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TITLE 22. SOCIAL SECURITY
DIVISION 3. HEALTH CARE SERVICES
SUBDIVISION 1. CALIFORNIA MEDICAL ASSISTANCE PROGRAM
CHAPTER4.1. TWO-PLAN MODEL MANAGED CARE PROGRAM
ARTICLE 7. MARKETING, ENROLLMENT, ASSIGNMENT, AND DISENROLLMENT

22 CCR 53887 (2012)
§ 53887. Exemption from Plan Envollment

(a) An eligibls beneficiary meeting the criterla specified in section 53845(a), who satisSes fhe requirements in (1) or
(2) below, may request fee-for-service Medi-Cal for up to 12 months as an alternative to plen emroliment by submitting
amqmufmmpﬁonﬁnmplmmmmmmm&mwﬁu!mgrmn specified in (b) below.

(I)AnngEhbmlﬂduywhohmAmnhﬂhnuapodﬂedmmﬁmSSlmﬁ), a member of an American
Indian household, or chooses to receive health care services throngh an Indian Health Sexvice facility and heas written
acoeptance from an Indian Health Service facility for care on a fae-for-service basia.

(2) An eligihle beneficlary who is receiving fee-for-service Medi-Cal treatment or services for a complex medical
from a physician, & certified morse midwife, or 2 licensed midwife who is participating in the Medi-Cal pro-
gram but is not a contracting provider of either plan in the eligible beneficiary's county of residence, mey requesta
medical exemption to continue fee-for-service Medi-Cal for pmposes of continulty of care,

(A) For purposes of this section, conditions mesting the criteria for a complex medical condition inclnde, and are
similar to, the following:

1. An eligible beneficiary is prognant.

2, An eligible banefigiary is under evaluation for the need for an organ transplant; has been approved for and is
awaiting an organ transplant; or has received a transplant and is currently either immediately post-cperative or exhibit-

ing significant medical problems related to the transplant, Beneficiaries who are medically stable on post-transplant
therapy are not eligible for exernption under this section.

3. An eligible beneficiary is recelving chronic renal dialysis treatment,

4. An aligible beaeficiary has tested positive for HIV or hes received a diagnosis of acquired immune deficiency
syndrome (AIDS).

5. An eligible beneficiary has been diagnosed with cancer and is currently receiving chemotherapy or radiation
&nmpyurmuﬂmmeofuccspﬁdﬂmapyﬂ:rmﬁatwﬂlmﬂmehwb 12 months or has been approved for
such therapy.

é. mmbmmmwmamummmwmmmmmmm
gram and is awaiting surgery or is immediately post-operative.

7. An eligible beneficiary has a complex neurological disorder, snch as multiple solerosis, a complex hematological
disorder, such as hemophilia or sickle cell diseases, or a complex and/or progressive disorder not covered in 1. through
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6. above, such as cardicmyopathy or amyotrophic latesal sclerosis, that requires ongoing medical supervision and/or has
been approved for or is recaiving complex medioal treatment for the disorder, the administration of which canxot be

. 8. Aneligibls beneficiary is encolled in & Medi-Cal waiver program that allows the individual to receive sub-acute,
acute, intermediate or gkilled mursing aare at home rather than in a sub-acute cure facility, an acuts care hospital, an in-
umeﬁmmﬁniﬂgwaskﬂbdmﬁmﬁnﬂhy ~

9.mmmhmhummmwwwmmmmxmw
14094.3, or 14490 of the Welfare and Institutions Code,

(B) A request for exemption from plan enrollment based on complex medical oonditions shall not be approved for
en eligible beneficiary who hes:

1. Been & member of either plan on & combined basis for more than 90 calendar days,

2. A onrrent Medi-Cal provider who is contracting with cither plan, or

3. Bagun or was schaduled to begin treatment after the date of plan enrollment.

(3) Exoept for pregnancy, any eligible beneficiary granted a medical exemption from plan envollment shall remain
with the fee-for-service provider only until the medical condition has stabilized to a Jevel that would enable the iadivid-
mwmmﬂbmmmmmgpmmmmmmam as deter
mined by a beneficiary's treating physician in the Medi-Cal fee-for-service program, up to 12 months from the date the
medical exemption is first approved by the Health Care Options Program. A beneficiary granted a medical exemption
dune to pregnancy may remain with the fee-for-service Medi-Cal provider through delivery and the end of the month in
which 90 days post-partum ccouzs,

{4) Any extension to the 12-month madiosl exemption time limit shall be requested through the Heatth Care Op-
tions Program no earlier than 11 months after the starting date of the exemption currently in affect. The Health Care .
Options Program will notify the beneficiary 45 days before the expiration of an approved medical exemption and will
inform the beneficiary how to request an extension, An extension to the medical exemption shall be approved if the eli-
gible beneficiary continues to meet the requirements of subsection (2)(2).

(b} Exemption fiom plan enrollment or extension of an approved exemption due to a cornplex medical condition, as
spocified in (8)(2)(A), shall be requesied on the "Request for Medical Exemption from Plan Ervollment” form (HCO
Form 7101, June 2000), hereby incorparated by referemce, which is availablé from the Health Care Options Program.
mmmmmmdmwmammumﬁmmmmmam

waiver program, as specified in (a)(2)(A)8, or a bepeficiary's acceptance for care at an fudian Health Sexvice facility, as
specified iu (a)(1), sball be requestsd on the “Requast for Non-Medical Exemption from Plan Earoliment™ form (HCO
Form 7102, October 2000), hereby incarporated by refierence, which is available from the Health Care Options Pro-
gram, The completed request for exemption shall be submitted to the Health Care Options Program by the Medi-Cal
fes-for-service provider or the Indian Health Service facility treating the beneficiary and shall be sabmitted by mail or
mnqmthmmmNmmumwmn of an approved exemption shall not be submitted by

{0) The Health Care Optlons Frogram, us enthorized by the department, shall approve eash request for exemption
from plan enrollment that meels the requirements of this section. At any time, the department may, =t its discretion, ver-
ify the complexity, validity, and stats of the medjcal condition and treatment plan and verify that the provider is not
contracted or otherwise affiliated with 2 plan. The Health Care Options Program, as aufhorized by the department,-or the

depariment may deny a xequest for exemption from plan envallment or revoks an approved request for exemption ifa
mﬁumwmmm%w&m

(d) Approvel of requests for exemption from pian enroliment is subject to the same processing times and effective
dates specified in section 53889 for the processing of enrollment and disenrollment requests.

() The Hezlth Care Options Program, as anthorized by the department, or the department may revoks an approved
request for exemption from plan enrollment at any time if the depertment determines that the spproval was based on
false or misleading information, the medical condition was not complex, treatment has been completed, or the request-
ing provider is not or has not been providing services to the beneficiary. The department shal! provide written notice to
the beneficiary that the approved request for exemption from plan enrollment has been revoked and shall advise the
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‘beneficiary that they must enroll in 2 Medi-Cal plan and how that enrollment will ocour, s specified in section $3882.
The revocation of an approved request for examption from plan enroliment shall not otherwise affect an eligible benefi-
clary's eligibility or ability to receive covered sexvices as a plan member.

AUTHORITY:

Note: Authority cited: Sections 10725, 14105 and 14124.5, Welfare and Institutions Code. Reference: Sections 14087.3
and 140874, Welfare and Institutions Code.
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mitted to OAL for printing only pursuant to section 147, SB 485 (Ch. 722/92) (Register 2000, No, 51).



)

" EXHIBIT, §



) ®

STATE OF CAUFORNA—HEALTH AND HUMAN SERVICES AGRNGY
DEPARTMENT OF HEALTH SERVICES

~THAIT44 P STREET . " REe ;
SACRAMENTO, CA S42847320 ECHVED 4 152
(618) 854-8078 i 2 2001 ke
Decamber 28, 2000 BUSINESS SERilgg Weg
MMCD All-Plan Letter 00013
TO: * MedI-Cal Managed Care Plans

SUBJECT: AMENDED REGULATIONS FOR ENROLLMENT AND
DISENROLLMENT FOR TWO-PLAN MODEL PLANS

PURPOSE

The purpose of this letier is to Inform Medi-Cal managed care plans that amended
regulafions related to enroliment in and disenroliment from two-plan model Medi-Cal
managed care plans (MCPs) were filed with the Secrefary of State on December 19,

e 2000. These amended regulations were filed under the Department’s emergency

rulemaking authority and so becams effective immediately.
BACKGROUND

The Depastment Is amending the following sections Tile 22 of the California Code of
Regulations In order to update the enroliment and disenroliment criteria for MCP
members, Improve the clarity of various aspeots of enroliment and dissnroliment

pmms.mdpmﬂehumndemﬂnlmﬂmgmﬁngofmpﬂumbphn
enroliment:

Section 53848 . Enroliment Criteria .

, Section53881 Markefing and Member Materlals* .
Saction 53886 Health Care Options Presentation
Sectlon 53887 Alternative to Plan Enroliment
Section 53588 Enroliment/Dissnroliment Form
Section 53889 Enroliment/Disenroliment Form Processing

Section 53891 Disenroliment of Members
Section 53892 Problem Resalution Proceas for Members
Section 53898 Information to New Members
- Many of the amendments to these regulations simply update the regulations to reflect

current program operation. However, an important foous of these amendments Is
updating and strengthening the process for granting exemptions to plan enroliment,
whether for medical or non-medical reasons.
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In mid-1998 the Department noted that the number of requests for medical
examptions had dramatically increased. MMCD staff became increasingly concemed
about the posaibliity of fraud and abuse in the medical exemption request process.

. Subsequent Investigation by the Department’a Audits and investigations Program
revealed significant problems with virtually all of over 10,000 exemptlons, such as no
verification of the complex medical conditions In patient charts, beneficiaries not
receiving care from the physicians requesting exempfions, and beneficiaries not
knowing that an exempfion had besn submitted on their behalf. As a result of
fraudulent medical exemptions, the State ot only has paid move for fee-far-service
clalms than wauld have been pald fthese beneficiaries had been enrclied in Medi-
Cal MCPs, but also has in some cases paid for health cars that was never provided.

These regulatory changes will help ensiure that exemptions from enrolliment in Med!-
Cal MGPs will be granted anly when appropriate and that dollars allocafed for health
care for Medi-Cal beneficiaries — whether through Medi-Cal-managed care ot the fee-
« for-gervice program —will be used for that purpose. The amendments also provide
many oritical improvements to the enroliment and disenroliment regulations, making it
easler for beneficiarias, legal representafives and advacates, and healthcare
mmwmmmmmmmmmmmmmm
from Medl-Cal MCPs in fwo-plan model countles.

L]

PFURTHER DISCISSION

“This section of All-Plan Leiter 00013 will highlight the regulatory changes contalned
in each amended section of Title 22. However, plan personne! should not rely on this
- summary for a thorough understanding of these amended regulations, but should
also review the entire regulatory proposal. The propdsal contains not only the full
fext of the amended reguiations, but also a defsiled discussion of the reason for
every change, both substantive and non-substantive,

Section - ment Criteria™

This section has bean updated to correctly list the Medi-Cal programs designated for
efther mandatory or voluntary enroliment of bgneficlaries In those programs In Medi-
Cal MCPs In two-plan model counties. This update includes the recant addition of
children In the Percent of Poverty program to the mandatory enroliment category.
Note that these changes.have already been implemented for Medi-Cal MCPs In-both
two-plan mode! and GMC countles, so these amendments will not resuit in any ald
code changes In plan contracts.
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Section 53881, “Marketing and Member Matorlals” .

