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 ZIP code
Member phone number Member identification number (see identification card)
Employer or Group Patient name Relationship

AUTHORIZED REPRESENTATIVE INFORMATION, IF APPLICABLE (PLEASE PRINT)

I am authorizing LIBERTY Dental Plan to allow the following person to act on my behalf during 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, including chart records and x-rays, if applicable, 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 completing this form, call our Member Services Department at 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 interpreter at 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 any treatment. If needed you can attach an additional page.

Please share with us how you would like to see your grievance or appeal resolved.

Member Signature Date

PLEASE SEND COMPLETED SIGNED FORM TO:

e Fax to LIBERTY’s Grievances and Appeals Department fax at 949-270-0109

e Telephone LIBERTY Dental Plan’s Member Services Department at 866-703-6999,
or TTY (877) 855-8039

e Electronically using the website online grievance filing process by visiting
www.libertydentalplan.com.

e Emailing us at: GandA®@libertydentalplan.com

Mail To:

LIBERTY Dental Plan of California
Grievances and Appeals Department
P.O. Box 26110
Santa Ana, CA 92602-26110

You will receive a letter acknowledging receipt 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 of receipt by LIBERTY.
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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 1-888-703-6999 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 (1-888-446-2219) and a TDD line (1-
877-688-9891) for the hearing and speech impaired. The Department’s Internet web site http://www.dmhc.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 (en su idioma o en alglin
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)

BEHR: (EEEH R SR TR N BZHry, PGSR DRI, A0 AR BRI (]
TR IGHIRE S Bt B SR TR S R Ak IRk r) i Eokl, S5 BRRAAEAORAERE], TEREREAS
1-888-703-6999, & (ERVFES) RN LR ESRMEHE), WFFELIHFY, 4T HFH HMO Hahtho,
B el 1-888-466-2219, (Cantonese or Mandarin)

24)3&&&}3“&__\]}:5}‘@))5?;#&9d}dﬂ.w\%}idﬁﬁategﬁ&ﬂt@éJ?eﬁﬁuh& d};&g\&sﬁ;?a
L (add dhaebuss  1-888-703-6999 o dauall Aladl) Cila o 53 Y5l dosil (S a5l i) Bl Jie (s AT daseay o clialy)
(Arabic) .1-888-466-2219 i1l le HMO saeluas 3 pay ol e busall (30 23 3ull 2y 58 i€ 18] (lind () Sy

YULEINL SENBUNRE3NRL. Ynip fupnn bp junuly 2bp pdoljh jud wennowyuhwljwi spugph htn
ogunnykiny pupquuish swnwnipniuubphg wnwg npuk Jdwph: fwupguuihs niubiwnt ud gpuynp
nbntynipeintt igptynt hudwp (hwybpbing Yud by wy dbwswihng, ophwly Ppuyp Yud ks
nwnwswithp), twju quiquhwpkp wennewyuhwljwi spugph hkpwunuuwhwiwpm] 1-888-703-6999:
Swiljugwsd dkyp, ny fununid E huybpkl, jupnn E oquk) QLq: Bphk Qkq jpugnighs oqunipiniu k
wthpwdbown, myw quuquhwptp Unnnowyuwhwljut odwinuljnipjut juquuljtpuynipjut (HMO)
Oqumipjuil §Llnpnt' 1-888-466-2219 htnwunuwhwidwpny: (Armenian)

ANERIENS: HRINGS SUHAUSTUNUEIS NS SASIY 1I88)SunwisimSugunis
UsinHausmMniuagsY 189S SUHRUSTUM TS Wi INSoSHMwlGsnNH&) (Shananiss
UM SIRINHIS]S SUMHAPEU UHAINYSY) yu i sIsinRaSMmmiuniLs Muiue 1-888-
703-6999 MUSHSY HASUNWMMNIS] MGIWHSTSY 100SEASIMINSWUIgSY
VUSINNISIONUMNURSWHESMITSIFpUSMN HMO sNU1US 1-888-466-22199 (Khmer)

)1 L s an e il 5850 () 2l 4381 (5 paan aa Jie YBGI) s 2l 5 (e dan 7ol b el SE 5 L KGR (5 50 taga

i 353 ¢yl O L U (a3 i U ey e 50 (ol b L €353 5 ) (oS 5 pm e S il s

S bl Sl sidn Sl 4y 81 2 s 1 Led il 5 e S e Cuma (1) Lad () 4S 538 auled Jaals (ilai 1-888-703-6999
(Farsi) .aulad Jeala il 1-888-466-2219 o i 43 (HMO) 3l ol ! (Sl ) SS
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TSEEM CEEB: Muaj tus neeg txhais lus pub dawb rau koj kom koj tham tau nrog koj tus kws kho mob los yog
nrog lub chaw pab them nqi 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 lwm yam ntawv, zoo li ua lus Braille los sis ua ntawv loj 1oj), xub hu rau koj lub chaw
pab them nqi 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)

TR A AR S disteld v F 5 T ARl AE ol sy 9 S T AY A
BR(Fo] W e Ay 2 24} %01 T2 Ao 2 1 AWE QA W, 71 skal A%

Z o

1-888-703- 6999% WA A3}t A Q. o] & S Abdo] mobEd ¢ Gy Ewol ¥ BasAd
HMO =3 Al E] ol 1-888-466-2219= <12H5}4) A] 2. (Korean)

