‘ PHcm

Grievance Form (Complaint Form)

If you are unhappy with PHC California for any reason, you can file a complaint (or grievance). You
can file a grievance any time. You can't be disenrolled or penalized if you file a grievance. You have
the right to file a grievance about things like:

e Not receiving services you think should have been covered by PHC California.
e Waiting a long time to be seen by a health care provider or to get an appointment.
e The type of care or the customer service you received from your health care provider or staff.

e PHC California staff or health care providers not providing you with trans-inclusive health
care.

e Being discriminated against based on sex, race, color, religion, ancestry, national origin,
ethnic group identification, age, mental disability, physical disability, medical condition,
genetic information, marital status, gender, gender identity, sexual orientation, or any other
basis protected by federal or State civil rights laws.

If you need help with this form, you can call PHC California Member Services at (800) 263-0067. We
are open Monday through Friday, from 8:00 a.m. to 8:00 p.m. TTY users call 711. You can also
tell us your complaint/grievance over the phone. A grievance and a complaint mean the same thing.

Are you a Member/Patient submitting a Grievance on your own behalf? *
[] Yes - | am the member/patient.
[] No - (If “No,” fill out the section below.) *

What is your relationship to the Member/Patient?
[] 1 am submitting on behalf of the Member/Patient.

Do you have a signed document that gives you permission to file on behalf of the
member/patient?

L1 Yes
[ No - If no, you need to fill out a permission form. You can find it here:
https.//www.dhcs.ca.gov/formsandpubs/forms/Forms/MCED/MC_Forms/MC382_0618.pdf

Please fill out that form and send it one of these ways:

1. Email: php@positivehealthcare.org
2. Fax: (888) 235-8552
3. Mail: PHC California Member Services, P.O. Box 46160, Los Angeles, CA 90046
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Member/Patient Representative Name*
Fill this out if the person sending the complaint is not the member.

First Name: Last Name:

Your Phone Number*: Your Email*:

Member/Patient Plan Type*
[] PHC California (Medi-Cal)

PHC Subplan Type*
] Medi-Cal
[] Enhanced Care Management (ECM)

Preferred language
[] English
[] Spanish
[1 Other:
(Enter the language you want to receive information in here.)

Member/Patient Information

First Name: Last Name:

Member/Patient Date of Birth* Month: Day: Year:

Member ID:

Member/Patient Mailing Address*:

Member/Patient Unit Number*:

Member/Patient City*:

Member/Patient State*: Member/Patient Zip Code*:

Member/Patient Phone*:

Member/Patient Email*;

If we need more information, can the Member/Patient be called? *
L] Yes
[] No

Member/Patient's Preferred Contact Method*
L] Mail
1 Email
[] None of the Above - Letters will be sent to your Primary Care Provider's Office

When did this happen? (Please provide the date or timeframe of the incident or issue)
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Grievance/Complaint Summary*
(Please write clearly. If you need more space, you can add more pages.)
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Provider/Specialist/Staff Involved?

Where did this happen? (AHF Clinic/Pharmacy Name, Office, etc.)

Do you want to remain anonymous (unidentified)? *
L1 Yes

] No

What to Do When You Are Done:
When you finish filling out this form, please send it and any other papers about your complaint to
the Grievance Team. You can send it in one of these ways:

1. Email: php@positivehealthcare.org
2. Fax: (888) 235-8552
3. Mail: PHC California Member Services, P.O. Box 46160, Los Angeles, CA 90046

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 1-800-263-0067 (TTY 711) 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 (1-888-466-2219) and a TDD line
(1-877-688-9891) for the hearing and speech impaired. The department'’s internet website
www.dmbhc.ca.gov has complaint forms, IMR application forms and instructions online.

You may also call the Medi-Cal Managed Care Office of the Ombudsman at 1-888-452-8609,
Monday through Friday, 8:00 a.m. to 5:00 p.m. The Office of the Ombudsman helps solve
problems from a neutral standpoint to ensure that Medi-Cal managed care plan members receive
all medically necessary covered services.
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NONDISCRIMINATION NOTICE

Discrimination is against the law. PHC California follows State and Federal civil rights
laws. PHC California 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.

PHC California provides:

e Free aids and services in a timely manner 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 in a timely manner to people whose primary language is
not English, such as:

v Qualified interpreters
v Information written in other languages

If you need these services, contact PHC California between 8:00 am to 8:00 pm, Monday
through Friday by calling 1-800-263-0067. If you cannot hear or speak well, please call
711. Upon request, this document can be made available to you in braille, large print,
audiocassette, or electronic form. To obtain a copy in one of these alternative formats,
please call or write to:

PHC California
PO Box 46160
Los Angeles, CA 90046
1-800-263-0067
TTY 711

HOW TO FILE A GRIEVANCE

If you believe that PHC California 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 can file a grievance with Member Services. You can file a grievance by
phone, in writing, in person, or electronically:



e By phone: Contact Member Services between 8:00 am to 8:00 pm, Monday
through Friday by calling 1-800-263-0067. Or, if you cannot hear or speak
well, please call 711.

e In writing: Fill out a complaint form or write a letter and send it to:

PHC California
PO Box 46160
Los Angeles, CA 90046

e In person: Visit your doctor's office or PHC California and say you want to
file a grievance.

e Electronically: Visit PHC California’s website at https://www.phc-
ca.org/members/complaints/grievance.

