NOTICE OF ADVERSE BENEFIT DETERMINATION
Macomb County Community Mental Health (MCCMH)

Important: This notice explains your internal appeal rights. Read this notice carefully. If
you need help with this notice or asking for an appeal, you can call one of the numbers
listed on the last page under “Get help & more information.”

Mailing Date: <Malling Date> Member ID: <Member Plan 1D>
Name: <Member’'s Name> Beneficiary ID: <Member Medicaid 1D>
Adverse Benefit Determination / Action Decision Date: <Decision Date>

Adverse Benefit Determination / Action Effective Date: <Effective Date>

This is to tell you that the following action has been taken: [Enter information
regarding the adverse benefit determination taken to deny, reduce, suspend or
terminate a covered benefit or payment with effective dates]

This action is based on the following: [Include citations with descriptions that are
understandable to the member of applicable State and Federal rule, law, and regulation
that support the action. You may also include Evidence of Coverage/Member Handbook
provisions as well as Plan policies/procedures or assessment tools used to support the
decision.]

You can share a copy of this decision with your provider so you and your provider can
discuss next steps. If your provider asked for coverage on your behalf, we have sent a
copy of this decision to your provider.



If you don’t agree with our action, you have the right to an Internal Appeal

You have to ask MCCMH for an internal appeal within 60-calendar days of the mailing
date of this notice. You, your representative or your provider {provider} can call or send
in your request using the contact information below. With your request, you must
include:

Your Name

Address

Member number

Reason for appealing

Whether you want a standard or fast appeal (for an expedited or fast appeal,

explain why you need one). If you are asking for a fast appeal you will need a

provider’s supporting statement in order for us to automatically give you one.

e Any evidence you want us to review, such as medical records, doctors’ letters or
other information that explains why you need the item or service. Call your
provider if you need this information.

e A statement telling us if you would like to have your benefits continued while the

appeal is pending.

Please keep a copy of everything you send us for your records.
There are 2 kinds of internal appeals:

Standard Appeal — We'll give you a written decision on a standard appeal within 30
calendar days after we get your appeal. Our decision might take longer if you ask for
an extension, or if we need more information about your case. We'll tell you if we're
taking extra time and will explain why more time is needed. If you want to ask for an
internal appeal, you can either call or send in a written request to:

Macomb County Community Mental Health
Local Appeal / Dispute Resolution Office
22550 Hall Road
Clinton Township, Mi
MCCMH Ombudsman (586) 469-7795
TTY (800) 649-3777, or Ml Relay Service at 711

Expedited or Fast Appeal — If you qualify for a fast appeal, we’ll give you a decision
within 72 hours after we get your appeal. You can ask for a fast appeal if you or your
provider believe your health or achievement of maximum function could be seriously
harmed by waiting up to 30 calendar days for a decision. We’ll automatically give you
a fast appeal if your provider tells us that your health or achievement of maximum
function could be seriously harmed by waiting the standard timeframe. If you ask
for a fast appeal without this support from a provider, we’ll decide if your request
requires a fast appeal. If we don’t give you a fast appeal, we’ll give you a decision
within 30 calendar days. To ask for a Fast Appeal, you must call (586) 469-7795/ TTY



(800) 649-3777 or MI Relay Service at 711. If you call on a weekend, holiday, or during
non-business hours, you should leave a message that says that you would like a Fast
Appeal.

Continuation of services during an Internal Appeal

If you are receiving a Michigan Medicaid service that is reduced, terminated or
suspended before your current service authorization expires, and you file your appeal
(with a request for continued benefits) within 10 calendar days of the mailing date on
this Notice of Adverse Benefit Determination, <insert 10 calendar day date> (or before
the Adverse Benefit Determination / Action Effective Date at the top of this letter), you
will continue to receive your same level of services while your internal appeal is
pending. You have the right to make this request, but you must state in your appeal
request that you are asking for your service(s) to continue.

If you want someone else to act for you

You can name a relative, friend, attorney, doctor, or someone else to act as your
representative. Both you and the person you want to act for you must sign and date a
statement confirming this is what you want. You’ll need to mail or fax this statement to
us at (586) 469-7958. Keep a copy for your records. If you want someone else to act for
you and you have any questions or need help, call us at: (586) 469-7795. TTY users
call (800) 649-3777 or Ml Relay Service at 711.

Access to Documents

You and your authorized representative are entitled to reasonable access to and a free
copy of all documents relevant to your appeal at any time before or during the appeal. If
you request an appeal, we will send these documents to you automatically. If you would
like to request these documents before you request an appeal, or if you feel that
MCCMH has any other information related to your appeal, you must submit your
request for documents and information in writing. You can fax your written request to
(586) 469-7958. If you have any questions or need help with your request for
documents, call us at: (586) 469-7795. TTY users call (800) 649-3777 or Ml Relay
Service at 711.

