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If you are not satisfied with any aspect of your contact with OptumHealth Behavioral Solutions of
California (OHBS-CA), also known as U.S. Behavioral Health Plan, California (USBHPC), or its
representatives, please complete this form and return it to the address or fax number listed below.

Please provide the name, address, and phone number of the provider involved in the report, if
applicable:

Please describe your grievance in as much detail as possible, including dates and names:

Please complete the following information:

Member Name: Member Date of Birth:

Member Address:

Contact Phone Number:

Subscriber Name: Relationship to Subscriber:

If someone other than the member is completing this form, please include name, address, and
relationship to the member:

Date:

Please send the completed form by mail or fax to: OptumHealth Behavioral Solutions of California
Attn: Grievances and Appeals Department
P.O. Box 30512
Salt Lake City, UT 84130-0512
Fax: 1-855-312-1470

You may also file your appeal online by visiting www.liveandworkwell.com. To access OHBS-CA's online
Grievance Form, enter your access code to log in and click on “Grievance/Complaint Form” in the Quick
Links section.

Please see page 2 for important information regarding member grievance rights.
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Expedited Appeal. An expedited appeal may be requested in those cases where care is in progress,
and the case involves 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. You or your provider should call
OHBS-CA as soon as possible at 1-800-999-9585. Your appeal will be reviewed, a decision made, and
you and your treating provider will be notified as soon as possible to accommodate your clinical condition,
but not to exceed seventy-two (72) hours of OHBS-CA's receipt of the expedited appeal request. You will
be notified in writing of OHBS-CA’s determination. Additionally, OHBS-CA will provide the California
Department of Managed Health Care (“Department”) with a written statement on the disposition or
pending status of the expedited appeal within three (3) days of receipt of the appeal request. If you are
requesting an expedited appeal, you may also request that a separate expedited Independent Medical
Review be conducted at the same time by the California Department of Managed Health Care.

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 1-800-999-9585 or
711 for TTY (at operator request, say “1-800-985-2410") 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 impatrtial 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-HMO-2219) or
(1-888-466-2219) and a TDD line (1-877-688-9891) for the hearing and
speech impaired. The department's Internet Web site
http://www.hmohelp.ca.gov has complaint forms, IMR application forms
and instructions online.
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IMPORTANT LANGUAGE INFORMATION:

You may be entitled to the rights and services below. These rights apply only under California
law. However, these rights do not apply to all California residents. These rights do not apply
to all languages.

You can get an interpreter to help you talk with your doctor or health plan. To get help in your
language, please call your health plan at 1-800-999-9585 or call the number on your ID
card.

Language services are at no cost to the enrollee. Written information may be available in
some languages. If you need more help, call HMO Help Line at 1-888-466-2219.

Espaiiol

INFORMACION IMPORTANTE SOBRE EL IDIOMA:

Usted puede tener derecho a los derechos y servicios que se indican a continuacion. Estos
derechos se aplican sélo bajo la ley de California. No obstante, estos derechos no se aplican
a todos los residentes de California. Estos derechos no se aplican a todos los idiomas.

Puede obtener la ayuda de un intérprete para hablar con su médico o plan de salud. Para
obtener ayuda en su idioma, llame a su plan de salud al 1-800-999-9585 o llame al nimero
que se encuentra en su Tarjeta de Identificacion (ID).

Los servicios en otros idiomas son gratuitos para el afiliado. Puede haber informacion escrita
disponible en otros idiomas. Si necesita mas ayuda, llame a la Linea de Ayuda de la HMO al
1-888-466-2219.
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XIN LUU Y: Néu quy vi néi tiéng Viét (Vietnamese), quy vi s& duoc cung cap dich vu tro gitip
veé ngdn ngt mien phi. Vui long goi 1-800-999-9585.
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PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Pakitawagan ang 1-800-999-9585.

BHUMAHME: GecruiaTHbie yCIIyTH EPEBOJIA TOCTYITHBI IS TIOJICH, Yeil pOIHOM SI3BIK SIBISIETCS
pycckum (Russian). IMoxanyiicta, mo3sonute 1-800-999-9585.

Juai¥l o el dalie el 4 salll sac il clead (d )Arabic( Ay adl Chaat S 1Y) A
e <1-800-999-9585

EESIE - BAXREEapanese) ZEEINDIEE. BHOEEXEY—EXZZFALE
[+ F£9 . 1-800-999-9585, [CHBEEL &Ly,

DJLA.A.:;I Li Lalal sl R L JL:)L\ 2 u&g\‘) )}L 4 6_11..\‘) Al Gladd (il (Farsi) U'“U& Lo u\.\) )g\ RENPY
2,80 i ¢1-800-999-9585

e & I 39 &Y (Hindi) $1m € AT 31mareh i@ 11T HgTrel Jard fo¥:[f o Soid &1 | horam
1-800-999-9585, T Fhiel |

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu
rau 1-800-999-9585.

GAMUHIYAN: iDASERSuNtwMANIgr (Khmer) ioh S SWMANNIIURRARIG ANSHONUHRY
ajugIaimgling  1-800-999-9585,

NRCUNLNRESNPL Gph huykpkl (Armenian) tp ununid, win]£wp (hquljui oqimpjub
dwnwynipjniuibp Bt hwutimd Qbq: vanpnid Eup ququhwpk) 1-800-999-9585, hwudwipny:

fimires fe§: A 3 U ATl (Punjabi) 98 3, 31 3972 38 37 AUTes™ ATe fasgs Hes Qussd I6| T
FIUT AT 1-800-999-9585, 3 5 S

Tdsansu: mnaawan e va (Thai) fiudnisanuthawmdas e winalaad aoclis
avldaA 1 Inausanale TUsaIns@wvide 1-800-999-9585
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