LIBERTY

DENTAL PLAN

WRITTEN MEMBER GRIEVANCE AND APPEAL FORM — CALIFORNIA

Please use this form to help file a grievance or appeal with LIBERTY Dental Plan
(LIBERTY). You can also use this form to give LIBERTY more information to help us
review your case. If you have filed an appeal over the telephone, you can complete
this form and mail it back to LIBERTY. This is optional. We will review your case
without a written appeal.

|MEMBER INFORMATION (PLEASE PRINT)

Member last name Member first name Today’s date
Member street address City State  |ZIPcode
Member phone number Member identification number (see identification card)
Employer or Group Patient name Relationship

|AUTHORIZED REPRESENTATIVE INFORMATION, IF APPLICABLE (PLEASE PRINT)
| am authorizing LIBERTY Dental Plan to allow the following person to act on my behalfduring the grievance/appeals
Representative last name Representative first name Representative phone number

Representative Signature Member Signature

|DENTAL OFFICE/PROVIDER INFORMATION (PLEASE PRINT)
| am authorizing LIBERTY Dental Plan to request my information, includingchart records and x-rays, ifapplicable, from

Office number Dental office name Date of last visit
Dental office street address City State |ZIP Code
Dental office phone number Name(s) of dental office staff involved (if known)

Medicaid Appeals must be filed within 60 days from the date on your Denial Letter.

Medicaid Grievances can be filed at any time.

Medicare Appeals and Grievances must be filed within 90 days from the date on your Denial
Letter or from the event that causes your dissatisfaction

Commercial/Individual Appeals and Grievances much be filed within 180 days from the date
on your Denial Letter or from the event that causes your dissatisfaction




If you need help completingthisform, call our Member Services Departmentat 888-703-6999 or TTY 877-855-8039,
Monday through Friday 8:00 a.m. to 5:00 p.m. We can give you an interpreterat no cost, if you need one. You or
someone you authorize have the right to review your case file at any time. We’'ll give you copies free of charge.

|SUMMARY OF GRIEVANCE OR APPEAL

Please share any information you have about your grievance or appeal. Please give us as many details as you can, if
possible please provide the dates, names and anytreatment. If needed you can attachan additional page.

Please share with us howyou would like to see your grievance or appealresolved.

Member Signature Date

| PLEASE SEND COMPLETED SIGNED FORM TO:

VA e Fax to LIBERTY’s Grievancesand Appeals Department fax at 949-270-0109
ail To: .
: ) e Telephone LIBERTY Dental Plan’s Member Services Department at 866-703-6999,
I:IBE RTY Dental Plan of California or TTY (877) 855-8039
Grievances and Appeals Department . . . . . " L
e Electronically using the website online grievance filing process by visiting
U B A www.libertydentalplan.com
SRR, (3 PSPl e Emailing us at: GandA@libertydentalplan.com

You will receive a letter acknowledgingreceipt of your grievance or appeal within 5 calendar days of receipt by LIBERTY.
You will receive a written resolution to your grievance or appeal within 30 calendar days ofreceipt by LIBERTY.

CA G/A Form 201809 pg. 2


https://www.libertydentalplan.com/Legal/Grievances.aspx

The California Department of Managed Health Care is responsible for regulating health care service plans. 1f you have
a grievance against your Health Plan, you should first telephone your Health Plan at 1-888-703-6999 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 remained
unresolved for more than 30 days, you may call the Department for assistance. You may also be eligible for
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-HMO-2219) anda TDD line
(1-877-688-9891) for the hearing and speech impaired. The Department’s Internet web site
http://mww.hmohelp.ca.gov has complaint forms, IMR application forms, and instructions online.

IMPORTANT: You can get an interpreter at no cost to talk to your dentist or dental plan. To get an interpreter or to
request written information (in your language or in a different format, such as Braille or larger font), first call your
Dental plan’s phone number at 1-888-703-6999. Someone who speaks (your language) can help you. If you need
more help, call the HMO Help Center at 1-888-466-2219.

