“d OPTUMHealth®

Physical Health of California

OptumHealth Physical Health of California
(ACN Group of California, Inc.)
Member Grievance Form — Large Print

If you are not satisfied with any aspect of your contact with
ACN Group of California, Inc. (ACNCA), an ACNCA-
Contracted Provider or its representatives including failure to
provide trans-inclusive care, please complete this form and
return it to the address provided on this form.

Information of Person Submitting Grievance:

Name:

Address:

City: ST Zip Code:
Phone Number: ()

Relationship to Patient:
Selfl]  Personal Representative[ ] Employer[]
Patient’s Practitionerld Other[d

Patient’s Information:
Name:

Patient Health Plan:
Patient ID#:

DOB:

Treating Provider’s Information:
Name: Specialty:
Address:

City: State: Zip Code:
Phone Number: ()

Please see page 4 for important information regarding Member Grievance Rights
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Please describe your grievance in as much detail as possible;
include dates and names. Please include any copies of
receipts or supporting documentation as proof of services paid
out of pocket. We will notify you within five, (5) calendar days
of our receipt of the grievance. We will respond in writing no
later than thirty (30) calendar days of our receipt of your
grievance. You can include a separate piece of paper if you
need more room.

Grievance:;

Please see page 4 for important information regarding Member Grievance Rights
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| attest that all of the information | completed above is true.

Signature Date

Please forward this completed form by mail to:
OptumHealth Physical Health of California
P.O. Box 880009

San Diego, CA 92168
Attention: Grievance Coordinator

Please see page 4 for important information regarding Member Grievance Rights
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California Department of Managed Health Care Notification
Grievance Process and Independent Medical Review

The California Department of Managed Health Care is
responsible for regulating health care service plans. If you
have a grievance against your health plan, you should first
telephone your health plan at (1-800-428-6337) or TDD (1-
888-877-5379) and use your health plan’s grievance
process before contacting the department. Utilizing this
grievance procedure does not prohibit any potential legal
rights or remedies that may be available to you. If you need
help with a grievance involving an emergency, a grievance
that has not been satisfactorily resolved by your health plan,
or a grievance that has remained unresolved for more than
30 days, you may call the department for assistance. You
may also be eligible for an Independent Medical Review
(IMR). If you are eligible for IMR, the IMR process will
provide an impartial review of medical decisions made by a
health plan related to the medical necessity of a proposed
service or treatment, coverage decisions for treatments that
are experimental or investigational in nature and payment
disputes for emergency or urgent medical services. The
department also has a toll-free telephone number (1-888-
466-2219) and a TDD line (1-877-688-9891) for the hearing
and speech impaired. The department’s internet website
www.dmhc.ca.gov has complaint forms, IMR application
forms, and instructions online.

If you believe your health coverage has been, or will be
improperly cancelled, rescinded, or not renewed, you may
also call the Department for assistance.
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Language Assistance Services

You may be entitled to the following rights and services under California law which shall be available in
the top 15 languages spoken by limited English-proficient individuals in California as determined by the
State Department of Health Care Services.

Interpretation services and translated written materials are available to the member in the top 15
languages spoken by limited English-proficient individuals in California as determined by the State
Department of Health Care Services. Appropriate auxiliary aids and services are also available to the
member, including qualified interpreters for individuals with disabilities and information in alternate
formats, when those aids and services are necessary to ensure an equal opportunity to participate for
individuals with disabilities. These services will be provided free of charge in a timely manner upon
request. To get help in your language, please call your health plan, ACN Group of California, Inc. at: 800-
428-6337/TTY: 711, Monday through Friday, 8:30 a.m. to 5:00 p.m. pacific time (PT). If you need more
help, call the Department of Managed Health Care (DMHC) Help Center at 1-888-466-2219.

This information is available in other formats like large print. To ask
for another format, please call the toll-free member phone number
listed on your health plan ID card, TTY 711, Monday through Friday,
8:30 a.m. to 5 p.m.

English
IMPORTANT LANGUAGE INFORMATION:

You may be entitled to the rights and services below. You can get an interpreter or translation services at no charge.
Written information may also be available in some languages at no charge. To get help in your language, please call
your health plan at: ACN Group of California, Inc. 1-800-428-6337 / TTY: 711. If you need more help, call DMHC
Help Center at 1-888-466-2219.

Espafiol (Spanish)

INFORMACION IMPORTANTE SOBRE EL IDIOMA:

Usted podria tener los derechos y servicios que se indican a continuacion. Puede obtener los servicios de un
intérprete o de traduccidn sin cargo. En algunos idiomas, la informacién escrita también podria estar disponible
sin cargo. Para recibir ayuda en su idioma, llame a su plan de salud: ACN Group of California, Inc. 1-800-428-
6337 /TTY: 711. Si necesita mas ayuda, llame a la linea de ayuda de la DMHC Help Center al 1-888-466-2219.

