
 
 

To obtain information on the status 
of a pending appeal or grievance, 
contact the Quality Improvement 

Coordinator at (800) 660-3570. 
  

State Fair Hearings 
  
Medi-Cal consumers may have any of their 
concerns addressed at any State Fair Hearing 
after completion of the Appeals/Grievance 
process. If you file for a hearing within ten (10) 
calendar days of a Notice of Adverse Benefit 
Determination that your behavioral health 
services are being denied, reduced or 
terminated, there are circumstances where the 
services can be continued until the hearing. A 
Request for a State Fair Hearing Form is 
included with each Notice of Adverse Benefit 
Determination to deny, reduce or terminate 
services. You may also request a State Fair 
Hearing by calling the State Department of 
Social Services at (800) 952-5253. 
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RIVERSIDE UNIVERSITY HEALTH SYSTEM 
— BEHAVIORAL HEALTH 

APPEAL & GRIEVANCE PROCEDURE 
  
A consumer and/or consumer’s representative 
may file an appeal or grievance, orally or in 
writing, with his/her service provider, the 
C.A.R.E.S. Team, or the Quality Improvement 
Program.  
 
An Appeal is a request for a review of an action by 
the authorization unit C.A.R.E.S. Team or the 
RUHS-BH Program.  An action is defined as the 
modification or denial of a requested service from a 
consumer and/or a reduction, suspension, or 
termination of a previously authorized service.  
 
A Grievance is defined as an expression of 
dissatisfaction concerning services received from 
the Mental Health Plan.  Examples of grievances 
might be as follows: the quality of care or services 
provided, aspects of interpersonal relationships - 
such as rudeness of an employee, etc.  
 
An Expedited Appeal may be requested when 
waiting up to 30 days for a standard Appeal 
decision will jeopardize your life, health or ability to 
maintain or regain maximum function. Expedited 
Appeals may be filed verbally. If the Mental Health 
Plan agrees that your Expedited Appeal meets the 
requirements, the Mental Health Plan will resolve 
your Expedited Appeal within 72 hours. If your 

Appeal does not meet the requirements for an 
Expedited Appeal, you will be notified right away 
orally and in writing within 2 calendar days. A 
denied Expedited Appeal may be filed as a 
standard Appeal.  
 
Enclosed, is an Appeal/Grievance Request Form 
for the consumer and/or consumer’s 
representative to use to file a written Appeal or 
Grievance. If you need assistance in completing 
the form, you can request help from your 
provider, or by calling the Quality Improvement 
Program at (800) 660-3570, or Patients’ Rights at 
(800) 350-0519, or locally (951) 358-4600.    
  
The Appeal/Grievance Request Form can be 
submitted to your provider, the program 
supervisor, the C.A.R.E.S. Team, or mailed 
directly to Quality Improvement in the self-
addressed envelope available in your provider’s 
lobby or reception area.   
  
You will not be subject to discrimination or 
any other penalty for filing an Appeal or 
Grievance.  
 
For Appeals Only: Please indicate if the 
consumer is in any Medi-Cal funded residential 
treatment program.   
 
Medi-Cal beneficiaries may file for a State Fair 
Hearing after the completion of the Appeal or 
Grievance process.  



R
iverside C

ounty M
ental H

ealth Plan 
F

or O
ffice U

se O
n

ly:                     
Q

uality Im
provem

ent C
oordinator 

B
y: _________ Forw

ard to:  _________  
P.O

. B
ox 7549 

D
ate:  ____________________________  

R
iverside, C

A
  92513 

D
ate C

onsum
er N

otified: ___________  
1-800-660-3570 

O
utcom

e:  ________________________  
 

A
PPE

A
L

/G
R

IE
V

A
N

C
E

 R
E

Q
U

E
ST

 
 This form

 is used to file an A
ppeal or G

rievance.  If you need assistance in com
pleting 

this form
, you can request help from

 your provider, or by calling the Q
uality 

Im
provem

ent Program
 at (800) 660-3570 or Patients’ R

ights at (800) 350-0519, or 
locally, (951) 358-4600.  A

 signed R
elease of Inform

ation Form
 needs to be subm

itted 
w

ith this appeal/grievance form
. The appeal/grievance form

 can be subm
itted to your 

clinician, the Program
 Supervisor, or m

ailed directly to the Q
uality Im

provem
ent 

Program
 at the address show

n above. 
 I w

ish to file:   