The amendments to this section ara generally technical language changes or
* updated cross-references. Plan contracts already spacify the same requirements
now reflected in this section.

Section “Health Care : ns Presentation”

The amendments to this gection are generally technlcal language changes or
updeted cross-raferences to other sections. Plan contracts already specify the same
requirements now reflected In this section. .

Section 53887, Exemption from Plan Enroliment

This section has been completely rewritien in order fo more clearly explain all the
shiuations that qualify & beneficiary (in a mandatory enroliment category) for
exemption from enrolliment In a Medi-Cal MCP. To qualify for an exemption from
plan enrolliment. the beneficlary must satisfy one of the following conditions:

« Be an American Indlan whohas bsen accepted to receive healthcare services
from an Indian Health Service facility on a fee-for-service basis. (This is usually
referred 1o as an “Indian Health Program exemption.”)

» Be under treatment for a complex medical condition from a Medi-Cal provider who -
is not contracted with either Med!l-Cal MCP In the beneficlary's residence county.
(This is usually referred to as a “medical exemption” and is granted in order to
prevent any of care for a beneficiary with a complex medical condifion
until such time when the beneficiary haamnplehdﬂaatmrﬁarmys&felyba
{ransitioned to a new provider.)

Section 53887 now lists the specific medical mndhmﬂutqudWaMmﬂdeqmra
medical exempfion;

* Pregnancy

¢ Under evaluation for organ fransplant or approved for and awaifing transplant.
* Recelving chronic renal dialysls tra#hnant.

¢ HiVpasitive or diagnosed with AIDS,
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s Diagnosed with oanwandmrﬂyreedﬂm aoourseofaoeepmd therapy
(such as chemotherapy or radiatlon).

» Approved for a mejor surgical procedure by the Medi-Cal FFS program and
awaiting surgery or immadiately post-operative.

s Has amﬂ;uonmp!umdlor‘pmgme disorder not listed above, such as
cardiomyopathy or amyotrophic lateral sclerosis that is already under treatiment,

e [s enrolled in a Medi-Cal walver program that allows the beneficiary to receive
sub-acute, acute, intermediate or skilled nursing care at home rather thanas an
in-patient. (This is known as a "walver examption” and currently includes four
Medl-Cal waiver programs — AIDS Walver, Model Walver, In-Home Medical Care -
Walver, and Skilled Nursing Facility Waiver.}

» s enrclled In a Medi-Cal pilot project. -

This section also specifies that medical examptions cannot be approved fora
beneflclary who has:

e Baananﬂzﬁerofmplmfornmmmdm ,
* » Has a cument Medi-Cal provider who Is contracted with elther plan.

= Began treatment or was scheduled to begin freatment aiter ihe date of plan
enrollment.

This amended seclion also specifies that medical exemptions will be granted forup -
1o 12 months, except thosa granted due to pregnancy which are grantad through
delivery and 90 days posé-partum. An extension to a 12-month medical exemption
can be requested, but no eariler than 11 months after the starting date- of the current

The following new exempfion request forms (attached) are incorporated by reference
mmbamamedswﬁonandmmiablamsghﬂwmﬂﬂtmre@ﬂom&nm
Program:

* m&?tfwmdicﬁ Exemption from Plan Enroliment” (HCO Form 7101, dated

» “Request for Non-Medical Exemption from Plan Enroiiment” (HCO Form 7102,
dated 10/2000). This form Is used for Indian Health ngram and Walver
Program exemptions.
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This amended section also spacifies that the HCO Program approvas or dhapprom
exemption requasts and that the Department may at its discretion verify the :
“complexity, validity, and status” of the beneficiary’s medical condifion and verify that
the provider Is not contracted with a plan. The HCO Program or the Department may
revoke appraved exemptions If a provider falls fo cooperate with the verification of
the beneficiary's medical condition or the Department determines that:

» The approval was based on false or mislsading Information.

¢ The medical condition was not complex.

« Treatment for the medical condition has been completed.

° Themqwhpgpmﬂdshmnothunpmdmmpthebmaﬂohm
Section 53888 . .

This section now specifies that Medi-Cal MCPs must make the combined
enroliment/disentoliment form avallable through their member services departments
and that the form must be malled within three working days of the plan racelving a
telephone or written request for a foom, Other amendments to this section were non-
substantive language changes mads for clarity and consistency.

Section 53889

This secfion has been aumpmlymwﬁtanh order to more claarly explain the
following:

» Manner In which enroliment and disenroliment requests are to be submitted. An
shall submit an enrollment or disenroliment request on an
ariginal, signed enrcliment/disenroliment form to the Health Care Options
Program by mall or In person at depariment-approved Health Care Options
Program sites. Expedited disenrollment requests may also be submitted by
facsimile. An eligible beneficiary also may request expedited disenroliment over
ihe telephone frdm thie Health Care Oplions Program.

¢ Information that must be provided on the enrclimentidisenrolliment form. These
Include: first and last name of the beneficiary; sex; date of birih; Soclal Security
Number; Medi-Cal number; complete malling address; telephone number, if
available; plan choice, If requesting enroliment; name and address of dactor or
clinic beneficlary ls choosing as primary care provider; language of the
beneficiary; and the reasen for disenrolling, if requesting disenroliment.

o Procesaing timelines for completed enroliment and disenroliment requests. Fully
completad anraliment/disenroliment forms with all required supporting
docurnentation shall be processed within two working days if the request meets.
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the conditions for plan dlsenrdlment. Benefiolaries shall be notified of appraval or ,
disapproval within seven worldng days of receipt of the raquest.

The authorized individusals who may submit enroliment and disenroliment
requests on behalf of beneficlaries. These include: persans with tsgal authority to
act on the beneficlaries behalf; Depariment staff responsible for the administration
of the Two-Plan Model Program and Health Care Options staff; Two-Plan Model
Program contractors; Case managers, physicians or medical staff in home and
oummunuy-baaedsawbaawaivarpmgmms.wmmmamegml
Center for the Developmentally Disabled

Effective dates for enrollment and both regulsrand expedited disenroliment.
Enrollment requests and non-expedited disenroliment requesta will be effective
either the fist day of the first month, or the first day of the second month, following
the month in which the request is pracassed, based on whether the request was
processed before or after the monthly update to MEDS. Expedited disenroliment
requests shall be effeciive on the first day of the month in which the request is

Reasons for which expedited disenroliment may be granfed. These include: the
beneficlary Is an Ametioan Indian, is recelving services under the Foster Care or
Adoption Assistanca Program, hes a complex medical dondition, Is envolledina
Medi-Cal walver program, Is participating in a pliot project, was incomecily
assigned to a plan, as well as a number of other reasons, Each of the reasons
includes the documentation required fo be submitted with the request.

s-ﬁun 53891, “Disenroliment of Mhm'

This section has been amended o update the list of reasons for which disenroliment
can be requested, as follows:

Eliglblilty for Medi-Cal enroliment is terminated

Incarractly assigned 1o a plan not of the beneficiary's choosing

Plan merger or reorganization

Change of residence fo oufside the plan's seivice area

Any reason, mads not during restricted disenroliment péried

For good cause, as defined, during restricted disenraliment period

Meets griferia sef forth In Section 53887

Meets mihﬁaﬁrmedlﬁddhanmhmntas set forth in Section 53859
Obtains other health coverags, as defined :
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Plan cantracts already speclfy the same disenrollment reasons that are included In
this amended regulation.

Sm 53892, "Prahlam Resolutlon Process for Members”

Thlssecﬁon has been amended primarily to addﬁ:rﬂserdadlyhymbhnsralatedﬁo
how the HCO Program must assist heneficlaries with problems related fo enroliment
and disenroliment. Thaprimymangumasﬁum

* The regulation now specifies that plan members may request assistance from the
HCO Program by telephone, fax, in writing orin person.

» The regulation specifies that, when the member’s problem cannot be resolve by
the HCO Program, the member niust ba refeired to not only the plan’s problem
resofution process and the Medi-Cal Managed Care Qffice of the Ombudsman,
but also fo the Depariment of Managed Health Care’s Office of Patient Advocate.

Section 53835, “Information to New Members”

This section has been updated to reflect information that Medi-Cal MCPs are already
required, by statute and by contract, to provide fo new members. Plan new member

materials that have been approved by the Depariment will already be In compliance
with this amended regulation.

Effective Dato of New Regulations and Exevuption Requost Forms

The regulatory proposal was filed with the Secretaty of State on December 19, 2000,
and became effective December 20, 2000 pursuant fo the Depariment's emergency
reguatory authority. The amended regulations were thereafter to be puhualmd inthe
California Noffce Register on December 20, 2000.

The HCO Program will begin placing both the new Medical Exemplion Fomn and the
new Non-Medical Exemption Form in Enroliment Packets on January 1, 2001, Also
as of that date the HCO Pragram will have these forms available to fax or mall to

providers or entollees. It]s anticipated that the HCO Program will mlyauoeptmedd
exemption forms until February 1, 2001,

Public ent Perfod

, Following the publication in the Notics Register on December 29, 2000, there wilt be
a 45.day Written Comment Periad, during which the plans, or any member of the
publls, may comiment upon the regulatory proposal. All comments, however, are
required to be in writing. Any concerns or problems related to the regulatory




As previously noted, most of the provisions in these amended regulations are
mhmmmtmumamﬂummurmmm
reflect program aiready X

deny
roquestamﬂwbaubmatﬂmnmnborhubmhm for over 86 The
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Acting Chief .
Mecﬂfcallﬂgenadcaranmm

Enclosure




4. Cheok One:
i e
6a. AreyouamemberofahoaliPlan? [ Gb. PlanNames | 8. Plan Meniberstip Number:
DYH Dﬂo : @

n‘ ’ “,_
o B ‘o Pareal of Beneliciary iaminorchild oot Day Year,

“This fnfbevation s requested by wammm c-aDMﬁea. 21, Califora’s Code of Reguluions, Sections 53887
7| or 535235, in oder 0 au* m “ﬁm lﬁn :
uThﬁklmun-ﬁh hawmmm.hmmmm eaf] Healtk Care Opilons at (800) . This

- _ Pmm’scmugr:tmmmm

following as appropriste (ICD-9-CM codz rmst be inelzded In column 14 at 14. 1CD9 Codes,
ight, orthe exemption will be considered incomplets and retumad )

O A. Prognant and currently under your care foc the pregusucy. Due Date e i

€ B, HIV+ or has been disgnosed with AID3

O C. Reaelving chronic rensl dialysia treatment under your supervision

0 D. Undergoing one of threa transplent classifications (sse liem 13-D tn page 4) L
Classification: e
Medi-Cal designated transplant center:

ECO 7101 (06/00) ) : .1. MU_0003383_ENGI_100¢




b State of California ~ Health and Hurman Services Agency

]NSTRUCTIONS FOR comxmme
REQUEST FOR l\mDICAL EXEMPTION FROM. PLAN ENROLLMENT

Department of Health Services

~

Dmm-c-lnmmnmYwnﬂwwmﬂmﬂykmawmumqmdwmwmhwnhm
through a Medi-Cal Managed Care health plan. You may be sesing a doctor wito is not part of-2 health plan. i
you want io keep seeing this dootar, you may qualify for what is called 2 medical exeqption. To receive ¢

- medical exemption, you must be seeing your doetor for something serious, mﬂ.ym:rdcmrmmthl’ﬂ‘lboapm
of a hizalth plan in the county wheye you live,

If you- want o aakﬂusmeﬁcﬂmpﬁon.ymmtﬁumhﬂ!ofﬂ:kﬁm Please sign 1t and give it «c
your dochor, Your doctor will fill ont and sign Paxt II of this form. I your request for a medicil exemption i
approved, you will NOT have to join a Medi-Cal Managed Care health plag for the time being. You can remair
on regular Medi-Cal (non-managed care) and keep secing your cumrant dostor for up to 12 months. (fn somy
cases, the exemption will be for fewer months, Your doctor will decide this) Eyounadmﬁmmndica
exemption sfter your exemption period is over, you and your doclor must fill out and sign & new cxemption form.

