
SECTION 16. GRIEVANCE PROCEDURES

16.1 Applicability of the Grievance Procedures
All Member disputes and controversies arising under the Plan will be resolved pursuant to the Grievance Procedures set 
forth in this Section 16.

16.2 Grievances
Every Member has the right to communicate a grievance to Health Plan by calling the telephone number listed below, by 
submitting a written grievance to the address indicated below, by submitting a written grievance by facsimile or email, or by 
completing an online grievance form.

Grievance Coordinator
OptumHealth Physical Health of California
P.O. Box 880009
San Diego, CA 92168-0009
1-800-428-6337
(619) 641-7185 (Fax)
www.myoptumhealthphysicalhealthofca.com

You may submit for a within 180 calendar days of your receipt of an
initial determination through our Appeals, Complaints, and Grievances Department. Health Plan will review your appeal 
within a reasonable period of time appropriate to the medical circumstances and make a determination within 30 calendar 
days of Health Plan’s receipt of the appeal. For appeals involving the delay, denial or modification of health care services 
related to Medical Necessity, Health Plan’s written response will include the specific reason for the decision, describe the 
criteria or guidelines or benefit provision on which the denial decision was based, and notification that upon request the 
Member may obtain a copy of the actual benefit provision, guideline protocol or other similar criterion on which the denial 
is based. For determinations delaying, denying or modifying health care services based on a finding that the services are 
not Covered Services, the response will specify the provisions in this Combined Evidence Of Coverage and Disclosure 
Form that exclude that coverage. 

Health Plan will acknowledge receipt of the grievance in writing for urgent issues on the day of receipt, and all routine 
grievances within five (5) calendar days of receipt. These deadlines do not apply to grievances that are received by 
telephone, by facsimile, or by email, that are not coverage disputes, disputed health care services involving medical 
necessity, or experimental or investigational treatment and that are resolved by the next business day. 

If the grievance pertains to a Quality of Service issue, it may be investigated and resolved by the Health Plan . If the 
grievance pertains to a Quality of Care issue and is routine, the Health Plan transfers the information to the Medical 
Director. If the grievance pertains to a Quality of Care issue and is urgent, the Health Plan will promptly initiate the 
Expedited Review process. 

Health Plan will provide a written statement on the determination of any grievance except for grievances that are received by 
telephone, by facsimile, or by email, that are not coverage disputes, disputed health care services involving medical 
necessity, or experimental or investigational treatment and that are resolved by the next business day. For an urgent 
grievance in which medical/clinical services are underway, Health Plan will notify the complainant and the Department within 
twenty-four (24) hours of the Health Plan's receipt of the grievance. For all other urgent grievances, Health Plan will notify the 
complainant and the Department within three (3) calendar days of the Health Plan's receipt of the grievance. For routine 
grievances, Health Plan will notify the complainant within five (5) calendar days of the Health Plan's receipt of the grievance. 

Grievance forms and Health Plan’s grievance policies and procedures are available to Members upon request.

16.3 Expedited Review of Grievances 
For Member grievances involving an imminent and serious threat to the health of the patient, including but not limited to, 
severe pain, potential loss of life, limb, or major bodily function, 

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO) 
Monday through Friday, 8 a.m. – 5 p.m. PT

ACNCA_Ops-05



of the Member's right to notify the Department, and to provide the Member and the Department written notice of 
the disposition or pending status of the grievance no later than three (3) calendar days from receipt of the grievances.

16.4 Independent Medical Review
In the event the Member is dissatisfied with the findings and decision of Health Plan, the Member is not required to further
participate in Health Plan’s grievance process thirty (30) days after Health Plan’s receipt of the complaint. The Member
may request an Independent Medical Review (IMR) of Disputed Health Care Services from the Department if the Member
believes that health care services have been improperly denied, modified, or delayed by the Health Plan or one of its
contracting providers. A “Disputed Health Care Service” is any health care service eligible for coverage and payment
under the subscriber contract that has been denied, modified, or delayed by the Plan or one of its contracting providers, in
whole or in part because the service is not Medically Necessary.

The IMR process is in addition to any other procedures or remedies that may be available to the Member. The Member
pays no application or processing fees of any kind for IMR. The Member has the right to provide information in support of
the request for IMR. The Plan must provide the Member with an IMR application form with any grievance disposition letter
that denies, modifies, or delays health care services. A decision not to participate in the IMR process may cause the
Member to forfeit any statutory right to pursue legal action against the plan regarding the Disputed Health Care Service.

For more information regarding the IMR process, or to request an application form, please call Health Plan’s Customer
Services department at 1-800-428-6337; or write to OptumHealth Physical Health of California at P.O. Box 880009, San
Diego, CA 92168-0009.

16.5 IMR for Experimental and Investigational Therapies 
You may also have the right to an independent medical review through the Department if the Health Plan denies coverage
for a requested service on the basis that it is experimental or investigational. Health Plan will notify you within 5 business
days of its decision to deny an experimental/investigational therapy. You are not required to participate in the Health
Plan’s grievance process prior to seeking an independent medical review of this decision.

The Independent Medical Review Organization will complete its review within 30 days of receipt of your application and 
supporting documentation. If your physician determines that the proposed therapy would be significantly less effective if 
not promptly initiated, the review will be completed within 7 days.