 A
ppeal    

 G
rievance    

 E
xpedited A

ppeal 
 PL

E
A

SE
 PR

IN
T

 
 

 
 

 
 

  
Y

our address and phone num
ber are im

portant.  W
e need this inform

ation to contact 
you about the outcom

e of your A
ppeal or G

rievance. 
 Y

our N
am

e:   
 

 
 

 
 

 
 

 
 

 
 

 
 

Y
our A

ddress:   
 

 
 

 
 

 
 

 
 

 
 

 

Y
our D

aytim
e Phone:  

 
 

 
 

 
 

 
 

 
 

 

 
 

C
heck here if you are currently a resident of a M

edi-C
al funded residential 

treatm
ent program

. 
 C

urrent Provider:   
 

 
 

 
 

 
 

 
 

 
 

 

If A
pplicable, Person R

epresenting Y
ou:   

 
 

 
 

 
 

 
 

Their A
ddress:    

 
 

 
 

 
 

 
 

 
 

 
 

Their D
aytim

e Phone:   
 

 
 

 
 

 
 

 
 

 
 

  



W
hat is the problem

? 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

W
hat w

ould you like the solution to be? 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

   W
hom

 have you talked to about the problem
?  

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

   
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

C
lient (or C

lient’s R
epresentative) Signature 

 
 

 
D

ate 
    

Y
ou w

ill not be subject to discrim
ination or any other penalty for filing an 

A
ppeal or G

rievance.  Y
our confidentiality w

ill be protected at all tim
es in 

accordance w
ith State and Federal law

. Y
ou m

ay request a State Fair H
earing 

follow
ing the com

pletion of the A
ppeals or G

rievance Process. 
  

 



R
iverside C

ounty M
ental H

ealth Plan 
A

uthorization for R
elease of Inform

ation from
 the M

edical R
ecord 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
C

lient’s Last N
am

e 
 

First N
am

e  
M

iddle N
am

e 
 

  D
ate of B

irth 
 

  
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

Street A
ddress 

 
 

C
ity  

 
Zip C

ode 
 

Telephone N
um

ber 
 ============================================================== 
I, the undersigned, herby authorize (N

am
e and address of health care service provider 

w
ith records.) 

  __________________________________________________________________    
H

ealth C
are Provider N

am
e 

 __________________________________________________________________   
Street A

ddress 
 __________________________________________________________________    
C

ity 
State 

Zip C
ode 

 A
nd to: 

R
iverside C

ounty M
ental H

ealth Plan 
 

 
Q

uality Im
provem

ent (Q
I) 

 
 

P.O
. B

ox 7549 
 

 
R

iverside, C
A

 92513 
 access to m

y m
edical records for the purpose of  _____________________________.  

I further authorize you to provide such copies thereof as m
ay be requested. 

 The authorization is subject to the follow
ing lim

itations: 
 

 
1.  

C
onfined to records regarding treatm

ent for the period from
  _________    

         
_________________________ to  ____________________________ . 


 

2.   
C

onfined to records regarding adm
ission and treatm

ent for the follow
ing 

m
edical condition or injury:  __________________________________  

 
 

 ________________________________________________________ . 

 




 

3.   
C

onfined to the follow
ing specified inform

ation:  _________________  

 
 

 ________________________________________________________ .  


 

4. 
A

ll m
edical records. 

 
This consent is subject to revocation by the undersigned at anytim

e except to the extent 
that action has been taken in reliance hereon, and if not earlier revoked, it shall 
term

inate three (3) m
onths from

 the date of consent w
ithout express revocation. 

  __________________________________________________________________    
Signature of C

lient, Legal G
uardian, R

epresentative (Please C
ircle) 

  
 

 
 

 
 

D
ate 

  __________________________________________________________________    
Signature of W

itness                                                                                                    
     

 
 

 
 

 
D

ate 
   

 
A

ny disclosure of m
edical records inform

ation by the recipient(s) is prohibited 
except w

hen im
plicit in the purpose of the disclosure. 

  
 


	Appeal Grievance Procedure Booklet - English 072517.pdf
	Appeal Grievance Procedure Booklet Cover - English with Form Number 072517
	Appeal Grievance Procedure Booklet - English 021617
	Appeal Grievance Procedure Booklet Cover - English with Form Number 020817
	Appeal Grievance Procedure Booklet Form - English  - 041616