=7 (Traditional Chinese)
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SwjkpEU (Armenian)

yurcdnr sccLeUS4YNHE3NFL L624bh Y6ruPrGM3UL.

“nLp Ywnnn Gp ogunydt| unnnple Uogwd hpwynituputiphg W SwnwjnieinLtlubphg: e Ywnnn Gp wudsdwn ogunyby
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wwl hGnjw hwdwpny® ACN Group of California, Inc. 1-800-428-6337 / TTY. 711. Swytyw| oqunLpjwl
ywphph nGwpnid, quuqwhwntp DMHC Help Center-h Ogunrpjwl ghs® 1-888-466-2219 h
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&Y (Hindi)
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Hmoob (Hmonq)

TEJ NTAUB NTAWV HAIS TXOG HOM LUS TSEEM CEEB:

Tej zaum koj yuav muaj cai raws li cov cai thiab cov kev saib xyuas hauv gab no.Yuav pab kws txhais lus rau koj
los sis txhais ntawv rau koj pub dawb.Tej zaum kuj cov ntaub ntawv sau ua gee hom pub dawb rau koj thiab.Yuav
tau txais kev pab txhais ua koj hom lus, ces thov hu rau koj ghov kev npaj kho mob rau ntawm: ACN Group of
California, Inc. 1-800-428-6337 / TTY: 711.Yog koj xav tau kev pab ntxiv, hu rau DMHC Help Center Tus Xov Tooj
Pab ntawm 1-888-466-2219.

HZAEE (Japanese)
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=1 o] (Korean)
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YAt (Punjabi)

IH HEUl HI3TYIS Aearal:
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Pycckum (Russian)

BAXHAA NHPOPMALIUA O A3bIKOBbLIX YCITYTAX:

Bbl MOXeTe nony4nTb NepevmcrneHHble Hke npasa u ycryru. Bel MoxeTe 6ecnnaTtHo BOCNONb30BaTbCs ycnyramu
YCTHOrO U1 NMCbMEHHOro nepesoa4mka. MncbMeHHas nHdopmaumnsa Takke MoxeT ObiTb 6ecnnaTHo
npegocTaBrieHa Ha HECKOMNbKNX s3blkax. YToObI Nony4mTh NomoLLb Ha Balwem si3bike, NO3BOHUTE B CBOW MnaH
MeanuunHckoro ctpaxoBaHus: ACN Group of California, Inc., KanndopHusa 1-800-428-6337 / nuHma TTY: 711, 3a
AONONHUTENBHON NOMOLLLI0 Bbl MoxeTe obpaluatbest B cnpaBoyHyto cny6y DMHC Help Center no TenedoHy 1-
888-466-2219.

Tagalog (Tagaloq)

MAHALAGANG IMPORMASYON SA WIKA:

Maaari kang maging karapat-dapat sa mga karapatan at serbisyo sa ibaba. Maaari kang makakuha ng mga
serbisyo ng interpreter o pagsasalin sa wika nang walang bayad. Ang nakasulat na impormasyon ay maaari ring
maging available sa ilang wika nang walang bayad. Para makakuha ng tulong sa iyong wika, pakitawagan ang
iyong health plan sa: ACN Group of California, Inc. 1-800-428-6337 / TTY: 711. Kung kailangan mo ng
karagdagang tulong, tumawag sa Linya ng Tulong ng DMHC Help Center sa 1-888-466-2219.

Ine (Thai)

Foyanuiigdny:

anoNa Ifsuansuazusnssail Aalannsawasuusnsauusansulald las lisien o
doyafuavdnwaidnusorad W luurenunles LifienTadns mindesmsanuthomas Tumwnwesaas
Tusafnsiaunulsriugunmwuasnauii: ACN Group of California, Inc. 1-800-428-6337 / TTY: 711.

winAusaIMsAMuThumdaiiuiy luse nsdwitsaugahumaovas DMHC Help Center finunsiaw
1-888-466-2219

Tiéng Viét (Vietnamese) ‘

THONG TIN QUAN TRONG VE NGON NGU:

Quy vi c6 thé dwgc hwdng cac quyén va dich vu duéi day. Quy vi cé thé yéu cdu mot thdng dich vién hogc dich
vu phién dich mién phi. Théng tin dang van ban ciing cé thé dwoc cung cap mién phi & mét sb ngdn ngtr. Bé
dwoc tro gilp bang ngén ngir ctia quy Vi, vui long 90| cho chuwong trinh bao hiém y té cta quy vi: ACN Group of
Callifornia, Inc. 1-800-428-6337 / TTY: 711. Néu quy vi can thém tro gidp, vui 1dng goi Pwdng day tro gilp DMHC
Help Center theo sb

1-888-466-2219.