What happens next?

e If you ask for an internal appeal and we uphold the denial of your request for
coverage or payment of a service, we will send you a written Notice of Appeal
Denial. After receiving a Notice of Appeal Denial, if the service is covered by
Michigan Medicaid, you can ask for a Medicaid State Fair Hearing.

e The Notice of Appeal Denial will give you additional information about the State
Fair Hearings process and how to file the request.



e If you do not receive a notice or decision about your internal appeal within the
timeframes listed above, you may also seek a State Fair Hearing with the
Michigan Grievance and Appeal Process System.

Get help & more information
e Macomb County Community Mental Health:

o If you need help or would like more information about our decision or the
internal grievance and appeal process, please call the MCCMH
Ombudsman at (586) 469-7795, Monday—Friday, 8:30am-5:00pm.

o TTY users call (800) 649-3777 or Ml Relay Service at 711.
o You can also visit our www.mccmbh.net.

e Michigan Department of Health and Human Services (MDHHS) Beneficiary Help
Line: 1-800-642-3195. TTY users call 1-866-501-5656 or 1-800-975-7630 (if
calling from an internet based phone service).

Non-Discrimination and Accessibility

In providing behavioral healthcare services, Macomb County Community Mental Health
complies with all applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability or sex. Macomb County Community
Mental Health does not exclude people or treat them differently because of race, color,
national origin, age, disability or sex.

MCCMH provides free aids and services to people with disabilities to communicate
effectively with us, such as:
» Qualified sign language interpreters
» Written information in other formats (large print, audio, accessible electronic
formats, Braille)

MCCMH provides free language services to people whose primary language is not
English or have limited English skills, such as:

» Qualified interpreters

» Information written in other languages

If you need these services, contact Macomb County Community Mental Health Access
Center at 1-855-996-2264.

If you believe that MCCMH has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can
file a grievance with: MCCMH Ombudsman at 22550 Hall Road, Clinton Township, M
48036, 586-469-7795.

If you are a person who is deaf or hard of hearing, you may contact MCCMH at 1-800-
649-3777 or Ml Relay Service at 711 to request their assistance in connecting you to
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http://www.mccmh.net/

MCCMH. You can file a grievance in person or by mail, fax or email. If you need help in
filing a grievance, the MCCMH Ombudsman is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights. Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html. You may also file a grievance electronically
through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

Toll Free: 1-800-368-1019

You have the right to get this information in a different
format, such as audio, Braille, or large font due to
special needs or in your language at no additional
cost.

English: ATTENTION: If you speak English, language assistance services, free of

charge, are available to you. Call 1-855-996-2264.

Albanian: KUJDES: Né qofté se ju flisni anglisht, shérbimet e ndihmés gjuhésore, pa

pagesé, jané né dispozicion pér ty. Telefononi 1-855-996-2264.

Arabic: 1-855-996-2264 & (e il Lt Ulaa @l 358 i dan jill 2add Gl A yal) Caas i€ 1) 4

Bengali: 7i® S Her: SHfer RS, ST TRITST CTAT, Va1 FT IoT0@ =T, STAH Fely

OTH. 9 1-855-996-2264.

Chinese: FE MR EBERAFEREDRX, BuLUREEFIESEMRT. 58 E1-855-996-

2264.

German: Achtung: Wenn Sie Englisch sprechen, sind Sprache Assistance-Leistungen,

unentgeltlich zur Verfigung. Rufen Sie 1-855-996-2264.

Italian: Attenzione: Se si parla inglese, servizi di assistenza di lingua, gratuitamente,

sono a vostra disposizione. Chiamare 1-855-996-2264.

Japanese: IR EBEZHEIERBRTIURIVAY—ER, BHT., bEICHATEE

o ZFEUNH ) 1-855-996-2264.


http://www.hhs.gov/ocr/office/file/index.html
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Korean:

Polish:

Russian:

Serbo-

Croatian:

Spanish:

Syriac:

Tagalog:

FO|: Aol HO, A0 X[ MHIAE R E A = USLICHEAM AL
% 3}1-855-996-2264.

UWAGI: Jesli méwisz po angielsku, jezyk pomocy ustug, za darmo, sg
dostepne dla Ciebie. Wywotanie 1-855-996-2264.

BHUMAHWE: Ecnu Bbl roBopuTe NO-aHIMUNUCKN, A3bIKOBOM MOMOLLN,
BGecnnaTtHO NpefoCcTaBnAlTCa yenyrm anga Bac. 3soHute 1-855-996-2264.

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezicke pomoéi
dostupne su vam besplatno. Nazovite (TTY- Telefon za osobe
sa ostec¢enim govorom ili sluhom:) 1-855-996-2264.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia linguistica. Llame al 1-855-996-2264.

¢ Lidis wioa ¢ AANE rdad wer ¢ alugs Aniondd 0K Y‘A‘;’ M wiahd A
A\ imo o 1-855-996-2264.
W AR . bl e, 105 wihs ok hasio Wi il-855-996-2264.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-855-996-
2264.

Viethamese: Chu y: Néu ban néi tiéng Anh, Dich vu hé tro ngdn ngi¥, mién phi, c6 sén cho

ban. Goi 1-855-996-2264.



