925) 957-5156

OFFICE USE ONLY
Request No.

Date Received

Your current Contra Costa Behavioral Health Plan services will
NOT be adversely affected in any way by offering suggestions.
DATE

PROGRAM or PROVIDER NAME

PROGRAM or PROVIDER LOCATION

Please print or write legibly. Be specific by giving names,
dates, and times whenever possible. Place the completed form
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in the Suggestion Box, if available, or mail it in the envelope
provided at the provider’s site.

THE CONTRA COSTA BEHAVIORAL HEALTH PLAN
(CCBHP) WELCOME YOUR SUGGESTIONS TO
IMPROVE SERVICES AND MAKE YOUR SERVICES AS
POSITIVE AND PLEASANT AS POSSIBLE.

SUGGESTION:

May we contact you regarding your suggestion?

1 Yes, you may contact me regarding this
suggestion.
LINO. I prefer that you do not contact me.

(Optional)

NAME

ADDRESS

CITY Z1P
BEST TIMES

PHONE TO CALL
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THANK YOU FOR TAKING TIME TO OFFER THIS
SUGGESTION!

(Optional)

Signature of Person Making Request

Date
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THE PROBLEM RESOLUTION PROCESS: TO FILE A
GRIEVANCE, APPEAL OR REQUEST A STATE FAIR
HEARING

GRIEVANCE

If you need assistance with completing the
Grievance Form:

e You may ask any staff at each program to assist
you.

e You may call the Grievance Advocate (not a direct
County employee) at (925) 293-4942.
Collect calls are accepted.

What is a Grievance?

A grievance is an expression of dissatisfaction about
anything regarding your specialty mental health or
substance use disorder services that are not one of
the problems covered by the appeal and State Fair
Hearing processes.

The grievance process will:

e Involve simple and easily understood procedures
that allow you to present your grievance orally or
In writing.
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e Not penalize you or your provider in any way.

e Allow you to authorize another person to act on
your behalf, including a specialty mental health or
substance use disorder provider. If you authorize
another person to act on your behalf, the Contra
Costa Behavioral Health Plan might ask you to
sign a form authorizing them to release
information to that person.

e Ensure that the individuals making the decisions
are qualified to do so and not involved in any
previous levels of review or decision-making.

* Provide resolution for the grievance in the
required timeframes.

When Can | File a Grievance?

You can file a grievance anytime with CCBHP if you
are unhappy with the behavioral health services you
are receiving from CCBHP or have another concern
regarding them.

How Can | File a Grievance?

You may call the Access Line at (888) 678-7277 to get
help with a grievance. CCBHP will provide self-
addressed envelopes at all the providers’ sites for you
to mail in your grievance. If you do not have a self-
addressed envelope, you may mail your grievance
directly to the address on the form. Grievances can be
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filed orally or in writing. Oral grievances do not have to
be followed up in writing.

How Do | Know If CCBHP Received My Grievance?

CCBHP will let you know that it received your
grievance by sending you a written confirmation within
five calendar days of receipt. A grievance received
over the phone or in person, that you agree is

resolved by the end of the next business day, is
exempt and you may not get a letter.

When Will My Grievance Be Decided?

CCBHP must make a decision about your grievance
within 30 calendar days from the date you filed your
grievance.

How Do | Know If CCBHP Has Made a Decision
About My Grievance?

When a decision has been made regarding your
grievance, CCBHP will notify you or your
representative in writing of the decision. If CCBHP
fails to notify you or any affected parties of the
grievance decision on time, then CCBHP will provide
you with a Notice of Adverse Benefit Determination
advising you of your right to request a State Fair
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Hearing. CCBHP will provide you with a Notice of
Adverse Benefit Determination on the date the
timeframe expires.

Is There a Deadline to File a Grievance?
No, you may file a grievance at any time.

Member/families will not be subject to any manner of
discrimination, penalty, sanction or restriction for
exercising their rights.

For Additional information, please call:
e (925) 655-2499 Office of Quality Improvement
e (888) 678-7277 Behavioral Health Access Line

APPEAL (STANDARD AND EXPEDITED)

If you need assistance with completing the Appeal or
Expedited Appeal Request Form:

e You may ask any staff at each program to assist you.

e You may call the Grievance Advocate (not a direct
County employee) at (925) 293-4942. Collect calls
are accepted.

What Is a Standard Appeal?

A standard appeal is a request to review an Adverse
Benefit Determination. An Adverse Benefit Determination
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occurs when Contra Costa Behavioral Health Plan
(CCBHP) does one of the following:

Denies or limits authorization of a requested service
including determinations based on type/level of
service, medical necessity appropriateness, setting or
effectiveness of a covered benefit

Reduces, suspends or terminates a previously
authorized service

Denies, in whole or in part, payment for a service
Fails to provide services in a timely manner

Fails to act within the required timeframes for
standard resolution of grievances, appeals, and
expedited appeals

Denies a member’s request to dispute financial liability
Fails to provide trans-inclusive health care as defined
in W&l sections 14197.09(d)(5)

If you request a standard appeal, CCBHP must decide on
your appeal within 30 calendar days from when CCBHP
receives your request for the appeal. If you think waiting
30 days will put your health at risk, you should ask for an
‘expedited appeal.’