16.6 Implementation of IMR Decision 
If the Member receives a decision by the Director of the Department that a Disputed Health Care Service is Medically
Necessary, Health Plan will promptly implement the decision.

In the case of reimbursement for services already provided, Health Plan will reimburse the provider or Member within five
(5) working days. In the case of services not yet provided, Health Plan will authorize the services within five (5) working 
days of receipt of the written decision from the Director or sooner, if appropriate for the nature of the Member’s medical 
condition, and will inform the Member and Provider of the authorization according to the requirements of Health and 
Safety Code Section 1367.01(h)(3).

16.7 Voluntary Mediation and Binding Arbitration

If you are dissatisfied with Health Plan’s Appeal Process determination, you can request that Health Plan submit the
appeal to voluntary mediation or binding arbitration before JAMS.

Voluntary Mediation
In order to initiate voluntary mediation, either you or the agent acting on your behalf must submit a written request to
Health Plan. If all parties mutually agree to mediation, the mediation will be administered by JAMS in accordance with the
JAMS Mediation Rules and Procedures, unless all parties otherwise agree. Expenses for mediation will be shared equally
by the parties. The Department of Managed Health Care will have no administrative or enforcement responsibilities with
the voluntary mediation process.
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Binding Arbitration

All disputes of any kind, including, but not limited to, claims relating to the delivery of services under the plan and claims for 
medical malpractice between the Member (including any heirs, successors or assigns of Member) and Health Plan, except 
for claims subject to ERISA, will be submitted to Binding Arbitration. Medical malpractice includes any issues or allegations 
that medical services rendered under the health plan were unnecessary or unauthorized or were improperly, negligently or 
incompetently rendered. This means that disputes between the Member and Health Plan will not be resolved by a lawsuit
or by pursuing other court processes and remedies, except to the extent the Federal Arbitration Act provides for judicial 
review of arbitration proceedings. Under this provision, neither the Court nor any arbitrator may delay arbitration of 
disputes or refuse to order disputes to arbitration. The intent of this arbitration provision, and the parties, is to put litigation 
on hold so that issues can be resolved through the binding arbitration process. Any disputes about the scope of arbitration, 
about the arbitration itself or about whether an issue falls under this arbitration provision will be resolved by the arbitrator to 
avoid ambiguities and litigation costs. 

The Member and Health Plan understand and agree that they are giving up their constitutional rights to have disputes 
decided in a court of law before a jury and are instead accepting the use of Binding Arbitration by a single arbitrator. The 
arbitration will be performed by JAMS or another arbitration service as the parties may agree in writing. The arbitration will 
be conducted under the JAMS Comprehensive Arbitration Rules and Procedures. The parties will attempt in good faith to 
agree to the appointment of an arbitrator, but if agreement cannot be reached within 30 days following the date demand for 
arbitration is made, the arbitrator will be chosen using the appointment procedures set out in the JAMS Comprehensive 
Arbitration Rules and Procedures. These rules may be viewed by the Member at the JAMS Web site, www.jamsadr.com. If 
the Member does not have access to the internet, the Member may request a copy of the rules from Health Plan, and 
arrangements will be made for the Member to obtain a hard copy of the rules and procedures. 

Arbitration hearings will be held in San Diego County, California or at a location agreed to in writing by the Member and 
Health Plan. The expenses of JAMS and the arbitrator will be paid in equal shares by the Member and Health Plan. Each 
party will be responsible for any expenses related to discovery conducted by them and their own attorney fees. In cases of 
extreme hardship, Health Plan may assume all or part of the Member's share of the fees and expenses of JAMS and the 
arbitrator, provided the Member submits a hardship application to JAMS and JAMS approves the application. The approval 
or denial of the hardship application will be determined solely by JAMS. The Member will remain responsible for their own 
attorney fees, unless an award of attorney fees is allowable under the law and the arbitrator makes an award of attorney 
fees to the Member. Following the arbitration, the arbitrator will prepare a written award that includes the legal and factual 
reasons for the decision. 

Nothing in this Binding Arbitration provision is intended to prevent the Member or Health Plan from seeking a temporary
restraining order or preliminary injunction or other provisional remedies from a court. However, any and all other claims or 
causes of action, including, but not limited to those seeking damages, restitution, or other monetary relief, will be subject to 
this Binding Arbitration provision. Any claim for permanent injunctive relief will be stayed pending completion of the 
arbitration. The Federal Arbitration Act, 9 U.S.C. Sections 1-16, will apply to the arbitration. 

ALL PARTIES EXPRESSLY AGREE TO WAIVE THEIR CONSTITUTIONAL RIGHT TO HAVE DISPUTES BETWEEN 
THEM RESOLVED IN COURT BEFORE A JURY AND ARE INSTEAD ACCEPTING THE USE OF BINDING 
ARBITRATION

16.8 Department 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 for TTY/TDD
services call 1-888-877-5379 (voice), or 1-888-877-5378 (TTY) 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.

Questions? Call OptumHealth Customer Service: 1-800-428-6337 (HMO)
Monday through Friday, 8 a.m. – 5 p.m. PT

ACNCA_Ops-05


