Dental Grievance Form
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Please complete and return this form to the mailing address shown below at your earliest convenience. Receipt from you will be acknowledged within 5
calendar days, and you will be notified of the resolution within 30 calendar days. Thank you for your cooperation.
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Member Name Identification #
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Patient Name (if applicable)
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PROVIDER INFORMATION
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Provider Name
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Provider Address City State Zip Code
B e E it wi M =
Data of First Visit Date Problem Occurred
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DESCRIBE YOUR GRIEVANCE (PROBLEM)
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Please attach additional sheet if necessary
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If you talked with the Provider office and/or plan personnel about this matter, please list their name(s)
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| hereby certify that this information is true and correct to the best of my knowledge
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Member Signature Date
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Mailing Address/ EiZFithtlt : Grievances and Appeals, MS CA160-0293, P.O. Box 30569, Salt Lake City,
UT 84130-0569
Phone/ &% : 1-800-445-9090
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EXPEDITED REVIEW
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The Plan makes every effort to process your appeal as quickly as possible. In some cases, you have a right to an
expedited 72- hour appeal if your health or ability to function could be seriously harmed by waiting for a standard
appeal, which may take up to 30 days. You may file an oral or written request for a 72-hour appeal. Call, write or
fax the Plan. Ask for an “expedited review,” a “72-hour review,” or say, “I believe my health could be seriously
harmed by waiting for a standard review.”/ AT BBRENEIRBIEEA LR - EELER T - MRFFE
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Call/ # & -

1-800-445-9090 (5 a.m. - 8 p.m. Pacific/ K FRFHE _EF 5:00 Z T 8:00)
Or Write/ BLE1S -

Grievances and Appeals, MS CA160-0293

P.O. Box 30569

Salt Lake City, CA 84130-0569
Or Fax/ BL12H -

(714) 364-6266

“TDD” is available by calling/ " BEfE B4R |, 5 1-800-855-2880 ©

FOR ALL CALIFORNIA MEMBERS
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If a complaint has been sent for immediate expedited review, the Plan will immediately inform you in writing of
your right to notify the Department of Managed Health Care of the grievance. The Plan will provide you and the
Department of Managed Health Care with a written statement of the disposition of pending status of the expedited
review no later than three days from receipt of the complaint./ 1R B IR HIRFE K EEITIR2EE » KA5tE
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The following language is required by the Department of Managed Health Care:
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“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 1-800-445-9090 or
1-800-735-2989 (TDD) 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-HMQO-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.”/ " IMNEZRREETSEIERBEEEIRERRERFE - MREBHEN
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