Description of Charts

Current Medi-Cal Fee-For-Service, Medi-Cal Managed Care, In-Home Supportive Services and Medicare

Grievance and Appeals Process

The following document is a description of four charts outlining California’s current appeals and grievance process for Medi-Cal Fee-For-Services, Medi-Cal managed care and the Medicare program.
Chart 1

Current Medi-Cal Managed Care Grievance and Appeals Process

Notice of Action

The Medi-Cal Health Plan sends a notice saying the beneficiary is denied a service or the level of services they are requesting is somehow modified.  At any time during the process a member can request to skip the health plan grievance process and request a State Fair Hearing. 
Level 1 Health Plan Grievance
If you have a problem, you must file a grievance with the Medi-cal health plan within 90 calendar days of the date services or benefits were denied, or 180 days with good cause. The Medi-Cal health plan will review the beneficiaries’ grievance or appeal and respond within 30 calendar days, or sooner.   If a physician determines the beneficiary has an urgent health condition and you file a grievance within 10 days of receiving the notice of action, then the plan must give a response within 3 calendar days.  While the plan is making the decision the benefits continue. 

Level 2 Independent Medical Review

The beneficiary may ask for an Independent Medical Review through the Department of Managed Health Care if the NOA indicates that the member’s treatment is “not medically necessary” or “experimental” or “investigational”.  The beneficiary may ask for an IMR after 30 days from the date the grievance is filed or as soon as its denied, whichever comes sooner.
Level 3 State Fair Hearing Process

A request for a State Fair Hear is filled through the Dept of Social Services.  The hearing can be requested at any time during the grievance process.  The request for hearing must be filed with in 90 days of receiving the notice of Action, 180 days with good cause.   Expedited hearing must be resolved within 10 calendar days.  Benefits continue pending review (Aid Paid Pending), if the hearing is filed within 10 days of action.  This allows the member to continue receiving the services while the case is being reviewed. 
Level 4 Requests for Rehearing

The beneficiary has a right to request a rehearing.  The request for rehearing must be done within 30-days of release of initial hearing decision or 180 days with good cause.  The Judge has 75-days to submit his/her decision and DHCS has 30-days to adopt or reject the decision. 

Level 5 State Court
The beneficiary has the right to skip a request for rehearing and file a claim in state court.  Filing a claim in state court must be filed within one year of final decision. 

Chart 2

Current Medi-Cal Fee-For-Services Appeals Process
Notice of Action

The Department of Health Care Services sends a notice to a  beneficiary saying a service is denied. 

 Level 1 State Fair Hearing Process
The beneficiary must file a request for a state fair hearing within 90 days of receiving the notice of Action, 180 days with good cause.  Requests for expedited hearings must be resolved by within 10 calendar days.  Benefits for the beneficiary continue pending review (Aid Paid Pending) if the hearing is filed within 10 days of action.  

This allows the beneficiary to continue receiving services while the case is being reviewed.   Hearings can be requested verbally or in writing. To request a hearing verbally, call 800-952-5253 or TDD: 800-952-8349. 
To request a hearing in writing, the beneficiary completes the form on the back of the NOA and fax it to 916-229-4110, or send it by registered mail to either the address on the NOA or to:
 California Department of Social Services 

State Hearing Division  PO Box 944243, 
Mail Station 19-37  Sacramento, CA 94244-2430.  

After the hearing, the judge will render a decision that will become effective immediately. If you disagree with the decision, you can request a rehearing by following the instructions on the State Hearing Decision papers.

Level 2 Determinations for Rehearing
DHCS determines if rehearing is allowed. The Judge has 75-days to submit his/her decision. DHCS then has 30-days to adopt or reject the decision.
Level 3 State Court 

 The Beneficiary must file a compliant in state court within one year of the final decision.  
Chart 3

IHSS Fair Hearing Process
Notice of Action

If a beneficiary has recently been assessed by an IHSS social worker, and they feel that the eligibility has been wrongly denied, or they feel that the services allowed or the number of hours that were awarded to you are not enough, you have the right to challenge the county’s decision by requesting a fair hearing.  The notice they receive from their local country social service agency is called the Notice of Action.

 Level 1 State Fair Hearing Process
A request for a state fair hearing must be filed with in 90 days of receiving the notice of Action, 180 days with good cause.  

Expedited hearing must be resolved within 10 calendar days.  Benefits continue pending review (Aid Paid Pending), if the hearing is filed within 10 days of action. 

Hearings can be requested verbally or in writing. To request a hearing verbally, the beneficiary calls 800-952-5253 or TDD: 800-952-8349. 
To request a hearing in writing, the beneficiary completes the form on the back of the NOA and fax it to 916-229-4110, or send it by registered mail to either the address on the NOA or to: 

California Department of Social Services 

State Hearing Division  PO Box 944243,
 Mail Station 19-37  Sacramento, CA 94244-2430  

After the hearing, the judge will render a decision that will become effective immediately. If the beneficiary disagrees with the decision, you can request a rehearing by following the instructions on the State Hearing Decision papers.
Level 2 Determination for Rehearing
The request for rehearing review must be filled within 30 days of receipt of the fair hearing decision. A beneficiary can skip the request for redetermination for rehearing and go straight to filling a claim in state court. 

Level 3 State Court  A beneficiary must file a compliant in state court within one year of the final decision.  
Chart 4

Medicare Advantage  (Part C)

Appeals Process

Source: California Health Advocates, “Fact Sheet: If you have a Problem with Your Medicare Advantage Plan,” http://www.cahealthadvocates.org/facts/C-002-CHAFactSheet.pdf
Appeal or Grievance

A beneficiary has the right to file a complaint if they have problems with their MA plan.  They can also appoint someone else – a family member, friend, caregiver or doctor – to be your representative in a complaint. There are 2 kinds of complaints: appeals and grievances.