Aﬂinﬁnm@mtnﬂnsmﬁicalmpﬁmiomwﬁlbekaptmﬁnﬁﬂ. mm:ﬁmwmodybomdby
the Medi-Cal progtam, its employess, and contractors,

i Emmmmmmmpmmmmmn@mm

INSTRUCCIONES PARA COMPLETAR LA CERTIFICACION DE
EXENCION DE ATENCION MEDICA DE LOS PLANES
' ADMINISTRADOS DE MEDI-CAL

Estimado Benificiario de Medi-Cal : Usted o su familia estan shosa o pusden zequerirse que pronto recivan su
suidado de salud & twavés de un plan ds Medi-Cal por Managed Care. Usted puedo estar viendo a un doctor que
no es parte de un plan de salud. Si nsted quisre seguir viemdo a ests dootor, usted pueds calificar para lo que ss
llama voe exencién médica, Al recievir una sxencidn médica, usted debs estar viends 2 su dootor para aigo
serio, y su docter no debe ds participar en o de los planes de Managed Care e el condado dondo usted vive.

St usted quicre pedir una exencifn médics, usted debe completar 12 primers parie ds esta forma. "Por faver
firmele v désele & su doctor. Su doctor completaia la sagunda parte de esta forma. Si su peticion para mz
exencién médica es aprovads, usted no tendef que aflisres n W pian de Medi-Cal Managed Care por el
momsaio. Usied puedo permanecer en Medi-Cal rogular (sin plan de salud) y seguir viendo a su actual doctor
hasts por 12 meses. (Bn algunos casos, Ja exencién sera por menos messs, Su doctor decidivd esto.) §i usted
mmmma@mammmd.hmmmmmmymm
deben campletsr v fixmar uns nueve forma de exemocidn, -

Nuzum:hmmhqmw&hmmﬁnmmm&hmmmumm&t
confidencial, Bsta informacién sélo serd useda por &l programa de Medi-Cal, sus empleados, y contratistas,

Para mas Informacion por favar llame & Health Cavs Options at (800) 430-3003 ests ilamads es completamente

BCO7101 (06/00) -2-

-

MU_0003383_ENG2_1000




State of California — Health and Human Services Agency ) Department of Health Services
Pare II Continued

14. ICD-9 Codes

ag Undergolng one of two cancer classifioations {see fem 13-E on the soverse side)
Classifioation: L
Type of Therapy: 2

O P. Has been appeoved for and is asaiting a major surgieal procediuxs (seoitem 13- on the overseside). | 1.

CPT codefy) for pendig procedure(s

0 G, Has a complex nsuralogical disarder, such a3 multiple golerosts

O 1. ¥as 1 complex: hematological disonder, such as hemophifia or sickle coll disease

01, Hasolber complex sud/or progressive disorder ot covered above witich requives ongoing 1.
medieal supervision (See em 13- n the reversa side), %

---- ? fuma and diabetes, 40 not generally conshtute grounds for APProval as 3 mealcal
= exemption, mmmmmmﬁmamwmﬁuuﬂMuMozm,

fs/are suificient 1o requive » medical exemption should attach to this form sdditfonal medieal documentation. to establish the
mnru%mmmmmwﬂummm Socfal Security Number on

6. Are you afiiliated with any Medi-Oal Mauaged Care |
hnlﬁ.ph(s)hﬂuﬁuuﬂehy‘smwdmldmﬂ

msmwnﬁmmummwlmmm;m-&mmmmﬂm@mwdm
whether the Medi-Cal beneficiary’s wmmmmmawm

Physichn's M 3 NOT alfiligted with oy Medl-cal Managed Lo i s b J
Medieal Lioense Number: erﬂ “‘mwmﬂi!f:dﬁm Corindt et
Rendering Physicizn’s Phone number: __ : FAX:
—~ 3T g ﬂ'ﬁﬁﬁ:ﬂ- . 3
i hutharzed Randering Medica Fysichs) e
"MATL COMPLETED FORM fo: Health Care Options or FAX fhis form f0:
P.0. Box 989009 (916) 364-0287

West Sacramento, CA. 95798-9850

HCO 7101 (06/00) -3~ MU_0003383_ENG3_1000
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State of Ce!lfomin - Health and Human Services Agency

Department of Healths Seruless

.

Dear Medi-Cal Phystelans I yoy sra euvrantly providing medical services to the MeE-Cal banaficlury idantifled in Pare I end wiho
hag mo!%mﬁﬂmwmkem&e&eﬁﬂmﬂhhﬂwﬁhwm:mmmmmﬂhm
mmﬁmmm fn e county of of the beneficiey, be abls to contimie providing gervices to
ths individnal, Mwmmiuﬁdwﬂuﬂmd&b&hqmﬂmﬁm@&m
mail or fax it-(Part I and Past IT) fo the Health Care Options offics (se2 mailing address and fax nomber at the bottent of Part 1),

Please refer to  Title 22, California Coda of Regulations, Seotions 53887 or 53923.5, for addifional
sequirentents for medical exemptions,

“Thix in valid unti] the dats you indicate the ndividoal will be stabilized enongh fo allow enroliment in a Medi-Cal Managed
Care plan or the condition is resclved. Ax exemption cau be tequested for & maximum of 12 months. An extension may be
mnq:undo!nmbymhﬂhsamm&m B

Tnstructions for completing Boxes 13-D throngh 13-1 (and 14):

Ploaso st cn fo o provided whidh of the Sllowlng transplant situations is relevant. Please specify tho Medi-Cal deslguated
e Setclin o Rttt et s Sk B S turicas tn tae 3K qum e s e e

g  Bemtichy mm”uu the necd for am organ
= Wm%mnmmmmmmmmwm
problems refated to the transplant performed.

Thosyps of therpy must he descrdbed on the lne provided, snd both.the gtaxt date and fthe duration of therapy must be

Yisted i boxes 11 and 12, Bensficiaries kx long-term remission withowt signs of disease orwho are classified es “owred” are not

*  Beucficiary has been diagnoséd with cancer and is cuxenfly recaiving chemofharapy or sadistion fhesapy or another
counse of acoepted therapy for cancer
= Beneficiary has beon approved for sudh therapy and is acraiting juitistion of approved thenpy -

" Please ghuok this item if beneficiary hias been approved for and is awaiting x major surgical procadure, including surgery for
caneer,

List both ICD-9 (in box 14) and sppropuiate CFT for pending pracedure(s) on tha line provided. If benaficiary is
Mw&m@mwmﬂwmmgmmmmm

TheICD-8 cods must bs Heted i box 14, and the tresiment must be Stated on the line provided.
Plaase chedls this itom if lenafisiery has s complex cud%r pragressive disordar nat covered above which requires angoing
mﬂ:dmerﬁimmhw )
" mm%mnmammuwmmummmgmmwmmm
. disorder, the adipinistration of which cannot be intecupted

" BCO7101 (06/00) 4= MU_0003383_ENG4_1000
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H '_ 4 :
State of California — Health and Humean Services Agenoy Depertment of Health Cacs Services
" REQUEST FOR MEDICAL EXEMPTION FROM PLAN ENROLLMENT
Bach area of the Request For Bxemption From Plan Brwollment form nmst be completed.
X not, the medioal exemption will be denled — Plagea Print ox Typs (fuk Only)

To Be Comyleted and Signed By Beneficiary
Part1 = |
1. Name; (Please Print) . 2. Benefite Identification Cexd Number;
T ML
3. Date of Birth: 4, Check On= 5, Medt-Cal ID Number:
polll A e
Month Yemx _ Fomale _ Mals

6e, Ateyone ofahealfPlan? | 6b. FlanName: =k Go. Pien Membership Number:

DYn ' D No

to box 6b tobox :

7a. Is mmmtntﬂ:mﬁahmaﬁm 7b. Ifyes, please provide the following idormation:

completing this section? . )

E]y,.m O No PR ~ ot )~ e
8. lam that Dr. gond in & request for e Medl-Cal Managed Care medieal exemption for me,

Neme of Doslor
9. Beneficiary's Signature; 10, Date Signed: ,
f
:M_' b"‘"’ g-;,__'

mwhww&wumnmmmwmmmnﬁ&w ﬁzm&ﬂ#&
nufeﬂuutbﬂmmﬁ ﬁmmwmwmmw with this form, plesie el Hexlth Care Options at MTMTH!

Physician’s Cuﬂﬁcaﬂcnl‘urMed:lulEnmpﬁon Zor | Appeoved: [
PartIl Stete | Douled; [ Inithls______
The beneficiary's rendering physician MUST fill cut AND STGN thix section. :;- Poftuad: [ Do
11. Date you started treating 12, Estimated dats of completion
beneficiary for ane of the of treatment ox therapyy for
conditions fisted below T L condition requiring i/ /
inbox 13: Mooth  Day Yexe exemption: Month _ Day  Vesr

~Far |
stste | 13 Please check the following s appropriate (ICD-9-CM code must b included in cofemn. 14 at 14. ICD-9 Codes
_;,_ right, or fhe exemption will be considered incomplete and refumed)

P 2 A, Prognantand currently nnder your care for the preguancy. Due Dafe

F {1 B. HIV+ orhas been disgnosed with ATDS a ke

. 1)
D Q C. Receiving chronic renal dialysis treatment wmder your supervision

Q D. Undesgoing one of three transpiant olassiications (see iem 130 ag gags ) ' L.
Classifioations '
Med(-Cal designated transplant center; A

HCO 7101 (12/00) 2 K iU_0003383 ENG1_0707
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State of Califomia—Heaith and Human Services Agenocy Department of Health Care Services

INSTRUCTIONS FOR COMPLETING
REQUEST FOR MEDICAL EXEMPTION FROM PLAN ENROLLMENT

Dear Medi~Cal Beneficiary: You and/or your family is now or may soon be required to receive your health care
through & Medi-Cal Managed Care health plan, You may be sasing adootorwhoisnotpattufahaalthplm If
you want o keep seeing this doctor, you may qualify for what is called a medical exemytion. To receive a
medical exemption, you must be seeing your dootor for something serious, and your doctor must NOT be & part
of a health plan in the county where you live.