DEPARTMENT OF

State of California - Health and Human Services Agency Managed
Department of Managed Health Care

IMR APPLICATION/COMPLAINT FORM - ENGLISH Health #:.re
DMHC 20-224 New: 11/15 Rev: 09/24

INDEPENDENT MEDICAL REVIEW (IMR) APPLICATION/COMPLAINT FORM

[ IMPORTANT INFORMATION \
You can submit your IMR Application/Complaint Form online at: www.DMHC.ca.gov
FREE: The IMR/Complaint process is free.
FAST: IMRs are usually decided within 45 days, or within 7 days if the health issue is urgent.
SUCCESSFUL: Approximately 72 percent of patients receive the requested service through IMR.
FINAL: Health plans must follow the IMR decision and promptly provide the service. j
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PATIENT INFORMATION

First Name Middle Initial _ Last Name

Patient’s Date of Birth (mm/dd/yyyy)

Gender: [ | Male [ ] Female [ ] Something Else

Name of Parent or Guardian if Filing for Minor Child

Street Address

City State Zip

Phone # Email Address

Would you like communication/correspondence sent to this email? []Yes []No

Health Plan Name Patient’'s Membership #

Medical Group Name (if enrolled in a medical group)

Employer

Do you want someone to help you with your complaint? [ ]Yes [ ]No

If yes, please complete the attached ‘Authorized Assistant Form.’

Do you have Medi-Cal? [ ]Yes []No

If yes, have you filed a Request for a State Fair Hearing? [ ]Yes [ ]No
Do you have Medicare or Medicare Advantage? [ ]Yes [ ]No
Have you filed a complaint or grievance with your health plan? [ ]Yes [ ]No
Do you want payment for a health care service that you already received? [ ]Yes [ ]No

If yes, list the date(s) of service, and the provider's name:

YOUR HEALTH PROBLEM (Use a separate sheet and attach other documents, if needed.)

Do you want your health plan to pay for future services? [ ]Yes []No


https://www.healthhelp.ca.gov/
www.HealthHelp.ca.gov

IMR APPLICATION/COMPLAINT FORM - English Page 2
DMHC 20-224

What is your medical condition or doctor’s diagnosis (Please be specific)

What medical treatment(s)/service(s) and/or medication(s) are you asking for? (Please be specific)

Did your health plan deny, delay or modify your treatment? [ ]Yes [ ]No
If yes, please check the reason given: (Check one)

[ |Not Medically Necessary [ |Experimental or Investigational [ JNot an Emergency/Urgent
[ |Not a Covered Benefit [ |Other (Please explain below)

List the name and phone number of your primary care doctor and other providers who have seen, treated, or
advised you for this condition.

Have you seen any out-of-network providers for your condition? [ ]Yes [ ]No
If yes, please include the medical records with this form.

Briefly describe the problem you are having with your plan. For example, explain if the problem is a denied
treatment, an unpaid bill, trouble getting an appointment or medication, or if your coverage has been cancelled
by the health plan.

MEDICAL RELEASE

| request the Department of Managed Health Care (Department) to make a decision about my problem with my
health plan. | request the Department to review my Independent Medical Review (IMR) Application/Complaint
Form to determine if my complaint qualifies for an IMR or the Department’s Complaint process. | allow my
providers, past and present, and my plan to release my medical records and information to review this issue.
These records may include medical, mental health, substance abuse, HIV, diagnostic imaging reports, and
other records related to my case. These records may also include non-medical records and any other
information related to my case. | allow the Department to review these records and information and send them
to my plan. My permission will end one year from the date below, except as allowed by law. For example, the
law allows the Department to continue to use my information internally. | can end my permission sooner if |
wish. All the information that | have provided on this sheet is true.

Patient or Parent Name (Print)

Patient or Parent Signature Date

Please see the instruction sheet for mailing or faxing information.
STATISTICAL INFORMATION ONLY

You are asked to voluntarily provide the following information. Giving this information will help the Department
identify any patterns of problems. Health and Safety Code section 1374.30 authorizes the Department to
obtain this information for research and statistical purposes. Giving this information is optional and will not
affect the IMR or complaint decision in any way.

Primary Language Spoken:

Would you like us to communicate/correspond with you in your primary language? [ ]Yes
Race/Ethnicity:




State of California - Health and Human Services Agency DEPARTMENT OF
Department of Managed Health Care Managed
AUTHORIZED ASSISTANT FORM - English

DMHC 20-160 New: 04/06 Rev: 01/20 Health .re

AUTHORIZED ASSISTANT FORM

If you want to give another person permission to assist you with your Independent Medical
Review (IMR) or complaint, complete Parts A and B below.