IMPORTANTE:Puede obtener la ayuda de un intérprete sin costo alguno para hablar con su médico o con su
plan de salud. Para obtener la ayuda de un intérprete o pedir informacion escrita (ensu idioma o en algin
formato diferente, como Braille o tipo de letra mas grande), primero llame al nimero de teléfono de su plan de
salud al 1-888-703-6999. Alguien que habla espafiol puede ayudarle. Si necesita ayuda adicional, llame al
Centro de ayuda de HMO al 1-888-466-2219. (Spanish)

HERR: EREpB RS OrfEF B TN B AR, T?%ﬁ%D#W&OW%DWEw%ﬁ%@<
o (BRI FE S Bom A B R TS F A Ak AR (bi)) FmE Rl T B BRI ORERTE, RS RS
1-888-703-6999, & (MERURES) RN LIS aREtB, WMFFHELHY), S5FE HMO T%%HJJ b,
o 5% WR A5 1-888-466-2219, (Cantonese or Mandarin)

4 51 Cile glee allal gl (5 8 an i o d}mﬂ,w\&g}i%;@aﬂt@w‘}éepaug&d@\&sﬁ sala
L padd acluns | 1-888-703-6999 (e duniall ddadll Caila o8y Y 5 Joail ¢(uS ady o il 48y )b Jie o Al danay f Slialy)
(Arabic) .1-888-466-2219 &8 1l e HMO sacbue S jay Jaca) acbusall (e 2y jall 2y 55 i€ 1) (liad i) Caaaliy

YULBINC SENBUNRESARL. dmp upnn bp funuly bp pdolh fud wennouwyuhwjwl spugph htan
oquuJtny pupguuish Sumuympimuttphg wnwtg npik Jdwph: Gupguwuhy mubtugm fund qpunnp
ubnlmpm b juimplyne hudwp (hugbpbing Guad Ukl wyp dbwsunhnd, ophtuel] Ppugp Gund Ubs
nunwyswithp), tw quiquhwptp wenewwywhwljwi Spugph htpwinuwhwdwpn]  1-888-703-6999:
Suijwgws dblp, m] junumd E hugbpby, Jupnn toquly 2bq: Gph g jpugmghs oqumpjmu k
wthpudbown, wuyu quiquhwptp Unnpouyuwhwljwt odwlmulnipjut juquuljipympjut (HMO)
Oqumpjul Ykinnpnti 1-888-466-2219 htnwhmuwhwdwpny:  (Armenian)

ANERIRNR: HAINGSSUHAUSTUNMIE SIS SSsIN 1I8g]SunwisimSuguns

USSR SMMIUESY 189S gugsusiumien s i i S SMM WU sSuHAR (M anis:
UMSININHS)s SOMHMPEIU UHMpENYSi) g u grigisiminiemniungic Mmuiue 1-888-
703-6999 MMUSHISY HASINWMMNIBI GRSt St ddsysaaimisswuigy

VY SISO UUNUN SWHEAMIISIMNSMN HMO MUus 1-888-466-2219% (Khmer)

) b Gsan an sla Canl A 0 6) mumuwwe;ﬂu&\)ﬂhm}s@wC)Lu@m;x;)u;qﬁ&\) 1ag
@ujpcjlnusha)mh\m\( Ju\;bd.:).\.\.uu)su.ltg\.b&_\A)SL:M‘A);L)\JJM)@AS&JJJ@L_ILG)J:\&_\SLIJJ
_)SJAL\J.}_)\AJL\.} MM‘)S‘ &J&Jb\‘)mm\y‘;acmssnu.\u(\) ub))ﬁ&d‘)ﬁ A.ULA.\dmlAwLu 1-888-703-6999
(Farsi) .2l Jaals (i 1-888-466-2219 s i 4 (HMO) o &) (Slu ) SaS
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TSEEM CEEB: Muaj tus neeg txhais lus pub dawb rau koj kom koj tham tau nrog koj tus kws kho mab los yog
nrog lub chaw pab them ngi kho mob rau koj. Yog xav tau ib tug neeg txhais lus los yog xav tau cov ntaub ntawv
(sau ua koj yam lus los sis ua wm yam ntawv, zoo li ua lus Braille los sis ua ntawv loj loj), xub hu rau koj lub chaw
pab them nqgi kho mob tus xov tooj ntawm 1-888-703-6999. Yuav muaj ib tug neeg hais lus Hmoob pab tau koj.
Yog koj xav tau kev pab ntxiv, hu rau HMO Qhov Chaw Txais Tos Pab Neeg ntawm

1-888-466-2219. (Hmong)