If you want to agk for a medical exemption, you nust fill out Part I of this form, Please sign it and give it to your
dootor. Your doctor will fill out and sign Part II of this form, If your request for a medical exempiion is
approved, you will NOT have to join a Medi-Cal Managed Care health plan for the time being, 'You can remsin
on regular Medi-Cal (non-managed care) and keep seeing your curvent dootor for up to 12 monthe, (In some
cases, the exemption will be for fewer months. Your doctor will decide this). If you need ancther medical
exemption after your exemption period is owr,yuuaudynurdootormns::ﬁnoutand sign & new exemption form.

All information in this medical exemption form will be kept confidentizl. This information will only be used by
the Medi-Cal program, its employees, and conhactors, -

If you have any questions regarding this form, please call Health Care Options at (800) 430-4263,
INSTRUCCIONES PARA COMPLETAR LA CERTIFICACION DE

EXENCION DE ATENCION MEDICA DE LOS PLANES
ADMINISTRADOS DE MEDI-CAL

Estimado Benificiario de Medi-Cal : Usted o su familia estan shora o pueden requerirse que pronuto recivan sa
cuidado de salud a través de un plan de Medi-Cal por Managed Care. Usted puede estar viendo a un doctor que
no es parte deun plan de salud. Si usted quiere seguir viendo a este dootor, usted puede ealificar pare lo que se
llama una exencién médica. Al recievir uns exencifn médica, nsted debe estar viendo a su doctor para algo
serio, y su doctor no debe de participar en uno de los planes de Managed Care en el condado donde usted vive. -

Si usted quiere pedix vna exencién médica, usted debe completar Ia primera parte de esta forma. Por favor
firmelo y déselo a su doctor. Su doctor completara la segunda parte de esta forma, Si su peticion para una
exencién médice es aprovada, usted no tendrd que afiliarse en un plan de Medi-Cal Managed Care por el
momenfo, Usted puede permeanecer en Medi~Cal regular (sin plan de salud) y seguir viendo & su actual doctor
hasta por 12 meses. (Bn algunos cascs, la exenci6n sera par menos meses. Su doctor decidird esto.) Si usted

necesita oira exencién médica después de que su periodo de Ia exenciéu haya terminado, usted y su doctor
deben completary firmaruna nueva forma de exenoidn,

Nos gustaria informarle que fods la informacién en esta forme de la exencién médica se mantendra
confidenclal, Esta informacién slo serd usada por el programa de Medi-Cal, sis empleados, y contretistas,

Para mas informacion por favor llame a Health Care Options al (800) 430-3003 esta llamada es completamente
gratis, .

HCO 7101 (32/00) =2= MU_0N03383_ENG2, 0707



Stats of Califbwis ~ Health and Human', .ivioss Ageacy ' Department of Health Cave Servioes
& . Part I Contimued
[ For
:::- 14, ICD-2 Codes
| enfy | CE, Un&mﬁumendmWommumMmmmm
- Classification: 1.
Type of Therapy: : 2

@ ¥. Has been approved for end is awaiting a mejor surgical proceduce (ess (tem 13-F on the revene side). | 1.

CPT code(g) for pending procedure(s): 2,

1-
A Q1 G. Has a complex neurological disorder, such as muliple sclevosis

B 0 K. Har = complex hematological disorder, such as hemophilis or sickle cell dissase

aL Hum mmmwmmwmmmmm 1.
M medical supervision (Ses ftom 15-F on the reversa side).

Deseribe treatment: 2.

Pleaze note that chrenic disorders, such as asthma and disbetes, do not generally constifufe gronnds for approval as a medicsl
exempiion, Providers who beliove that the severily of sueh a condition, or amy other econdition or eombination of conditions,
is/are sufficlent to require a medice] exemption should atfach to this formt additional medical decnmenistion to establish the
necessity for au exemption. Plense incinds the beusficiary’s Medi-Cal identification number and Benefits Idontificafion Card

Number on esch of mpdical submitted.
15. Beneficiary’s Benefits Identification Card Number 18. Medi-Cal Provider:

. Name:
16. Ats you sifilinted with aty Medl-Cul Mansged Care Address: -
health plan(s) in the bensfictary’s commty of realdence? City: Stats: Zip:
D Yes 2 Phone: FAX:
] % TR s o 19, Medi-Cal Billiing Information: (E differeot v box 18 above.)
Name: .

[ 17. Physiolan National Provider Identication Number -
used to bill the Modi-Cal Program for this beneficiary: | Address:
City: State: Zipe
Phone: FAX:

[ Thave read this form and certify fhat the information T have provided on this form is correct. 1 elso understand fhat the Depariment of
Health Care Services may audit this form to determine if I am affilisted with 2 Medi-Cal Managed Care hezlth plan(s) end/or to

determine whether the Medi-Cal beneficiary’s listed medical condition constitutes groumds for & medical

20, Rendering Physician’s 2L upmumuwmmmwmmm@hmw-mor

Medioal Licanse Number: mum&%’amﬂﬁmwﬁw 19 876 complets, S

Rendering Physivian’s Phoune mimber: FAX:
22. Signature: . : 23, Dnusmeﬂ-
o

(No Starnp) . e Reatorag Sielloa Poyeiaa) “ﬁe’ﬁﬁ"—bv f———

MAIL COMPLETED FORM to: Haal&:&m%ggm or FAX this form to:
P0.Box 989 (916) 364-0287

West Sacramento, CA 95798-9850

HCO 7101 (12/00) ~3- Mu_p0cs3es ENGA 0707



State of Californis ~ Health and Human S{*_es Agenoy (. Department of Health Cure Services

Dear Medl-Cal Physician: If you are emrently providing medioal services to the Medi-Cal beneficlary identified in Part I and who
has one of the conditions or reasons for a medical exemption listed in Box 13 of this page AND you are NOT affiliated with any
Medi-Cal Menaged Care healfh plans in the county of residence of the benefioiary, you may be able to continue providing sexvices to
. the [ndividual, Tha bensficiary must request a medical exemwption, and you and the benaficlary nmust fill out this form, sign it, and
mail or fax it (Part 1 and Paxt II) to the Health Care Options offios (ses mailing address end fix mumber at fhe bottom of Part IT).
Mmmﬁm%mm&dmmﬁmSedlmﬁﬂl?wﬁm.s,mraddﬁmdmﬁmconumhg
requirements for medical exemptions. *

This exemption ia valid until the date you indicate the individual will be stabilized enough to allow enrolitment in a Medi-Cal Managed
Care health plan or the condition is pesolved, An exemption can be requested for 2 maxiomm of 12 months. An extenslon may be
requested et the end of 12 months by submitting & new exemption form.

Tnsiructions for completing Boxes 13-D through 13-X (and 14):

ftem 13-D
!'Iemlfstonﬁslhe m«wmmmnmmwﬁemw
hnmm"d’d or cwrent followsup. Pleage specify ICD-D ¢code for
msplmbdfbbo mdwqrnnduﬁu- in. box 14. (Please note: this exemption does not apply to

beneficlaries who are medically siable on post-transpleont thevapy.)

x Bmyhundw w&vamlwimﬁwhnudfnru oxgan transplant :

= Beneficiary has been appraved for end is awaiting an organ transplant

= Bencficiary has received a transplant and is curreatly elther immedistely post-operative ar exhibifing significant medical
problems related to the fransplant performed.

Item 13-B '
The type of therapy must be described on the lizto provided, and both the start date and the expected duration of therapy must bo

listed in'boxes 11 and 12, Bengficiaries in long-term remission without signs of disease or who are classified as "cured” are not
cﬂzﬁkﬁrmm

= Beneficiary has been diagnosed with cancer end is currently receiving chemotherapy or radiation therapy or another
oconzse of accepted therapy for cancer
" wmmmwmmmmummwwmm

Please check this item 1f beneficiary has been approved for end is awaiting & major swglcal procedure, including surgexy for
cancer.

List both ICD-9 (in box 14) and spproprists CPT codefs) for pending procedure(s) unihn]inepmvﬁed.!thmuﬂds:yh
immediatsly post-operative, estimate duration of ime necessary for recovery under your supervision in box

TheICD-9 cade must be Hsted In box 14, end the treatment nust be stated on the line provided,

Tlease check this item i beneficiary has & complex and/or progressive disorder not covered above which requires angeing
madioﬂmvision. such as; .

Cardlomyopathy
= Amyotrophio Jateral selerosis and/or has been approved for or Is recelving ongoing oumplnx medioal treatment for the
disorder, the adminisiration of which cannot be interrupted

BCQ 7101 (12/00) ’ -4- MU_0003383 ENG4_B707
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mgummmmmmnmmhmnmmm dﬁhﬂmvﬂﬂm&hﬁemﬁvﬂml
to recelve dervices theough yonr facility es an sltemative ta entollment in & Madi-Cal

%hvﬁmﬂﬁuwmmumhtmm health
. {4l . 2

TastNams Tt ML

1 cestify that the information I Have provided on {his form is correet, Tunderstand that the Department of Health Services
audit this form ta determine if the information provided Is accurate, ind

| 42, Aulhorized Signature of 1S Frovider b, Dato Signed

w0 AIDS Walver Progam w. O [n-Home Medical Cars ((HMC) Walver Program
. ¥aEl Modsl Walver Program ¥. 0 Skilied Nursing Facilily (SNF) Walver Program

ln&ﬂﬁrﬁnﬂum:mmnnm form i8 correct, lmmmwﬂmsmw
mﬂﬂﬁ:mu d-um!mifﬂu mthnuﬂuumﬂdfswm

~MAX COMPLETED FORM B: TeoaliE Tare Opfoms o FA s Torma 10
P.0.Box 989009 (916) 364-0287
West Sacrumento, CA 95798.9850 ®

. Ifyou have questions regarding this form, please call HCO at 1-800-430-4263

RCO 7102 £ TVOM -1- ' . ME_0003382 ENGI_1000
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Stats of California = Heallh and Hurman Services Agoncy Department of Health Services

MEDI-CAL, MANAGED CARE NON-MEDICAL EXEMPTION
: » See ather aifls for tha Non-Medica! Bxemption Rocm ¢

gdlan Hesitn Proaram Examotion

Desr Medi.Cal Beneficlary: 1f you o a family maiiber ia recalving Medi-Cal benefits, you may be required 1o foin a MedGl
Managed Care health plan. However, if you or # fumily member is a Native Amerivan, Alaskan Native or quslified non-Indian and

you want to recelve medical services through au Indien Health Service (THS) facility, you may request to be excused fom Medi-Cal
Managed Caxs Zrsalth plea sutolimant in order 4o recsive services fhrough an Indian Health Servics facility.

To be excused fom plan enxollment you pmst have an Indfan Healfh Servises feollity representative complets this form,

that you are or will be receiving services from an Indian Health Service facllity, The facllity representative miust submit this
mmplﬂdhmuﬂggﬁﬂamm: .

Dear Madi-Cal Beneficlary: If you are enrolfed ina Medi-Cil waiver which allows you to receive skilled nursing services
at home or spe errolled in any of the waiver programs fsted below, you may NOT havs o Joln 2 plan.