OFFICE OF CIVIL RIGHTS - CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES

You can also file a civil 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 In writing: Fill out a complaint form or send a letter to:

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

P.O. Box 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:


https://www.phc-ca.org/members/complaints/grievance
https://www.phc-ca.org/members/complaints/grievance
http://www.dhcs.ca.gov/Pages/Language_Access.aspx
mailto:CivilRights@dhcs.ca.gov

e By phone: Call 1-800-368-1019. If you cannot speak or hear well, please call
TTY/TDD 1-800-537-7697.

e In writing: 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/index.html.

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



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

Notice of Availability of Language Assistance Services and Auxiliary Aids and
Services

English
ATTENTION: If you need help in your language call 1-800-263-0067 (TTY: 711). Aids and

services for people with disabilities, like documents in braille and large print, are also
available. Call 1-800-263-0067 (TTY: 711). These services are free of charge.

(Arabic) 4y )

1-800-263-0067 4 Juails «eligly 8acbuall (I cuzisl 13] :oliiVl oy

&giSall Olaitmall Jio (@Ble)l g3 yoliolW Sloazlly Olaclutall Gayl 640 (TTY: 711)
1-800-263-0067 5 Juail .,usUl bozdlg g diy o

Ayilze Oloazdl oia (TTY: 711)

Swjtptlu (Armenian)

NhCUNNNNR@3NhUL: Geb Atiq oqunienLl E hwpywynp Q6p (Ggyny, qwlgwhwpbp
1-800-263-0067 (TTY: 711): bwl Lwl odwlnwly Uhgngubp nL dwnwjnipynLtultp
hwadwlnwdnieyntl nluignn wuadwug hwdwn, ophuwy™ Apwjih gpwiinhwny ni
fun2npwunwn nwwanpywd Uynietin: 2wlbqwhwpbp 1-800-263-0067 (TTY: 711): Uyn
SwnwjnLpynLlltpu wlybwn Gu:

i2i (Cambodian)

Sa: sfun (af mafigy mman woEn Y gigiehie 1-800-263-0067 (TTYZ 71 1)*1 fignr 8 teunny it sefime

yEARANIIRIIRARG A wlmttsimainn gananionraERmeE fAnemmennis gradgunine 1-800-263-0067 (TTYZ 71 1)%

swnnyeiiesFeAnigidu
~ o

F B8 3 (Chinese)

BIE  REFEELUERNAIEIRMEE), 1BEEE 1-800-263-0067 (TTY: 711) FALIR
HEXRE A LTRSS, FIIXENEERAFERE, A @A, 1BEE
1-800-263-0067 (TTY: 711)o XLLARFHBZ B ZRAY,

(Farsi) L;HJ&

oulod 1-800-263-0067 (TTY: 711) b .auiS a6l ) SoS 395 by @ audlgs o (3 :azgi

L oz g dup b sldasuws siile «gleos sl shsl yogoie Oleas g bSksS .25
ol Sloas ol 2y 1& pwlai 1-800-263-0067 (TTY: 711) b .Cuwl 39290 4 «S)3 b9y
.\Js.wa clj|_)|
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&Y (Hindi)

€T & 39 3! 39T HINT H FEIRIT hl 3TaeThdT & ar 1-800-263-0067 (TTY: 711)
X hlel Y| 3TRAFAT aTel A9l & foIT Tgradr 3R T, 3 sof 3R a3 fie 7 8f exarasr
39St g 1-800-263-0067 (TTY: 711) UX il Y| & HaTT fol: Yeeh ¢ |

Hmoob (Hmong)
CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-800-263-0067 (TTY:
711). Muaj cov kev pab txhawb thiab kev pab cuam rau cov neeg xiam oob ghab, xws li

puav leej muaj ua cov ntawv su thiab luam tawm ua tus ntawv loj. Hu rau 1-800-263-
0067 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.