If you are a parent or legal guardian filing this IMR or complaint for a child under the age of 18,
you do not need to complete this form.

If you are filing this IMR or complaint for a patient who cannot complete this form because the
patient is either incompetent or incapacitated, and you have legal authority to act for this
patient, please complete Part B only. Also attach a copy of the power of attorney for health
care decisions or other documents that say you can make decisions for the patient.

PART A: COMPLETED BY PATIENT

| allow the person named below in Part B to assist me in my IMR or complaint filed with the
Department of Managed Health Care (Department). | allow the Department and IMR staff to share
information about my medical condition(s) and care with the person named below. This information
may include mental health treatment, HIV treatment or testing, alcohol or drug treatment, or other
health care information.

| understand that only information related to my IMR or complaint will be shared.
My approval of this assistance is voluntary and | have the right to end it. If | want to end it, | must

do so in writing.

Patient Name (Print)

Patient Signature Date

PART B: COMPLETED BY PERSON ASSISTING PATIENT

Name of Person Assisting (Print)

Address

City State Zip

Relationship to Patient

Primary Phone # Secondary Phone #

Email Address

[ ] My power of attorney for health care decisions or other legal document is attached.



IMR APPLICATION/COMPLAINT FORM - English Page 1
IMR Application/Complaint Form Instruction Sheet

If you have questions, call the Help Center at 1-888-466-2219 or TDD at 1-877-688-9891. This call is
free.

Before You File:

In most cases, you must complete your plan’s complaint or grievance process before you file a
complaint or IMR request to the Department. Your plan must give you a decision within 30 days or
within 3 days if your problem is an immediate and serious threat to your health.

If your plan denied your treatment because it was experimental/investigational, you do not have to
take part in your plan’s complaint or grievance process before you file an IMR application.

You must apply for an IMR within six months after your health plan sends you a written response to
your appeal. The Department may accept your application after six months if it is determined that
circumstances prevented timely submission. Please be aware that if you decide not to file a
complaint with the DEPARTMENT for an issue that would qualify for an IMR, you may be giving up
your rights to pursue legal action against your plan regarding the service or treatment you are
requesting.

How to File:
1. File online at www.DMHC.ca.gov. [This is the fastest way.]
OR

Fill out and sign the IMR Application/Complaint Form.

2. If you want someone to help you with your IMR or complaint, complete the ‘Authorized
Assistant Form.’

3. If you have medical records from out of network providers, please include them with your
IMR Application/Complaint Form. Your plan will provide medical records from network
providers.

4. You may include other documents that support your request. However, there is no need to
provide any documents or correspondence between you and your plan relating to this
complaint. The Department will obtain this information directly from your plan as part of the
investigation.

5. If you are not submitting online, please mail or fax your form and any supporting documents
to:
Department of Managed Health Care Help Center
980 9th Street, Suite 500
Sacramento, CA 95814-2725
FAX: 916-255-5241

What Happens Next?

The Help Center will send you a letter within seven days telling you if you qualify for an IMR. If it is
determined that your complaint qualifies for an IMR, your case is assigned to a state contractor who
will perform the review. The state contractor is also known as the Independent Medical Review
Organization (IMRO). All of the information in the Help Center’s possession related to your complaint,
including your medical records, will be sent to the IMRO. The IMRO will make a decision usually
within 30 days or within seven days if your case is urgent. You will be notified in writing of the
decision.

If it is determined that your complaint should be reviewed through the Consumer Complaint process,
a decision about your issue will be made within 30 days. You will be notified in writing of the decision.


www.HealthHelp.ca.gov

IMR APPLICATION/COMPLAINT FORM - English Page 2
IMR Application/Complaint Form Instruction Sheet

The Information Practices Act of 1977 (California Civil Code Section 1798.17) requires the following
notice.

- California’s Knox-Keene Act gives the Department the authority to regulate health plans and
investigate the complaints of health plan members.

+ The Department’s Help Center uses your personal information to investigate your problem with
your plan and to provide an IMR if you qualify for one.

* You provide the Department this information voluntarily. You do not have to provide this
information. However, if you do not, the Department may not be able to investigate your
complaint or provide an IMR.

+ The Department may share your personal information, as needed, with the plan and providers
who conduct the IMR.

+ The Department may also share your information with other government agencies as required
or allowed by law.

* You have a right to see your personal information. To do this, contact the Department Records
Request Coordinator, Department of Managed Health Care, Office of Legal Services, 980 9th
Street Suite 500, Sacramento CA 95814-2725, or call 916-322-6727.




	20251113-3 - Exhibit W-2 - Grievance Form - Clean - 05.06.25__.pdf
	IMR Form 2