. Xf you sve enrolled in & Medi-Cal wriver program and wish to continue receiving medical services from your doctar, elinl or other
prmury caze provider, you must have yeur docior consplete fhis form. 12 spproved, you will NOT have to join 2 Medi-Cal Mansged
Carg inoalith plan for up 10 12 monfhs, Atihe end of 12 menths, if an extension is required, your doctor rmest sibmit 4 new form, Your

spproval for madicsl exemption will allow you to confime fo teceive medical services thxugh fee-for-gervics Medi-Cal by using your
witits Medi-Cal card, =

Medi-Cal Waiver Programss ; 2
« AIDS Waiver Progaam » Yn-Hame Medical Care (THMC) Waivér Program :
© Model Waiver Program v Skilled Nussing Facillty (SIF) Waiver Program

EXCEPCION POR RAZONES NO MEDICAS PARA ATENCION MEDICA
3 ADMINISTRADA DE MEDI-CAL
@ Vea ol reverso de este fornmiaro para infiemacidn sobes e Bxcepoitn por Razines Médlcas o

- EECEDCION DALE €1 S TOMT A DA S aaTy B

Estimado beneficlaria de Medi-Cals 1 nsied 0 un micuilio de su familis esti recibiendo beneficios de Medi-Cel, es osible que
@nmmmﬂm&&mm&ﬂz‘dﬂ&m Sin embargo, & ustad o un mismbyo de sa fanilia es de origen
Tudigesa Americano, Nadvo de Alaske o reéae 10s requisitos pars perzonas de arigen no indigens y deses recibir secvicios médicos a
través de un centro de Indisn Health Service (IHE), pueds solicitar qus esif exolnido do inscriblrse exi un plan de salud do Atsncién
Médics Administrada de Madl-Cal pam reoibic Ios servicios & través del centro de Tndisn Health Smvice.

Para qua eaté excluido de inscribirse en el plen, debe solivitarls 2 un reprosentants del centro do Indiam Health Becvices qus llens este
en el que cetifica que usted resibe o recibicd seovicios & través denn ceatro ds Indian Beslth Service. El representante dol
eentro debe enviar este formalarlo completo & progrumd HCO. . )

Wy

o iie BOTEY

Viegr-L

Estimado beneficiario de Medf-Cals mdiimdbuumm de remmeia & Medi-Csl que e penmits recibir servicios de
atencién médice especinlizada cu ¢l hogar g an cualquissa de los programss de teausia que fguman & confinnaciin, tal vez NO tenga

que jnsceibirse en unplan,

81 estd insorito ex un programa de rexuncia a Medi<Cal y desen contfomar seefhisnde serviclos médiecs & travis de ot mddies, clinics,
nmmamwﬂmmemﬁmmmmmmﬁm Si 5o aproaba su golicitud. NO
seadef qus fnscribisss en un phan de saiud de Atencidn Médica Admindsweda de Medi-Cal durante un perfodo de kasta 12 meses. Al
cuniplirss Jos 12 meses, si s requiszs un extensién, su médico deberd presentar un nuevo formulario. Su sprobacién pars una
- %mwmmhmmmmmwmdm«mwmam

* Cal ) utilizande su tarjeta blance de Medi-Cal.
Programay da venunaia 2 Medi-Calz
e Programa de remmncis para SIDA e Programs de remmncls pacs atencidn médics en el hogar
(AIDS Waiver Prograsr) J (Gt-Homs Madical Care (THMC) Waiver Progosi)
© Prograrms de renunciz modele » Programa de reouncia para atoncidn médica sspecializada
(Model Waiver Program) (Skilled Nursing Facifity (SNF) Waiver Program)

WO T2 fanm _ ; ale . MU 0003352_ENG2 1000
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' State of Califomia « Haalth and Humen Senvices Agericy

)

Dapariment of Heallh Cate Services
Medi-Cal Managed Care
Non-Medical Exemption
Excepcidn Por Razones No Meédicas
Para Atencion Médica Administrada de Medi-Cal
Request for Non-Mecdlcal Exemption from Plan Enroliment

Indian Health Pregram Exemption

Each area of the Indian Health Program Exemption form
must be completed ox the form will be returned unprocessed,
Please Print or Type (Ink Only)

Dear Indlan Health Service Facifity: If you cumently
provide or will be providing medical services to an individual
who Is recelving Medi-Cal benefits and that Individual is

required to enroll in a health plan, completion of this form will
enable fhe individual to receive services

. as an aliemnative fo exvoliment in a Medi-Cal
health plen. The Indian Health
individual chooses to erzoll in a Medi-Cal Managed Care .
Tealth plan,

arongh your facility
Care
is valid vt the

 [1- Benstidary Name

2. Banefidary Medi-Cal LD. Number (B1C)

Last Name First Name

ML

3, Name of indian Heallh Facliity

—

may audit this farm lo delermine I the information provided Is

Imﬂyﬂhh&mﬂlmmmmimmmulmmmumummm

{ )

45, Authortzad signaturs of Medi-Cal Provder | 4b, Dals eigned
Wonth Day  Year
4c. Puirted nems of Madi-Cal Provider 4d_ MedhOal Provider Number used o biit the Medl-Gal Program
far this henaficlary, ;

Last Nama First Rame . - - -
B, Telephane number of Medioal Provider 8. Fax number of Medical Provider

M. L S N, P S —
. Telephone number of Medical Physician 10. Faxaumber of Medical Physician

{ )

Dear Madl-Cal Beneficlary: ¥f you or 2 family member js receiving
Medi-Cal benefits, you may be required to join a Medi-Cal
Managed Care health plan, Howeves, if you ora family member
is a Native American, Alaskan Natve or qualified nondndfan
mdmmwwdmwhmhﬂm
Health Bervice facility, you may request to ba excused
from Medi-Cal Managed Case health plan enrollment in order
{o receive services through an Indfan Health Service facility. _
“To be excused from plan enwollment you must have an Indian
Health Service facility complete this form,
that you are or will be recaiving services from an

Indtan Health Service facility. The facility representative must
submik: this completed form to the HCO program.
Malt complated form to:

Heslth Care Options

PO, Bax 888008

West Sacramento, CA 95793-8850

or Fax this form 0! (916) 364-0287
I your have any questionsregerding thisfarm, pleasecall

Estimado beneficiasio de Medi-Cal: Si usted o un miembro da su
s PlndaSelod Aduiiotndods e Ca.
debainscribirse enunPlandaSalud Administrado
Sin embargo, i usted o un miembro du su familfa es de origen
e? Eena ey sEvicios
personag de origen no indfgena y secibir
mmdkwammdemm&emmmﬂlﬂ),
puede solicitar que esié exduicio de inscribirse en wn plan de
salud de Afencién Médica Administrada de Medi-Cal para
recibir los servicios a kravés del centro delindian Hesith Service,

Paraqueesté excluido de nscribires en el plan, debasoliciiarlea
w del centxo de Indian Health Services quellene
esta formulario, en el que certifica que usted recibe o recibird
servicios a través de un centro de Indfan Health Service, El
representante del centte debe envier este formularic completo
el programa HCO,

HCO al 1-800-430-4268; TDD/TTY usars, call 1-800-430-7077

H14_0003382_ENG 0512
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Date: July 18, 2012
To: Al Medi-Cal Providers

Subject:  Provider Bulletin: Introduction and Supplemental Instructions for
Form HCO 7101, Request for Medical Exemption from Plan Enroliment

The pmvlder bullefin that accompanies this letier detalls the policy of the Department of
Health Care Services (DHCS) regarding Medlcal Exsmpfion Requests (MERs).

AMERIsa request for temporary exemplion from enroliment into a Medi-Cal managed care
plan only until the Medi-Cal beneficlary’s medical condition has stabilized to a level that
would enable the beneficlary o transfer, without deleterious medical effects, froma
physldlan in Fee-for-Service (FFS) Medl-Cal fo a physician of the same spacialy in a
managed cars plan.

To initiate the MER process, the treating physiclan must fill out form HCO 7101, Request for
Medical Exemption from Plan Enroliment. mDI-ICBMMﬂHnmhm and verifles
the information In each MER form. For DHCS fo complets its review and avold a delay In
processing, DHCS requests the healthcare providers of Medi-Cat beneficiaries fo consider
the following five poinis:

Only one MER form should be submitted for a beneficlary unless a previous MER was
daﬁedmdﬁnbmeﬂday’snuﬁlaﬂmﬂ'ﬁnnhmmchmged. Submitiing multiple
MERs for one beneficlary siows down the review and verification process.

antirety and may be consldered Inoornplaﬁa if

mcmvﬂaldsarewormm Examples of commonly
missed fiakds include:

Beneficiary's Medi-Cal Client identificafion Number {(CIN).

ICD-8 Codefs).

Description of treatment plan that cannot be interrupted.

Estimated date of completion of treatment.

Requesting and rendering provider are not the same.

Rendering provider's NPI and Medical License Number.

Telephone number of the randering provider’s office.

Orfiginal signature of beneficlary or authorized representative.

Originel signature of rendering phyaldan (no stamp or staff signature allowed).

® o 9 & ¢ 4 @ © @

e T beneﬂclery’s reatment cannot safely be
transferred to a2 managed care plan physician(s) of the same spedialty or specialiies.
Supporting documents may Include, but are not limited to legibie coples of:

» Notes from five most recent MD office visits.
» GCumrent medical history and physical exam results.
« Treatment plan.



All Med!-Cal Providers
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Tobe reoomldanad the mlsalng hfonnaﬁon or cnmpleﬁed form musst hepmv!dsd ‘within
30 days of DHCS's request to the submiliting provider for additional information. Any
MER Incomplete for over 30 days will be denied.

While the MER is in an incomplete status for 30 days, the beneficiary will remain in FFS
Medi-Cal, if not already enrolled in 2 managed care plan.

ouumyofruzdemtha MERw!{bedeniedbecmaaﬂ'mhamﬂqweenwﬂnuafo
receive services from his or her current provider as a member of the managed care plan
with which the provider Is.cumently affiliated.

Please read thé accompanying provider bulletin for the detalled policy staternent related to
MERs. If you have questions regarding this provider bulletin; please contact Health Care
Optlons at 800-430-4263.

Sincerely,
ORIGINAL SIGNED BY MARGARET TATAR

Margaret Tatar, Chisf
Medi-Cal Managed Care Division

...............................
......................



Provider Buiieiin
Medical Exemption from Plan Enroliment Request Process

The purpose of this bulletin Is to reaffirm the Medical Exemption Request (MER)
process that exempts Medi-Cal heneficiaries from enroliment into managed care and
ensure that providers are reminded that Senlors and Persons with Disabilities (SPDs)
have the appartunity fo request continued access to an out-of-network provider for up to
12 months after they have been enrolied in a managed care heaith plan. This bulletin
aleo serves as notification that the MER form Is in the process of being revised to better
reflect the requirements for a MER to be processed.

The recent implementation of mandatory enroliment of SPDs into managed care has
generated a significant increase In requests for MERs. The Depariment of Health Care
Services (DHCS) wants to remind providers that a MER might not be necessary foran
SPD o continue to see thelr existing out-of-network provider, even if the SPD is

enrolled in @ managed care health plan, SPD beneficiaries have the opportuniy to
request continued access to see an out-of-network provider for up to 12 months after |
enrollment in a managed care health plan 4 assure continulty of care. Although certain
requirements must be fulfilied, it Is not necessary for the provider to confract with the

managed care health plan to continus treating the baneuoiary. Additional Informaltion is
provided In the links below, ’

° Pwvijder Bulletin.