Appeals 

A beneficiary can file an appeal if the MA plan decides not to provide or pay for a service or item that you think it should provide or pay for.  Two examples of such situations:

· If the MA plan refuses or fails to give you treatment in a timely manner that you feel should be covered by the plan.

· If the MA plan discontinues services you believe are still medically necessary.

Grievance 

A grievance is a complaint about a plan’s operations, activities, or behavior of its employees or providers. Examples of these situations include:

· If getting an appointment is difficult, or if the beneficiary has to wait a long time for one to be scheduled.

· If a plan’s provider or employee is rude to the beneficiary or treats the beneficiary disrespectfully.

· If the beneficiary is involuntarily dis-enrolled even though the beneficiary has been paying the monthly premiums on time.

Five Levels of Appeal

Organization Determination. If the beneficiary asks the MA plan to provide or pay for a service or item that they think should be covered or continued, the plan’s response or decision is called an organization determination. If the plan decides not to cover or continue a service or item, it must tell the beneficiary in writing the reason(s) for the denial, and how to appeal the organization determination.

Appeals Level 1 Request for Reconsideration. If a MA plan denies all or part of your request to provide or pay for a service or item, a beneficiary can request reconsideration.  The beneficiary has 60 days from the date of notice of the organization determination to request reconsideration by the plan.
Timeframes for the Plan to Respond: Standard Appeal  – If the plan decides not to cover or continue the requested service or item, the plan must notify the beneficiary in writing within 14 days they received your request. For a service request, the plan then has 30 days from the receipt of the request for reconsideration to notify the beneficiary of its decision. For a payment request, the plan has 60 days from the receipt of the request for reconsideration to notify the beneficiary of its decision.  Expedited Process - The plan must notify the beneficiary of its decision within 72 hours if it determines that the beneficiary’s health or life could be seriously harmed by waiting for a decision in the standard 14-day period. 

What Happens Next
A plan may, upon reconsideration, change its decision and provide the item or service. But if the plan still decides not to provide or pay for the item or service, it automatically sends the beneficiary’s appeal for external review by the Independent Review Entity.  
Appeals Level 2 External Review by IRE

 MAXIMUS Federal Services (medicareappeal.com) is contracted by the Centers for Medicare and Medicaid Services (CMS) to be the national Independent Review Entity (IRE) to review denials from MA plans. 

If MAXIMUS disagrees with the MA plan, MAXIMUS will send a letter to the beneficiary and the plan about its decision and tell the plan to provide or pay for the service or item.  
If MAXIMUS agrees with the MA plan, MAXIMUS will send the beneficiary a letter about its decision and information about the next level of appeal.
Timeframes for the IRE to Respond

Standard – For a service request, MAXIMUS has 30 days to notify the beneficiary of its decision.  For a payment request, MAXIMUS has 60 days to notify the beneficiary of its decision. Expedited request – MAXIMUS has 72 hours to notify the beneficiary of its decision.

Appeals Level 3 Administrative Law Judge (ALJ). 
If the beneficiary wants to appeal the decision from MAXIMUS, the amount in controversy must be $130 or more (in 2012) for a hearing with an ALJ. 

After hearing the case, the ALJ will send a written decision to the beneficiary, the MA plan, and MAXIMUS. 
If the ALJ rules in your favor, MAXIMUS will send a letter to the beneficiary’s MA plan telling the plan to provide or pay. The MA plan can appeal this decision by asking for a review by the Medicare Appeals Council, the next level of appeal.  Or, if the ALJ agrees with the MA plan, the beneficiary can request a review by the Medicare Appeals Council. 

Timeframes for the ALJ to Respond

The beneficiary has 60 days from the date of MAXIMUS’ decision letter to request a hearing with an ALJ if the amount in controversy is $130 or more. This is the 3rd level of appeal.  
The ALJ office will schedule a hearing and inform the beneficiary of the time and place of the hearing. Most hearings are held by video teleconference or phone.   The ALJ will make a decision based on the beneficiary’s case file and information presented at the hearing. 


The ALJ must send a written decision to the beneficiary, the plan and MAXIMUS.  If the ALJ agrees with the plan, the beneficiary may request a review by the Medicare Appeals Council. If the ALJ disagrees with the plan, the plan may request a review at the next level.

Level 4 Medicare Appeals Council 
The Medicare Appeals Council does not review every case it receives. If the Council decides not to review the beneficiary’s case, the beneficiary, or the plan may ask for a review by a Federal court. If the Medicare Appeals Council reviews the beneficiary’s case and agrees with the MA plan, the beneficiary may ask for a Federal court review if the amount in controversy is $1,350 or more (in 2012).

Timeframes to Request a Review From the Medicare Appeals Council 

The beneficiary has 60 days from he date of the ALJ’s written decision to request a review by the Medicare Appeals Council. This is the 4th level of appeal. 
Level 5 Federal Court

To appeal the Medicare Appeals Council’s decision, the beneficiary must file a lawsuit in Federal district court if the amount in controversy is $1,350 or more (in 2012). This is the last level of appeal.

Timeframes to Request a Review by Federal Court

The beneficiary has 60 days from the date of the Medicare Appeals Council’s written decision to request a review by a Federal court if the amount in controversy is $1,350 or more. This is the 5th and last level of appeal.
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