CALIFORNIA ' UnitedHealthcare

UnitedHealthcare Benefits Plan of CA ERZkZ< / Grievance Form
for UnitedHealthcare Benefits Plan of CA

Medicare Advantage & 83532 — :EZEB LLFR4% o / Attention Medicare Advantage members — do not complete this form.
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tti’é*%éﬁﬁdf’ﬁﬂ’]tnﬁﬂEFI.:FFE.KFEJ? o MBRTIRHIEMR L FAVER - B LR HEER -
SRR (UnitedHealthcare) Hﬁ“ 5 EHBRRERILE - NRZREEE - 871 30 EHEARIEHETE R EARE
BES  MoRRRAR (UnltedHeaIthcare)/ VATE 3 BB AIERESHE - MRERRIIEERE - WAELEFEAR -
MBEEHEEMER A - BBAILIE fﬁﬂlﬁ www.myuhc.com {EF#E L BRERFRIZIERER » BUAFLERIZFRILUT st - 2IREH
EAl5ERT - T#ﬁ‘émﬁhtn_ﬂﬁﬁ;ﬁ %B—JL,LAI*E@‘ AR (UnitedHealthcare) & FARFSER » EBaE 1-800-260-2773 »
BENBE RERFER (TTY) 711 FiBFH » KEFIZERFE (PST) 4 7 B5ZERE L 8 BF o / You have the right to file a
formal grievance about any of your medlcal care or services. You may use this form to submit a grievance within 180
calendar days following any incident or action that is the subjection of your dissatisfaction through our Appeals and
Grievances Department. You may submit a grievance for failure to provide trans-inclusive care. UnitedHealthcare will
acknowledge receipt within 5 calendar days and provide an answer within 30 calendar days for a standard review. If your
problem is urgent, UnitedHealthcare must give you a decision within 3 calendar days. Your problem is urgent if there is a
serious threat to your health that must be resolved quickly. You may also file a grievance by mail, fax or by submitting using
an online grievance form at www.myuhc.com or by mailing this form to the address below. If you have any questions, or
prefer to file this grievance orally, please feel free to call UnitedHealthcare Customer Service at 1-800-260-2773 or TTY 711,

Monday through Friday, 7 a.m. to 8 p.m. PST.

CaNREEERSE R » 35458 1L 5HE/ If this is an urgent request, please check this box
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Apt #
fEFRE A/ Home Telephone T et EhE5E/ Work Telephone 2%/ Extension
144/ Name HEIE5E/ Daytime Telephone
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RIBREAEEENATE - BURRTSRERIE - BREALUKKRE E1ZHIRER o / Due to privacy laws, you will be required

to submit authorization of representation |nd|cating you can file a complaint on behalf of the member.


http://www.myuhc.com/
http://www.myuhc.com/

SREAIZAYEAER/ DESCRIBE YOUR GRIEVANCE

EAPAEAYIRER - B REIEREGHERENESERE « BFE - AR REREIRIRMHERNE / 2  wEHF - B RIsEE M
H$ﬁ¢ ERERBIBAMT A RIAT ZE L T ATSItbiE - EiHESUEEEZ 1-866-704-3420 (12#) 5 1-801-994-1083 (5 =) (MU LA
BEPREEFH) » & 801-994-1345 (1Z#) 8f 801-994-1058 (45=) (Ll L AZEREZEM) o / Please describe your complaint. Be sure to
include specific dates, times, people’s and providers’ names, places, etc. that were involved. Please send copies of anything that

may help us understand your grievance to the address listed below or fax the documents to 1-801-938-2100 standard or if
expedited 1-801-994-1083 for medical, and 801-994-1345 pharmacy standard or 801-994-1058 pharmacy expedited.

ClanREakt EHME R @ 55458 /54E o / If you attach other pages, please check this box.

ST REH Notice to the Member or Your Representative

DD’J“I‘I@J?S%EEEEEEE“’E&J?; BARFEETE o MR ERERRETEIRH SRR - BLBEANEERVERETE - TFE 1-800-
624-8822 iR NFE S EEIRIFER (TTY) 711 » UERGRRETEIRVREIRRIE - 2B BEIRF/IHE - EALLBRRFRERILT
SR ERVE BT A E R E AT E —JL,HEEEE’JH@?‘*EE !zl]% CREBRFREGLSRBESHON « BIRFHEIRZ S RIZELEBE 30
RIPARBRMBRGE) - BAIHEEIRF/ZKGE) o B Al REE BRERIB L EREZ (Independent Medical Review,

IMR) © &D% CREEIIEEED (IMR) B8 EIB%Z%JE%% (IMR) 77RF2H% ﬁ“x“iﬁzﬁﬁiﬂ““ﬂmz HIRRFSE AR E & A ER
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ﬁEﬁ%AE@ﬁE o HIRFHEERAEETEE (1-888-466-2219) FHLEERERE A HEHAVIENEES Béﬂﬁ%%‘z?ﬁ (TDD) (1-877-
688-9891) - FIE/F#HEUL www.dmhc.ca.gov R ek « MU EEEE (IMR) BBFERLIKERAA © / 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 1-800-624-8822 or 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 the 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.dmhc.ca.gov has complaint forms, IMR application forms and
instructions online.




MRGEMIET » EHRFMEEREBASEIR (Office of Personnel Management, OPM) 171 » MIEEREIREIRG

(DMHC) - 52 aVEE B T 2184 (Federal Employees Health Benefits, FEHB) A F » EiRBAMAI M B RS RERE
% (UnitedHealthcare) 1RAZWIATEIBEN T IRRER * B R AEEIER (OPM) BEIERRE - ASEIEE (OPM) BBHAMARRF
% (UnitedHealthcare) TE B8 ERVGEFRELARIF ZKES - E R IEFEEAIRMAVSHIER - BREIEEEKEFZE/ If you are a
Federal Employee, you have grievance rights through the Office of Personnel Management (OPM) instead of the DMHC.
Please reference your Federal Employees Health Benefits (FEHB) Program brochure, which states that you may ask OPM to
review the denial after you ask UnitedHealthcare to reconsider the initial denial or refusal. OPM will determine if
UnitedHealthcare correctly applied the terms of our contract when we denied your claim or request for service. Send your
request for review to - Office of Personnel Management, Office of Insurance Programs Contracts Division 3, 1900 E Street NW,
Washington, DC 20415-3630 °

#E %8/ SIGNATURE

#RB9%& 4/ Your Signature HEA/ Date
X284/ Signature of Representative HHj/ Date

ISR LBIF N {EEE/ Please sign and MAIL or FAX to :

ATTN: Appeals and Grievances Department
P.O. Box 30573 Salt Lake City, UT 84130-0573

{8E/FAX :

BEZ7&/ Medical 1-801-938-2100 (1Z2#£/ standard)
1-801-994-1083 (4F=/ expedited)

ZiR=/ Pharmacy 1-801-994-1345 (12#/ standard)
1-801-994-1058 (4F=/ expedited)
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