Per Tifle 22 of the Callfornla Code of Regulations, Seciion 53887, an eligible beneficiary
in 2 Two Plan county, who s receiving fee-for-service (FFS) Medi-Cal treatment or
services for a complex medical condition from a physician, certified nurse midwife, or
licensed midwife who Is particlpating in the Medi-Cal program but ls not a contracting
provider of the managed care health plans avaiiable In the siigible beneficlary's county
of residence may request a medical exempfion to temporarily continue treatment under
FFS Medi-Cal to support the beneflclary’s continulty of care. A beneficlary who has
been granted & medical exemption from heaith plan enrcliment shall remain with the



FFS provider only untif the medical condition has stabilized to a level that wouid enable

the Individual to change to an ln-nelwurk physician of the same specialty without
deleterious medical effects. .

The DHCS clinlcal staff reviews each MER fo detarmine If the beneficiary can be safely
transitioned inta 2 managed care health plan where they will continue to receive all
medically necessary covered services. A MER is not reviewed to determine if medical
services should be provided or to determine if such services are medically newesary'
this is not a Treatment Authorization Request.

In general, a beneficiary receiving malntenance care or being seen for routine follow-up
of thelr complex medical condition(s) will not be granted an exemption from health plan
enroliment. Additionally, per Title 22, a request for exempfion shall not be granted fora
beneficlary who has been a member of a heaith plan for more than 80 days; hasa .
current provider who Is cantracting with a managed care health plan operating in the
beneficlary’s county of residence, Including subcontracting plans, clinics, and/or
Independent Physician Assoclations; or has begun or was scheduled to begin treatment
after the date of health plan enroliment.

As beneficiaries with more complex medical conditions are being moved into managed
care, DHCS has found that additional Information Is required for clinical staff to verify
the complexity, valldity, and status of the medical condition and treatment plan that-
necessitates the exsmption. To expedita the review process, providers must supply this
documentation to help verify that the beneficiary is unable to safely transfer {o a health
plan provider of the same specialty. The type of information that DHCS needs may
Include, but is not limited to, approved FFS TARS, progress notes, information from the
last history and physical exam, a treatment plan, and any additional information that
demonstrates that the beneficiary cannot safely transfer to a new provider. To help
avold delays In these Important requests, DHCS asks that providers Include the
information described above as documentation in the initial MER request.

Additionally, DHCS cannot review incomplete MER forms. Anincomplete MER will be
‘sent back to the provider, which will delay the processing of the exemption request.
The request review will be delayed if:

» All fields in the MER form are not complete when submiited.

» Necessary documsntation Is not provided with the initlal submission of the MER
that allows dlinical staff to make a determination.



» The provider submitfing the MER Is not the same as i non-coniracted provider
actually providing the services that the MER Is being requested for, such as
specialty treatment centers or hospltals. ;

if the MER Is retumed as Incomplete and additional Information requested by DHCS Is
not recelved within 20 days of the date on the request for additional information, the
MER will be administrafively denled by DHCS.

Pregnancy Requests

Exemption requests for pregnancy wilt be reviewed as described above to determine if
the beneficlary Is eligible for an exemption and unable to safely change providers.
Providers must supply the appropriate ICD-9 codes and any addifional Information to
assist in the review of the request. An uncomplicated pregnancy Is not considered a
condition that requires a beneficiary to stay with the current physician for mother and

* infant sefety. However, special consideration Is given to women in thelr 3" trimester
who have an established relationship with a provider during their 1* and 2™ frimesters
to ensure continuity of care for the delivery. Exemptions will not be grantad for
members assigned ta a health plan clinic who request to recelve services from a non-
confracted provider affiliated with the clinlc. The beneficiary’s primary provideris
considered the clinic.

Kidney and comneal fransplants are the only transplants covered by menaged care
health plans In most counfies. All other transplants are provided on a FFS basis,
regardiess of managed care enrcliment. However, exemption requests for beneficiaries
experiencing spedific transplant situations will be reviewed and evaluated with the same
critaria previously described.

Exemption from plan enroliment or extengion of an approved exemption duetoa
complex medical condition must be requested on the "Request for Medical Exemption
from Plan Enroliment” form, which can be accessed by calling 1-800-430-4263 or online

Questions regarding these documents may be directed to Health Ca:a Opﬂona at:

1-800-430-4263 or TDD/TTY 1-800-430-7077, or www.hesithcaracptions.d
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. ) State of California-Health ¢ and Humn S Agency ¥ 4 <
~] | Def@rtment of Health Card®Services B
’-. : P.0. Box 989009
- ' Wnest Sacramento, CA 85798-8850
* NPORTANT INFORMATION ABOUT YOUR MEDI-CAL ENRCLLMENT*

March 19, 2012

m111m7

, . RE: | . 1207606F7/402643
2 Dear

o “Your request for an exemption from enroliment in 8 Medi-Cal mansaged care health plan bas been denied. The
: reason for this denial is listed below (Referencs: Califomia Code of Regulations, Title 22, Section 53887 or
e 53923.5)

« Your medical condition does not qualify for 2 medice] exemption. This decision is based on the information
i sent to us by your-doctor,
/.--————_____'_‘ T e b o
-Ymrhmlthplmmayanowyouwcﬁummwwmmmm mmonﬂ:s&omm-\. Tl
‘\__ﬁ_, Mmmmmmmmmmwmmm T

Nmmaderdﬂdmmtchmgomm:ﬁgihﬂhy Ybumsﬂngammmmatm
medically needed, .

You must earoll in a Medi-Cai managed care health plan because you do not qualify for an exeiption. If you
are already in a Medi-Cal managed cave health plan, you do not need to do anything, if you arenot ina
Medi-Cal managed care plan, in about 30 days you will receive information telling you how to enroll, The
packet will have the information you need to choose a Medi-Cal managed care health plan.

FOR HELP ENROLLING IN A MEDI-CAL PLAN: Call Health Care Options at {-800-430-4263 from 8:00
AM to 5:00 PM Monday through Friday if you need help enrolling in a Medi-Cal managed care health plan.

SER YOUR DOCTOR ABOUT YOUR MEDICAL CONDITION: Once you are in a Medi-Cal managed care
health plan, please see your plan doctor about your medical condition, If you are already in 2 Medi-Cal
managedosehealthplan. be sure yaur dostor knows about your medical condition.

FOR HELP WITH YOUR MEDI-CAL PLAN: |f you need help getting care from your Medi-Cal managed care
heaith plan, cail the plan's member services department, You can also call the Office of the Ombudsman at
. 1-888-452-8608 from 8:00 AM to 5:00 PM Monday through Friday. '

YOUR RIGHT TO A STATE HEARING: You have the right to ask for a Stats Hearing sbout this denial.
(Welfare and Institutions Codes Section 10950 and Califomia Code of Regulations, Tifle 22, Section 50951).

8263018973/1839730 ’ owy =
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You must ask for a State Heaﬁﬁgwithin%daysfromﬁwdﬂa of this notice, You can sk fora State Hearing
even if you have filad a grievance with your health plan. :

To ask for a State Hearing, write: y '
California Department of Social Services
State Hearings Division
PO. Box 944243, MS 19-37
Sacramento, CA. 94244-2430

-

+You-also can-ask for.s State Bearing by calling 1-800-952-5253 from 8:00 AM to 5:00 BM Monday through
Friday. This number can be very busy. You may get 8 Higssage isking you to call back later-(if you have . . _
trouble hearing or speaking, call TDD 1-800-952-8349). This call is free.

if you ask for a State Hearing in writlng, please nclude:
» Your name
= Person asking for a State Hearing
* Your Medi-Cal Benefita Identification Number
* Your address i
* Your telephone number
= Reason yau are asking for a State Hearing
+ Language ot dialect (in case you need an interpreter)
= Name, address, and telephone number of your authorized representative.

Lf you ask for a State Hearing, the State Hearing Office will set up a file. You and/or your authorized
representative have the right to see this file. T : .

-

‘You can represent yourself at the State Hearing or have someone else represent'you. For information about
how to get free legal help, call the California Department of Social Services at 1-800-952-5253 fiom 8:00 AM.
to 5:00 PM Monday through Friday. You can also call your local County Bar Association for 2 list of
organizations that give fiee legal help. ’

Sincerely,

Califomia Health Care Options
1-800-430-4263

CONFIDENITAL
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_ Verification
1, Azatii Chetkhchyan, am a petitioner in the above-entitied action. I deciare under
penalty of perjtiry that the facts alleged in the foregoing document that relate to me aré true and
correct to the best of my information end belief.

Executed in Los Angeles, California this_[S “May in Octger, 2013.
@@M
Manukian

For Anmii Charkhchysn
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Verification
I, Juan Cameros, am a petitioner in the above-entitled action. Ideclare under penalty of
petjury that the facts alleged in the foregoing document that relate to me are true and correct to
the best of my information and belief,
Bxecuted in Los Angeles, California this |&”  day in Octo

,201?/5
4|
Yo
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Verification

I, Raquel Alvarez, am a petitioner in the above-entitled action. I declare under penalty of
perjury that the facts alleged in the foregoing document that relate to me are true and correct to

the besi of my information and belief.

Executed in Los Angeles, California this 2/ __ day in October, 2013,

(Lot Boves, Tl
" 4 Raguel Alvérez Martell

For Raquel Alvarez

VERIPICATION
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Verification
1, Della Saavedra, am a petitioner in the above-entitled action. Ideclare under penalty of
petjury that the facts alleged in the foregoing document that relate to me are true and correct to
the best of my information and belief. |
Executed in Los Angeles, California this _2{;_ day in October, 2013,

1

VERIFICATION




LEGAL AID FOUNDATION OF LOS ANGELES
1550'W. 8 Street

Las Angeles, CA 90017
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PROOF OF SERVICE
STATE OF CALIFORNIA )

)
COUNTY OFLOS ANGELES )

Iamemployedmﬂ:eqoungroflmAngelﬁ.StateofCahMma. I am over the age of 18 and|
not & party to the within action; my business address is 1550 W, 8® St., Los Angeles, CA 90017

On November 4, 2013, Iserved the following documen:s (s) described as; Second Amended
Petition for Writ of Mandate on the inferested party (ies) in this action by handing true copies
thereof in sealed erivelopes and/ or packages as follow:

Parties served:
Janet E. Burtis, Esg.
S. Paul Bruguera, Esq.
Deputy Attorney General
300 South Spring Str., Ste. 1702
Las Angeles, CA 90013
Attorneys for Respondents

[l ByEmail: Personally transmitting the document(s) via electronic setvice to the e-mail
addresses set forth below on this date.

X  (ByU.S.Mail) Asfollows: Iam “readily familiar” with the firm’s practice of collection and
processing correspondence for mailing. Under that practice it would be deposited with U.S.
postal serVice on that same day with postage thereon fully prepaid at Los Angeles, California
in the ordinary course of business. I am aware that on motion of the party served, service is
presumuimvahd:fpostalcanceﬂauondateorpostagemeterdatelsmurethanoncdaya.ﬂier
date of deposit for mailing in affidavit. [C.C.P. §§ 1012 and 1013(a)]

[0 (ByPersonal Setvice) I personally handed such envelope or package to the party or person
authorized to receive service for the party.