HZEE (Japanese)

AEHAEBCTOMNGHURELRIEE T 1-800-263-0067 (TTY: 71NAEBEL IV, 2F
DERRXFDOILARTEBLE . BHAVWESRHEOHFDIHDOY—EIBERELTVWET,
1-800-263-0067 (TTY: 711) AHBEL IV INHDHY—EXIIERTRELTLE
ERS

ot 0] (Korean)

FoAtE: Hote| YO 2 E2S Bl A O A|H 1-800-263-0067 (TTY:
OISt A, FAILE 2 %Xri = 2MQ 20| o7t A= 2= et =21t
A—IHIAE 0| 7}s&L|C} 1-800-263-0067 (TTY: 711) HO 2 2O|StAA| 2. 0|23t

MHlAs= REE NS E L CH

W9J9990 (Laotian)

UnIo: mmwmegmvaowaoecma?vwﬁmaagmv?m’?mmcu 1-800-263-0067
(TTY: 711). §9 50010500 c@8ccarnILOINILIISLAVE NI
cgucenzmnncdusngsvyvecarBlofuine lilvmacd

1-800-263-0067 (TTY: 711). NMOSMLCRIDOG TR lg390 10,

Mien

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih giemx longc mienh tengx faan
benx meih nyei waac nor douc waac daaih lorx taux 1-800-263-0067 (TTY: 711). Liouh
lorx jauv-louc tengx aengx caux nzie gong bun taux ninh mbuo wuaaic fangx mienh,
beiv taux longc benx nzangc-pokc bun hluo mbiutc aengx caux aamz mborqgv benx
dombh sou se mbenc nzoih bun longc. Douc waac daaih lorx 1-800-263-0067 (TTY: 711).
Naaiv deix nzie weih gong-bou jauv-louc se benx wang-henh tengx mv zuqc cuotv
nyaanh oc.

YAt (Punjabi)

W%@:ﬁwéwﬁwﬁamé@sré? aéw -800-263-0067 (TTY:
711). wiUrgH Bat BE AT W3 AT, AR fa H sus o TAged, &
Gusey I&| I% JJ 1-800-263-0067 (TTY: 711).

fog Aeret He3 IS
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Pycckuia (Russian)

BHVIMAHWE! Ecam Bam Hy>XKHa MOMOLLb Ha BalleM POAHOM A3biKe, 3BOHUTE MO HOMepY
1-800-263-0067 (nuHWa TTY: 711). Takxke npefoCTaBAAOTCA CPeAcTBa U YCAYrn Ans
NtoAen € orpaHMyYeHHbIMU BO3MOXHOCTAMM, HanpuMep AOKYMEHTbI KPYMNHbIM LIPUQGTOM
v wpundTtom bpanns. 3soHnTe no Homepy 1-800-263-0067 (nnHma TTY: 711). Takme
yCnyrv npesocTaBastoTcs becnnatHo.

Espaiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-800-263-0067 (TTY: 711). También
ofrecemos asistencia y servicios para personas con discapacidades, como documentos
en braille y con letras grandes. Llame al 1-800-263-0067 (TTY: 711). Estos servicios son
gratuitos.

Tagalog (Filipino)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa 1-800-263-0067
(TTY: 711). Mayroon ding mga tulong at serbisyo para sa mga taong may
kapansanan,tulad ng mga dokumento sa braille at malaking print. Tumawag sa 1-800-
263-0067 (TTY: 711). Libre ang mga serbisyong ito.

A e (Thai)

Tuseunsu: mnRasiasNsANLIaDIluA Y vDIAL n'a;mﬂwiﬁwm’"lﬂﬁﬂmmam
1-800-263-0067 (TTY: 711) uonanil sansou Ianushoimdouazusnissing 9 ﬁwwumﬂaﬁﬁ
ANNANT 1TU a9 ilusnusiusadiazionansinuwsmofmsnusouaTna nFe4
Tnsdwyi luiinanoiaw 1-800-263-0067 (TTY: 711) Vluumiﬁmﬂzfi'm'iuu'im'immu

YkpaiHcbkoto (Ukrainian)

YBATA! flkwio Bam noTpibHa AOoNOMOra BaLlok PigHOK MOBO, TenedoHynTe Ha HOMep
1-800-263-0067 (TTY: 711). /ltogn 3 06MEXEHVMIN MOXINBOCTAMM TaKOX MOXYTb
CKOpUCTaTUCA AOMOMIKHUMM 3acobamu Ta Noc/yramu, Hanpukaag, oTpumaTm
AOKYMEHTU, HajpyKoBaHi wpudTtom bpanna Ta Beankum wpudrtom. TenepoHymnTe Ha
Homep 1-800-263-0067 (TTY: 711). LLi nocnyrn 6e3kOLITOBHI.

Tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can trg giGp bdng ngdén ngir cta minh, vui long goi s6
1-800-263-0067 (TTY: 711). Chung téi cling hd trg va cung cap cac dich vu danh cho
ngudi khuyét tat, nhu tai liéu bang chit néi Braille va chit khé 16n (chit hoa). Vui long goi
s& 1-800-263-0067 (TTY: 711). Cac dich vu nay déu mién phi.
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