ZQ: oA} 0% ZA9 el o 8 Fe] A
A (ao] MR Ei AL} 2 FA) o] thE I
Zd
1-888-703-6099% 7] A 34514 A 2. gl 2 Bl Abo] melEd 4 gl gLtk g0l o WQ A
HMO =& Al o] 1-888-466-2219% 421314 A] 2., (Korean)
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BAYKHO: Bsl MmoxeTe O€CIIaTHO BOCTIONIB30BAThCS YCIIyraMH MEPeBOAYMKA BO BpeMsi 0OpalleHUs K Bpady WA B
CTPaxoBOi IwIaH. YTOOBI 3aNPOCUTh YCIIYTH MEPSBOAYMKA WIA TMChbMEHHYI0 MH(MOPMAIMIO (Ha PYCCKOM SI3BIKE WIH
B Jipyrom (opmare, Hanpumep, mpudToM bpaitnsg wim KpynHeIM mpudTOM), TTO3BOHUTE B CBOW CTPAaXOBOM IUIAH IO
tenedony 1-888-703-6999. Bam okakeT MOMOIIL PyCCKOTOBOPSIIMIA COTPYIHHUK. Ecim BaM Hy)KHA TOMOIIb B
JpyruX BOIpOCax, MO3BOHUTE B CIPaBOYHBIN LeHTp OpraHmaimm MeauimHcKoro obecrneuenus (HMO) no
tenepony 1-888-466-2219. (Russian)

MAHALAGA: Maaari kang kumuha ng isang tagasalin nang walang bayad upang makipag-usap sa iyong doktor o
planong pangkalusugan. Upang makakuha ng isang tagasalin o upang humiling ng nakasulat na impormasyon (sa
iyong wika o sa ibang anyo, tulad ng Braille o malalaking letra), tawagan muna ang numero ng telepono ng iyong
planong pangkalusugan sa 1-888-703-6999. Ang isang tao na nakapagsasalita ng Tagalog ay maaaring tumulong sa
iyo. Kung kailangan mo ng karagdagang tulong, tawaganang Sentro ng Pagtulong ng HMO sa 1-888-466-2219.
(Tagalog)

LUUY QUAN TRONG: Quy vi ¢ thé duoc cap dich vu thong dich @én phi khi dikham tai van phong bac st
hoac khi can lién lag VOl ghu’ong trinh bép hi€ém strc khée cua quy vi. Bé dq:qc cap dich vu :chéng dich hoaic yéu cau
van ban thong tin bang tiéng Viét hodc bang mét hinh thire khac nhu chir ndi hode ban in bang chir kho 1om, trude
tién hay goi so dién thoai cua chuong trinh bao hiem strc khoe cta quy vi tai 1-888-703-6999. S¢€ c6 nguoi noi tieng
Viét gitp d& quy vi. Néu quy vi can duoc gitip d& thém, vui long goi Trung tim Ho trg HMO theo s6 1-888-466-
2219. (Vietnamese)

HIITYIS: FHI WS Felcd A fHTS UHeT B 318 Jd96 TTH3 HE3 Waeed U Ao J| Waeed U8 38
7 fEu3t Areardt (WU I HF 243 ergie 98, iR fa g8 A €3 wikg) < 953t 396 3¢, Ufast 1-888-
703-6999 ‘3 WEl fHI3 UHe © 36 $8d ‘3 I8 a3| 7 & (3T ) =S¥ I, 89 3T AT ag
AdET J| A9 3T JI AT BF J, 3* 1-888-466-2219 ‘3 HMO Help Center (Wg.WH.6. ATfesT Acq)

& % 3| (Punjabi)

BEE BRZELTEMPEERRIRSHESE LWLV -ETET HEEMDYELA, BRETHR— IJ&%H
=Y. BREBTEMMEBEREAFTRICIE. HET-DEERIZSEE (1-888-703-6999) FTHEFESIZELY,
KEBEMNEEDRIVIDEFEBULLET, 655 R—EDNRELIHE L. HMO Help Center (1-888-466-2219
) FTHEFESIZELY, (Japanese)

SOV céﬁ:nmoBmewﬁsﬁ?oef)m’e‘)c:Jemc@acém')wi)cca"o § CCEDUVOEWOL299CHI. CHBOVIVWIF) &
220piicBuBINSNIOD (cde‘)mae‘_)cm § SLCCLLSY, ¢V WIZWY (Braille) & cToMmIYSHIMeNS),
tnarFulumaccEvEivO LCWO299CHINDL CIIVVVIBCININTTL 1-888-703-6999. ca”ﬁcovw‘)sf) (220)
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tel:1-888-703-6999
tel:1-888-466-2219

:s')moa'oecmSac'sﬂ)Zd n"')d')c'gﬂm”agmve)owéoe)cmﬁactfwé"w, twazsulut suMgoscmde HMO
OVvVIecoN 1-888-466-2219. (Lao)