Xl  (STATE) I declare under penalty of perjury under the laws of the State of California that the
foregoing is true and correct.

Executed on Noveniber 4, 2013 at Los Angeles, Califomni
X7

“U " Kafefl Ruiz

1

“PROOF OF SERVICE
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1 | KamaLa D. HARRIS
Attorney General of California
2 | LesLiEP. MCELROY
Supervising Deputy Attorney General
JANET E. BURNS
S.PAUL BRUGUERA
Deputy Attorneys General
State Bar No. 100406
300 South Spring Street, Suite 1702
Los Angeles, CA 90013
Telephone: (213) 576-7156
Fax: (213) 897-2805
7 E-mail: Paul.Bruguera@doj.ca.gov
Attorneys for Respondents Toby Douglas, Director,
and the Departmeni of Health Care Services

L

(= T

9
SUPERIOR COURT OF THE STATE OF CALIFORNIA
10
COUNTY OF LOS ANGELES, CENTRAL DISTRICT
11 '
" 12

13 | DELLA SAAVEDRA; JUAN CAMEROS; | CaseNo.BS140896
ANITA VALADEZ; RAQUEL ALYAREZ,
14 | by her mother and guardian ad litem ANSWER TO SECOND AMENDED

Raguel Martell Alvarez; and AZATUI T PETITION FOR " WRIT OF MANDATE————
5 m GUARDIAN AD

LITEM ; ano R
16 | FARA » ;

17 Petitioners,
18 v.
19

TOBY DOUGLAS, in his official capacity as
20 | Director, California Department of Health
Care Services; CALIFORNIA

21 | DEPARTMENT OF HEALTH CARE
SERVICES, and DOES 1-20, inclusive,

22
Respondents.
23
24
25 Respondents Toby Douglas, in his official capacity as Director of the California

26 | Department (_)f Health Care Services and the California Department of Health Care Services
27 | (Respondents) hereby answer the Second Amended Petition for Writ of Mandate (Second

28 | Amended Petition) as follows:

1
Answer to Second Amended Petition for Writ of Mandate (BS140896)




O 06 ~1 O i B L RN e

o
B W N = O

1.  Answering paragraph 1 of the Second Amended Petition, Respondents admit that
Petitioner Della Saavedra asserts that she suffers from Multiple Myeloma, hypertension and
diabetes. Respondents allege that pursuant to a waiver granted by the Centers for Medicare and
Medicaid Services (CMS), the California Department of Health Care Services (DHCS) began in
June 2011, requiring certain Seniors and Persons with Disabilities to receive their Medi-Cal
services through managed care health plans rather than fee-for-service health care providers.
Respondents deny the remaining allegations in this paragraph.

2.  Answering paragraph 2 of the Second Amended Petition, Respondents admit that
beginning in June 2011, more than 240,000 Seniors and Persons with Disabilities in Los Angeles
and fifteen other California counties have no longer been allowed to receive medical care on a
fee-for-service basis paid for by Medi-Cal, and have been mandatorily enrolled in Medi-Cal
managed care plans. Respondents deny the remaining allegations in this paragraph.

3. Answering paragraph 3 of the Second Amended Petition, the allegations purport to
paraphrase and quote from Welfare and Institutions Code section 14182(b)(15) and Title 22,

[ % I G R e ol
R 3 B2 8 &8 % 3 a o

25

California Code of Regulations, section 53887, subdivision (a)(2)(A). That reglﬂation‘and statute
speak for themselves and no answer is required to those allegations of this paragraph. To the
extent a response may be required to the remaining allegations, Respondents deny the remaining
allegations in this paragraph.

4,  Answering paragraph 4 of the Second Amended Petition, Respondents admit that
“For beneficiaries to be exempt from enrollment in managed care, their current treating
physicians must submit a Medical Exemption Request ("MER") on their behalf on the prescribed
HCO 71 01 or 7102 forms.” Respondents deny the remaining allegations.

5. Answering paragraph 5 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

6.  Answering paragraph 6 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

7.  Answering paragraph 7 of the Second Amended Petition, Respondents admit that

petitioners have accurately quoted a sentence in Welfare and Institutions Code section
2
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1 § 14182(b)(21). However, the statute speaks for itself and no answer is required to those

2 | allegations of this paragraph. To the extent a response may be required to the remaining

3 | aliegations, Respondents deny the remaining allegations in this paragraph.

4 8.  Answering paragraph 8 of the Second Amended Petition, Respondents deny the

5 | allegations in this paragraph.

6 9.  Answering paragraph 9 of the Second Amended Petition, Respondents admit that the

~J

Medi-Cal Managed Care Office of the Ombudsman ‘helps solve problems from a neutral
8 | standpoint to ensure’ that Medi-Cal beneficiaries ‘receive all medical]y necessary covered
9 | services for which [managed care] plans are responsible’”. . Respondents deny the remaining
10 | allegations contained in this paragraph.
11 10. Answering paragraph 10 of the Second Amended Petition, Respondents admit that:
12 § (1) in November 2012, DHCS publicly acknowledged that processing errors had occurred in
13 conncc;tion with thousands of MERs filed by Seniors and Persons with Disabilities; (2) in January
14 | 2013, DHCS sent a notice, known as Letter X, to thousands of these Medi-Cal beneficiaries, who

15 | were Seniors and Persons with Disabilities, informing them that their MERS had been denied

16 | without the beneficiary being sent any notice of that denial; and (3) Letter X did not state the

17 | reasons for the denial of their MERS, but did state that the beneficiaries had 45 days to appeal the
18 | denial of their MERs. Respondents deny the remaining allegations of this paragraph.

19 11. Answering paragraph 11 of the Second Amended Petition, Respondents admit that:
20 | (1)in January 2013, DHCS also sent a notice, known as Letter B, to thousands of additional

21 | Medi-Cal beneficiaries who were Seniors and Persons with Disabilities, informing them that their
22 | MERs had been denied before their treating physicians had the opportunity to present further

23 | documentation to support their MERS; (2) Letter B did not inform the beneficiaries of what

24 | further documentation had not been presented by their providers; and (3) Letter B stated that the
25 | beneficiaries had 30 days 1o make a telephonic request for reinstatement to fee-for-service

26 | pending a decision on the new MER, and had 45 days to file a new MER for beneficiaries who

27 | remain in the managed care plan. Respondents deny the remaining allegations in this paragraph.

3
Answer to Second Amended Perition for Writ of Mandate (BS140896)
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12, Answering paragraph 12 of the Second Amended Petition, Respondents admit that in
January 2013, DHCS sent the X letter to some people who should have received the B letter.
Respondents deny the remaining allegations of paragraph 12.

13.  Answering paragraph 13 of the Petition, Respondents admit that Petitioners Della
Saavedra, Juan Cameros, Anita Valadez, Raquel Alvarez, Azatui Charkhchyan, and Janet
Farahmand are Medi-Cal beneficiaries who have received treatment for their medical conditions
from Medi-Cal providers on a fee-for-service basis, and that DHCS reinstated Petitioners
Saavedra, Cameros, Valadez, and Alvarez to fee-for-service in October 2012 and granted their
respective MERSs effective from November 1, 2012, to October 31, 2013, DHCS granted an
additional extension allowing all Petitioners to stay in fee-for-service through June 30, 2014.
DHCS granted petitioner Charkhchyan a temporary exemption, and retummed petitioner
Farahmand to fee-for-service pending resolution of her MER. Respondents deny every remaining
allegation contained in this paragraph.

14. . Answering paragraph 14 of the Second Amended Petition, Respondents deny every

. 3] [ %] — [y — — s
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24
25
26
27
28

allegation contained in the paragraph.

15. Answering paragraph 15 of the Second Amended Petition, Respondents admit that
Petitioners have provided information indicating the following: (1) Petitioner Della Saavedra
(Saavedra) is a Medi-Cal recipient with disabilities and complex medical conditions, including
Multiple Myeloma (cancer of the plasma cells), Idiopathic Thrombocytopenia (abnormally low
platelet count, now in remission), iron deficiency anemia (also in remission), hypertension, and
insulin-dependent diabetes; (2) beginning in 1990, Saavedra was treated at City of Hope by Dr.
Anthony Stein, Dr. Wei Feng and other physicians on a fee-for-service basis; (3) in November
2011, Saavedra’s physicians filed a timely MER on her behalf; (4) on March 19, 2012, DHCS
denied the MER and enrolled her in a managed care plan; (5) Saavedra filed a timely appeal of
the denial of her MER; (6) on July 17, 2012 the administrative Jaw judge (ALJ) granted Saavedra
a temporary exemption from enrollment in managed care pending a hearing decision; (7) the '
Department overturned the decision of the ALJ granting the temporary exemption because the

beneficiary was already enrolled in the managed care plan for an extended period of time and
4
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12
13
14

there would be no disruption of continuity of care; (8) the Department submitted a position
statement stating that Saavedra had failed to document “any high risk or complex medical
condition that has not been stabilized and requires continuity of care from a Fee-for-Service
provider, Therefore there is no deleterious medical effects to the beneficiary if she began
receiving care from a plan provider;” (9) Saavedra received an unfavorable hearing decision
denying her medical exemption; (10) on October 22, 2012, Respondents granted Saavedra’s MER
for a twelve-month period. DHCS granted an additional extension allowing all Petitioners to stay
in fee-for-service through June 30, 2014. Respondents lack sufficient information or beliefto
admit or deny the remaining allegations and on that basis deny them.

16. Answering paragraph 16 of the Petition, Respondents admit that Petitioners have
provided information indicating the following: (1) Petitioner Juan Cameros is a Medi-Cal
recipient, and a Person with Disabilities with complex medical conditions, including Ankylosing
Spondylitis (chronic painful inflammation of joints, including his hips, knees and eyes); (2)
Cameros is 35 years old, and both of his hips have been replaced; (3) Cameros was previously

15
16
17
18
19
20
21
22
23
24
25
26
27

receiving care on a fee-for-service basis from Dr. C. Thomas Vangsness, an orthopedic surgeon,
and a Professor of Orthopedic Surgery in the Keck School of Medicine at the University of
Southern California; (4) Cameros submitted a MER; (5) DHCS sent a notice of the denial of the
MER on February 27, 2012; (6) on March 1, 2012, the Department enrolled Cameros into
managed care; (7) on June 25, 2012, an administrative Jaw judge (ALJ) granted his request to be
temporarily returned to fee-for-service Medi-Cal while his MER appeal was pending; (8) on July
3, 2012, the Office of the Ombudsman reversed that order; (9) the ombudsman submitted a
position statement stating that Cameros had failed to document "any high risk or complex medical
condition that has not been stabilized and requires continuity of care from a Fee-For-Service
provider, Therefore there is no deleterious medical effects to the beneficiary if he began
receiving care from a plan provider”; (10) Cameros was returned to fee-for-service at the end of
July 2012; and (11) on October 22, 2012, Respondents granted Cameros' MER for a twelve-

month period of time. DHCS granted an additional extension allowing all Petitioners to stay in

5
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fee-for-service through June 30, 2014. Respondents lack sufficient information or belief to admit
or deny the remaining allegations of paragraph 16, and on that basis deny them.