Standard Appeal:

You may file an appeal orally or in writing. If you
submit your appeal orally, you must follow it up with a
signed, written appeal. However, the date that you
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submitted the oral appeal is the filing date. Oral
Appeals should be called in to the Office of Quality
Improvement at (925) 655-2499.

¢ Filing an appeal will not count against you or your
provider in any way.

e You may authorize another person to act on your
behalf if you sign a Release of Information form for
that person to know confidential information.

e Your benefits will continue during the appeal process.
See Member Handbook for additional information.

o Staff reviewing the appeals and making the decisions
are qualified to do so and not involved in any previous
level of review or decision-making.

e You or your representative may examine your case
file, including your medical record, and any other
documents or records considered during the appeal
process.

e You have a reasonable opportunity to present
evidence and allegations of fact or law, in person, or
In writing.

e You, your representative, or the legal representative
of a deceased member’s estate will be included as
parties to the appeal.

e CCBHP will notify you that your appeal is being
reviewed by sending you written confirmation.

e After exhausting local appeals, Medi-Cal members
may file a State Fair Hearing request with the State by
calling (800) 743-8525 or (855) 795-0634, or call the
Public Inquiry and Response line, toll free, at (800)
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952-5253 or TDD (800) 952-8349.
How Can | File an Appeal?

You may call the Access Line at (888) 678-7277 or the
Quality Improvement Coordinator at (925) 655-2499 to get
help with filing an appeal. The Appeal/Expedited Appeal
form in this booklet should be mailed using the available
self-addressed envelopes provided by CCBHP. If you do
not have a self-addressed envelope, you may mail your
appeal directly to the address on the form or you may
submit your appeal by e-mail to
BHSQualityAssurance@cchealth.org or fax to (925) 957-
5156. Appeals can be filed orally or in writing. If you
submit your appeal orally, you must follow it up with a
signed written appeal.

How Do | Know If My Appeal Has Been Decided?

CCBHP will notify you or your representative in writing
when a decision has been made about your appeal. The
notification will include:
e The results of the appeal resolution process
e The date the appeal decision was made
e If the appeal is not resolved wholly in your favor, the
notice will also contain information regarding your
right to a State Fair Hearing and the procedure for
filing a State Fair Hearing
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Is There a Deadline to File an Appeal?

You must file an appeal within 60 days of the date on the
Notice of Adverse Benefit Determination. Keep in mind
that you will not always get a Notice of Adverse Benefit
Determination. There are no deadlines for filing an appeal
when you do not get a Notice of Adverse Benefit
Determination, so you may file this type of appeal at any
time.

Expedited Appeal

If you think that waiting up to 30 days for a standard
appeal decision will jeopardize your life, health, or ability
to attain, maintain or regain maximum function, you may
request an expedited resolution of an appeal. If CCBHP
agrees that your appeal meets the requirements, CCBHP
will resolve your expedited appeal within 72 hours after
CCBHP receives the appeal.

If CCBHP decides that your appeal does not qualify for an
expedited appeal, they must make reasonable efforts to
give you prompt oral notice and will notify you in writing
within two calendar days giving you the reason for the
decision. Your appeal will then follow the standard appeal
timeframes outlined earlier in this booklet. If you disagree
with CCBHP’s decision that your appeal doesn’t meet the
expedited appeal criteria, you may file a grievance.
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Once CCBHP resolves your request for an expedited
appeal, they will notify you and all affected parties orally
and in writing.

STATE FAIR HEARING
What Is A State Fair Hearing?

A State Fair Hearing is an independent review
conducted by an administrative law judge from the
California Department of Social Services (CDSS) to
ensure you receive the behavioral health services that
you are entitled to under the Medi-Cal program.

When Can | File for a State Fair Hearing?

You can file for a State Fair Hearing if:

e You filed an appeal and received an appeal
resolution letter telling you that CCBHP denied
your appeal request.

e Your grievance, appeal, or expedited appeal
wasn'’t resolved in time.

How Do | Request a State Fair Hearing?
You can request a State Fair Hearing:

e Online: at the Department of Social Services
Appeals Case Management website:
https://acms.dss.ca.gov/acms/login.request.do

Revised 7/2026 (Large Print)


https://acms.dss.ca.gov/acms/login.request.do

e In Writing: Submit your request to the county
welfare department at the address shown on the
Notice of Adverse Benefit Determination, or mail
it to:

California Department of Social Services
State Hearings Division

P.O. Box 944243, Mail Station 9-17-37
Sacramento, CA 94244-2430

e By Fax: 916-651-5210 or 916-651-2789

You can also request a State Fair Hearing or an
expedited State Fair Hearing:

e By Phone:

o State Hearings Division, toll-free, at 1-800-743-
8525 or 1-855-795-0634.

o Public Inquiry and Response, toll-free, at 1-800-
952-5253 or TDD at 1-800-952-8349.