PUAT A §: 31T 39 SReFe A1 Scol vl § HIF F & fv A9 F wF arenfar wred ¥
Thd &1 SIHTAT Uit ot & fow a1 faf@d §7 & Fdea Far & fow Graelr omer & ar e 3rer
UT&T F, S o (Braile) AT 93 378R)), Igel 79T Scol Tollel & Bl o 1-888-703-6999 TR Hiel HY|
ST (3TYhT HTNT STeTdT 81), 3TYh! FERIAT A Tohdl g1 PR 39T 3R TEHAT HI TRd &, T3
(HMO) geq HdeX &1 1-888-466-2219 T aiel &hi| (Hindi)

1Fosdndny: vinuanmnsalguinisanalsdnsiierhslunsauAuviuaunmginiel Snuidadununsiniuvosvinu
Wewalduinsanundevedoyalusluuuionans dumenvssinundolusUuuudu atnaitu

SnuaUsasnsaSNESTUATNAIRLAL) N3auN InslUduuasuaaimiinangiaw 1-888-703-6999

asdinudinamun maldrosenomdevinu frvinusosmsanusiumdaiiuin nsan sl figugahoimds HMO
visneiaw 1-888-466-2219. (Thai)

Discrimination is against the law. LIBERTY Dental Plan (“LIBERTY”) follows State and Federal civil rights
laws. LIBERTY does not unlawfully discriminate, exclude people, or treat them differently because of sex, race,
color, religion, ancestry, national origin, ethnic group identification, age, mental disability, physical disability,
medical condition, genetic information, marital status, gender, gender identity, or sexual orientation.

LIBERTY provides:
e Free aids and services to people with disabilities to help them
communicate better, such as:
v Qualified sign language interpreters
v Written information in other formats (large print, audio, accessible
electronic formats, other formats)
e Free language services to people whose primary language is not English,
such as:
v’ Qualified interpreters

v’ Information written in other languages

If you need these services, please contact us between 8 a.m. to 5 p.m. (PST)
by calling (888) 703-6999. Or, if you cannot hear or speak well, please call
(800) 735-2929
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HOW TO FILE A GRIEVANCE
If you believe that LIBERTY has failed to provide these services or unlawfully discriminated in another way on the
basis of sex, race, color, religion, ancestry, national origin, ethnic group identification, age, mental disability,
physical disability, medical condition, genetic information, marital status, gender, gender identity, or sexual
orientation, you canfile a grievance with LIBERTY’s Civil Rights Coordinator. You can file a grievance by phone,
in writing, in person, or electronically:
e By phone: Contact LIBERTY’s Civil Rights Coordinator, Monday through Friday, 8 a.mto 5 p.m (PST) by
calling 888-704-9833. Or if you cannot hear or speak well, please call (800) 735-2929.
e Inwriting: Fill out acomplaint form or write a letter and send it to:
P.O. Box 26110
Santa Ana, CA 92799
e Inperson: Visit your doctor’s office or LIBERTY Dental Plan and say you want to file a grievance.
e Electronically: Visit LIBERTY Dental Plan website at https://www.libertydentalplan.com.

OFFICE OF CIVIL RIGHTS — CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES

You canalso file acivil rights complaint with the California Department of Health Care Services, Office of Civil
Rights by phone, in writing, or electronically:
e By phone: Call 916-440-7370. If you cannot speak or hear well, please call 711 (Telecommunications
Relay Service).

e Inwriting: Fill out acomplaint form or send a letter to:

Michele Villados

Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights

P.O.B0ox 997413, MS 0009
Sacramento, CA 95899-7413

Complaint forms are available at http://www.dhcs.ca.gov/Pages/Language Access.aspX.

e Electronically: Send an email to CivilRights@dhcs.ca.gov.

OFFICE OF CIVIL RIGHTS — U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

If you believe you have been discriminated against on the basis of race, color, national origin, age, disability or sex,
you can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights by phone, in writing, or electronically:

e By phone: Call 1-800-368-1019. If you cannot speak or hear well, please call TTY/TDD 1-800-537-7697.
e Inwriting: Fill out a complaint form or send a letter to:

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

Room 509F, HHH Building

Washington, D.C. 20201

Complaint forms are available at http://www.hhs.gov/ocr/office/file/inde x.html.

e Electronically: Visit the Office for Civil Rights Complaint Portal at
https://ocrportal.hhs.gov/ocr/portal/lobby. jsf.
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