BAJKHO: Brl MoxeTe OecIIaTHO BOCIIONIB30BATHCS YCIIyTaMy IIEPEBOTIMKA BO BpeMst 00OpallleHus K Bpauy WIH B
CTpaxoBoi Iu1aH. YToOkI 3aIIpOCUTh YCIYTH NMEPEBOAUMKA HIIM MUCbMEHHYIO HH(POPMALIUIO (HAa PyCCKOM SI3bIKE WM
B ApyroM ¢opmare, Harpumep, mpudToM bpaiiist uin KpyrmHeIM TPUPTOM), TO3BOHUTE B CBOM CTPAXOBOM TUIAH 110
tenedony 1-888-703-6999. Bam okaxkeT MOMOIIb PYyCCKOTOBOPSIIUN COTPYIHUK. Eclii BaM Hy>kKHA TTOMOIIIb B
JpYTHUX BOMpPOCAX, IO3BOHUTE B CIpaBOYHbIN HeHTp Opranuzanuu meauuuHckoro odecneuenus (HMO) no
tenedony 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, tawagan ang Sentro ng Pagtulong ng HMO sa 1-888-466-2219.
(Tagalog)

LUUY QUAN TRONG: Quy vi c6 thé dugc cap dich vu thong dich rqién phi khi di kham tai van phong bac st
hodc khi can lién lag Vol ghuo’ng trinh bép hiém surc khde cia quy vi. bé dl{qc cap dich vu ‘ghéng dich hoéc yéu cau
van ban th()ng tin bang tieng Viét hoac bang mat l}inh thirc khac nhu chir n6i hoac ban in bang chit kho 16n, tru(yg
tién hdy goi sO dién thoai ctia chuong trinh bao hiém sirc khoe cua quy vi tai 1-888-703-6999. S€ c6 nguoi noi ting
Viét giup do quy vi. Néu quy vi can dugc giup do thém, vui long goi Trung tam Ho trg HMO theo s6 1-888-466-
2219. (Vietnamese)

HIITYSS: TH WS Solcd A THIS UHeT B8 318 36 THS Hes Woeed U AR J) Woeed UG BE
A Byt Freardt (st I A 2ud Irgne 7Y, MR 3 g8 A €3 wivg) < 9631 ag6 B8, ufgst 1-888-
703-6999 ‘3 WUt RT3 WA © 36 99 3 a8 Jd| A & (3T I 53T J, €I 3T AofesT a9
AdET J| A9 IT$ IF ATTe3T ©F BF J, 3 1-888-466-2219 ‘3 HMO Help Center (WE.MH.€. AITe3™ Acq)

& 3% J| (Punjabi)

EE BRZELTCEMPERRBRESTESELWNV-ETFET . #HEErhYELEA, BRETHR— Id&‘*
=Y. BRBTEMEBEREAFTIICIE. HE-OERFRKRESH (1-888-703-6999) FTHBEEELZSLY,
KREHFEEDRIVINBEFEULLET , 54 R—MBRELIHE L. HMO Help Center (1-888-466-2219
) FTHEEEEZELY, (Japanese)

SISV (979090 5VIBWIFTNOBVCIDYCTOHICEHDCONMITVLASO § CEVUDOLCWO2D9CDT. CWBlOVIVWITI &
221NV IVINSNIBV (CUVWIFTIZONCI B SVCCLLOY), QL WIFIVY (Braille) § m“omﬂgé‘zﬁ?msmd‘)),
{2:FVIVMICHVUTVOECWO209CHINDV CIVBVIBCININETV 1-888-703-6999. JNcd1WITI (290)
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FI10508CMSDCHING. TI59CHICTDINIVH0IVFOBCMSIDCHLAD, LNI:FLIVH FuNIVFoBmSe HMO
02DvVIBCIN 1-888-466-2219. (Lao)

PUAT A §: 3T 39 3R A7 Seot voe ¥ FF A F AT AFT F v Qi wred W
Hhd gl SIHTSAT 9o &l & fow a1 i@ &9 & fAded el & fAw (396l swr & a1 fand)y 3rerer
T #, A Sl (Braile) IT 99 378WN)), U8 37Te7 Sl Tolled & BT o 1-888-703-6999 WY il Hi|
ST (3TYehT HTYT SieldT 81), 3TIehT TRIAT I TohdT ¢l IR 3Tl IR TTIdT T I g, TIUH3T
(HMO) goq HdeT & 1-888-466-2219 W Hicd & | (Hindi)

13auddny: viuaunsa [gusmsau Idnsiteshu Tunmsauduviuaunmgnsausnuisosununsvinluvowinu

wWowa [Musn1saundevedoya lusvuuuonans Tumeoswinunds Tusuuuudu aghau

SnuslusadusesnusuuNe Inaiiaw nsaun ns lusuuesveuiivansiay 1-888-703-6999

adlaudinani vy ldmouthumaovinu dvinudasnisanudiumdainiiu nsaun us ludaudvisimnds HMO
unuiaY 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 can file a grievance with LIBERTY’s Civil Rights Coordinator. You can file a grievance by phone,
in writing, in person, or electronically:

By phone: Contact LIBERTY’s Civil Rights Coordinator, Monday through Friday, 8 a.m to 5 p.m (PST) by
calling 888-704-9833. Or if you cannot hear or speak well, please call (800) 735-2929.
In writing: Fill out a complaint form or write a letter and send it to:

P.O. Box 26110

Santa Ana, CA 92799
In person: Visit your doctor’s office or LIBERTY Dental Plan and say you want to file a grievance.
Electronically: Visit LIBERTY Dental Plan website at https://www.libertydentalplan.com.

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:

By phone: Call 916-440-7370. If you cannot speak or hear well, please call 711 (Telecommunications
Relay Service).

In writing: Fill out a complaint 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. Box 997413, MS 0009
Sacramento, CA 95899-7413

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

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:

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

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