If you need assistance, you may also call a Grievance
Advocate at (925) 293-4942.

Is There a Deadline to Ask for a State Fair Hearing?
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You have 120 days from the date of CCBHP’s written
appeal decision notice to request a State Fair Hearing. If
you didn’t receive a Notice of Adverse Benefit
Determination, you may file for a State Fair Hearing at any
time.

When Will a Decision Be Made About My State Fair
Hearing Decision?

After requesting a State Fair Hearing, it may take up to 90
days to receive a decision.
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YOUR RIGHT TO HAVE AN ADVANCE DIRECTIVE

What is an Advance Directive?

You have the right to an advance directive. An advance
directive is a written document about your health care that
is recognized under California law. You may sometimes
hear an advance directive described as a living will or
durable power of attorney. It includes information about
how you would like health care provided or says what
decisions you would like to be made, if or when you are
unable to speak for yourself. This may include such things
as the right to accept or refuse medical treatment, surgery,
or make other health care choices. In California, an
advance directive consists of two parts:

e Your appointment of an agent (a person) making
decisions about your health care; and
e Your individual health care instructions.

In California, you have the right to provide advance
directive instructions to all of your healthcare providers.
You also have the right to change or cancel your advance
directive at any time.

You may get a form for an advance directive from the
Contra Costa Behavioral Health Plan (CCBHP). CCBHP is
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required to have an advance directive program in place.
CCBHP is required to provide written information on the
advance directive policies and explain the state law if
asked for the information. If you would like a packet of
these written materials, please ask the front desk of your
clinic. For additional assistance, please call Patients’
Rights at (925) 293-4942 or (844) 666-0472. Collect calls
are accepted.

If you encounter problems getting information about
Advance Directive, call CCBHP’s Quality Improvement
Coordinator at (925) 655-2499.

If you have a question about California law regarding
advance directive requirements, you may send a letter to:

California Department of Justice
Attn: Public Inquiry Unit

P. O. Box 944255

Sacramento, CA 94244-2550
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CONTINUITY OF CARE

All eligible Medi-Cal members who meet medical
necessity criteria for Specialty Mental Health Services
(SMHS) have the right to request continuity of care.
Members with pre-existing provider relationships who
make a continuity of care request to the Contra Costa
Behavioral Health Plan (CCBHP) shall be given the
option to continue treatment for up to 12 months with an
out-of-network Medi-Cal provider or terminated network
provider, necessary to complete a course of treatment
and to arrange for a safe transfer to another provider.

Procedures:

A member, the member’s authorized representatives, or
the member’s provider may make a direct request to
CCBHP for continuity of care. Members may request
continuity of care in person, in writing, or via telephone
and shall not be required to submit an electronic or
written request. CCBHP shall provide reasonable
assistance to members in completing requests for
continuity of care, including oral interpretation and
auxiliary aids and services.

Timeline:

Each continuity of care request must be completed within
the following timelines:
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e Thirty (30) calendar days from the date CCBHP
received the request;

e Fifteen (15) calendar days if the member’s condition
requires more immediate attention, such as
upcoming appointments or other pressing care
need: or,

e Three (3) calendar days if there is a risk of harm to
the member.

Out-Of-Network Providers:

CCBHP shall provide continuity of care with an eligible
out-of-network Medi-Cal provider if all of the following
conditions are met:

1.CCBHP is able to determine that the member has an
existing relationship with the provider;

2.The provider type is consistent with the State Plan and
the provider meets the applicable professional
standards under the law;

3. The provider agrees, in writing, to be subject to the
same contractual terms and conditions that are
iImposed upon currently contracting network providers;

4.The provider agrees, in writing, to comply with State
requirements for SMHS;

5.The provider supplies CCBHP with all relevant
treatment information for the purpose of determining
medical necessity;

6. The provider is willing to accept the higher of CCBHP’s
contract rates or Medi-Cal FFS rates:; and,
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/.CCBHP has not identified, verified, and documented
disqualifying quality of care issues to the extent that
the provider would not be eligible to provide services
to any other members of CCBHP.

For more information on Continuity of Care or how to

request it, please contact the BEHAVIORAL HEALTH
ACCESS LINE at 1-888-678-7277.
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1| Y Our Mission

The mission of Contra Costa
Behavioral Health, in partnership with
consumers, families, staff and
community-based agencies, is to
provide welcoming, integrated
services for mental health,
substance abuse, homelessness and
other needs that promote wellness,
recovery, and resiliency while
respecting the complexity and
diversity of the people we serve.

Our Vision

Contra Costa Behavioral Health envisions a system
of care that supports independence, hope, and
healthy lives by making accessible behavioral health
services that are responsive, integrated,
compassionate, and respectful.
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