17. Answering paragraph 17 of the Petition, Respondents admit that Petitioners have
provide;i information indicating the following: (1) Petitioner Raquel Alvarez is a Medi-Cal
recipient, and is a Person with Disabilities with complex medical conditions, including
Pulmonary Valve Stenosis (a narrowing of the heart valve that separates the lower right chamber
of her heart from the artery that supplies blood to her lungs), Noonan's syndrome (2 genetic
disorder that prevents normal development in various parts of the body), and Behcet's syndrome
(an extremely rare condition which causes chronic inflammation of the blood vessels); (2)
Alvarez is age 24, and is developmentally delayed; (3) Alvarez’s mother, Raquel Martell Alvarez,
is her guardian ad litem; (4) for much of her life, Alvarez has received care on a fee-for-service
' basis from a cardiologist, rheumatologist, and other specialists who have prescribed several
medications to address her complex medical conditions; (5) Alvarez was enrolled into managed

care on May 1, 2012; (6) Alvarez filed a MER, appealed the denials of her MER, and sought to

disenroll from the managed care plan; (7) DHCS returned Alvarez to fee-for-service on October
1, 2012, pending the administrative hearing on her MER denial; and (8) on October 22, 2012,
Respondents granted Alvarez's MER for a twelve-month period. Respondents lack sufficient
information or belief to admit or deny the remaining allegations of paragraph 17, and on that basis
deny them.

18. Answering paragraph 18 of the Petition, Respondents admit the following allegations
of paragraph 18: (1) Petitioner Anita Valadez was a Medi-Cal recipient; (2) on or about April 10,
2012, Dr. Haowei Zhang, who was then providing chemotherapy to Ms. Valadez, submitted a
MER on her behalf; (3) on July 1, 2012, DHCS transitioned Valadez into 2 Medi-Cal managed
care plan; (4) on July 9, 2012, DHCS sent Valadez a written notice of the denial of her MER,; (3)
Valadez sent in an appeal the following day; (6) on July 10, 2012, Valadez requested a hearing,
and was thereafter tcmpo;arily returned to fee-for-service Medi-Cal pending a hearing decision
on the appeal of the denial of her MER; (7) on August 24, 2012, the Department.submitted a

position statement advocating a denial of the appeal on the grounds that Valadez failed to
6
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document "any high risk or complex medical condition that has not been stabilized and requires
continuity of care from a fee-for-service provider. Therefore there is no deleterious medical
effects to the beneficiary if she began receiving care from a plan provider;" (8) on October 22,
2012, prior to any hearing, Respondents granted Valadez's MER for a twelve-month period of
time. Respondents lack sufficient information or belief to admit or deny the remaining
allegations of paragraph 18, and on that basis deny them.

19. Answering paragraph 19 of the Petition, Respondents admit the Petitioners have
provided information alleging the following: (1) Petitioner Azatui Charkhchyan is a Medi-Cal
recipient with disabilities with complex medical conditions, having suffered cardiac arrest in
February 2011, that deprived her brain of oxygen and resulted in serious brain injury; (2) in July
2011, Charkhchyan was enrolled in a Nursing Facility Sub-Acute Hospital (NF/AH) waiver
program; (3) presently, she is in a vegetative state and receives around-the-clock nursing care in
her home; (4) on May 30, 2012, Dr. Robert N. Tiicher completed an HCO 7101 form stating that

Charkhchyan suffered from anoxic brain injury, seizure disorder, chronic vegetative state, severe

anemia requiring transfusions and gastrointestinal tube feeding; (5) DHCS denied her MER,; (6)
Petitioner's son filed a timely appeal from the denial of her MER; (7) DHCS filed a position
statement, dated July 26, 2012, stating that the provider failed to document "any high risk or
complex medical condition;" (8) on September 6, 2012, the administrative law judge denied the
MER; (9) a rehearing request was timely filed asserting the nursing home waiver exemption
under 22 California Code of Regulations § 53887 (2)(a)(8)(A); (10) on October 26, 2012, DHCS
denied the rehearing request; (11) Respondents have returned Charkhchyan to fee-for-service
Medi-Cal. Respondents lack sufficient information or belief to admit or deny the remaining
allegations contained in paragraph 19, and on that basis deny them.

20. Answering paragraph 20 of the Second Amended Petition, Respondents admit that
Petitioners have provided information alleging the following; (1) petitioner Janet Farahmand is a
Medi-Cal recipient, is 61 years old, and a Person with Disabilities, with complex medical
conditions, including diabetes, a kidney transplant and open heart surgery; (2) Farahmand was

transferred to LA CARE on or about November 2011; (3) Farahmand and her doctor filed a MER
7
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1 | onFebruary 12,2012, which was denied on April 14, 2012; (4) the notice of denial was written in
2 || English; (5) a hearing was requested, and a telephonic hearing took place in the summer of 2012;
3 | (6)the ALJ found that, “While claimant’s kidney transplant and heart problems may represent a
4 § complex medical condition, the medical evidence provided does not demonstrate any deleterious
5 | medical effects that would result from enrollment in managed care;” (7) in J anuary 2013,
6 Farahmand received Letter X in Farsi, and requested reinstatement to fee-for-service pending a
7 | hearing; and (8) Farahmand is now in fee-for-service and awaiting hearing on the MER denial.
8 | Respondents lack sufficient information or belief to admit or deny the remaining allegations
9 | contained in paragraph 20, and on that basis deny them.
10 21. Answering paragraph 21 of the Petition, Respondents allege that the allegations
11 | contained in this paragraph are legal arguments, which do not require an admission or denial. On
12 || this basis, and to the extent that the allegations contained in this paragraph are factual statements
13 | that require a response, Respondents deny every allegation contained in the paragraph.
14 22.  Answering paragraph 22 of the Petition, Respondents admit the allegations in this
15 | paragraph.
16 23. Answering paragraph 23 of the Petition, Respondents admit every allegation in this
17 || paragraph.
18 24, Answering paragraph 24 of the Petition, Respondents lack sufficient information and
19 || belief to admit or deny the allegations in paragraph 24, and on that basis deny every allegation
20 | contained in this paragraph.
2] 25. Answering paragraph 25 of the Second Amended Petition, to the extent Petitioners
22 || purport to paraphrase and quote 42 United States Code § 1396, Respondents admit the allegations
23 || in this paragraph.
24 26. Answering paragraph 26 of the Petition, Respondents allege that some of the federal
25 || Medicaid requirements can be waived. Respondents admit the remaining allegations in this
26 | paragraph. '
27 27. Answering paragraph 27 of the Petition, Respondents admit the allegations in this
.28 | paragraph.
8
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28. Answering paragraph 28 of the Sécond Amended Petition, Respondents admit that
42 United States Code § 1396a (a)(5) states that the State plan for medical assistance must
provide for either the establishment or designation of a single State agency to administer or to
supervise the administration of the plan. Respondenis deny the remaining allegations in this
paragraph.

26. Answering paragraph 29 of the Second Amended Petition, to the extent that
Petitioners purport to paraphrase and quote from 42 U.S.C. § 1396a(a)(8), (10), and (17), and 42
C.F.R. §4325.930, the statute and regulation speak for themselves and no answer is required to
those allegations of this paragraph. |

30. Answering paragraph 30 of the Second Amended Petition, the allegations purport
to paraphrase and quote from Welfare and Institutions Code sec-n'on 14000. That statute speaks

for itself and no answer is required to those allegations of this paragraph.

3L Answering paragraph 31 of the Second Amended Petition, the allegations p!.;rport
to paraphrase and quote from Welfare and Institutions Code sections 14100.1 and 14154(d).
These statutes speaks for themselves and no answer is required to those allegations of this
paragraph.

32. Answering paragraph 32 of the Second Amended Petition, the allegations purport
to paraphrase and quote from Welfare and Institutions Code sections 10500 and 10000. Those
statutes speak for themselves and nc answer is required to those allegations of this paragraph.

33. Answering paragraph 33 of the Second Amended Petition, Respondents admit the
allegations in this paragraph.

34. Answering paragraph 34 of the Second Amended Petition, Respondents deny that
the Medi-Cal program provides health care to beneficiaries. Respondents allege that the Medi-
Cal program reimburses for health care services provided to beneficiaries. Respondents admit the

9
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remaining allegations in this paragraph.

35. Answering paragraph 35 of the Second Amended Petition, Respondents admit that
in 2000, the then Department of Health Services (predecessor to DHCS) amended its regulations
regarding disenrollment and exemptions to enrollment in Medi-Cal managed care plans.
Respondents deny each and every remaining allegation in this paragraph.

36. Answering paragraph 36 of the Second Amended Petition, Respondents admit the
allegations in this paragraph.

37. Answering paragraph 37 of the Second Amended Petition, Respondents admit the
allegations in this paragraph.

38, Answering paragraph 38 of the Second Amended Petition, Respondents deny that:
(1) the HCO Form 7101 and its instructions have remained the same up until the present day; and

(2) the HCO Form 7102 and its instructions have remained the same up until February 2012.

N DR NN N e = o e e

Respondents admit the remaining allegations in this paragraph.

39. Answering paragraph 39 of the Second Amended Petition, the allegations purport
to paraphrase and quote 22 California Code of Regulations section 53882. That regulation speaks
for itself and no answer is required to those allegations of this paragraph. Respondents deny each
and every remaining allegation in this paragraph.

40. Answering paragraph 40 of the Second Amended Petition, the allegations purport
to paraphrase and quote from Assembly Bill No. 208 and Welfare and Institutions Code section

14182(b)(15). That Assembly Bill and statute speak for themselves, and no answer is required to

those allegations of this paragraph.

41. Answering paragraph 41 of the Second Amended Petifion, the allegations purport
to paraphrase and quote from Senate Bill No. 1008 and Welfare and Institutions Code section
14182(b)(21). That Senate Bill and statute speak for themselves, and no answer is required to

10
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those allegations of this paragraph.

42, Answering paragraph 42 of the Second Amended Petition, Respondents admit that
in November of 2010, California obtained federal approval for a Social Security Act, section
1115(b) (42 U.S.C. § 1315) Medicaid Demonstration Waiver (Waiver) from the Centers for
Medicare and Medicaid Services (CMS). Amang the provisions of this Waiver is the mandatory
enrollment of Seniors and Persons with Disabilities in managed care. The re:r;aining al.iiega:tions
of paragraph 42 purport to paraphrase and quote from the Waiver. That Waiver speaks for itself,
and no answer is required to those allegations of this paragraph. On that basis, Respondents deny
the remaining allegations of this paragraph.

43, Answering paragraph 43 of the Second Amended Petition, Respondents admit that
“Beginning in June 2011, more than 240,000 Seniors and Persons with Disabilities in California

counties (Alameda, Contra Costa, Fresno, Kern, Los Angeles, Madera, Riverside, Sacramento,

16
17
18
19
20
21
v )
23
24

26
27

28

San Bernardino, San Diego, San Francisco, San Joaquin, Santa Clara, Stanislaus, Tulare and

Kings County) were required to join a managed care plan by the month of their birthday unless
they met the medical exemption criteria” or were exempt for some other reason, and that thirteen
of these counties have two managed care plans. Respondents deny the remaining allegations of
this paragraph.

44, Answering paragraph 44 of the Second Amended Petition, Respondents admit that
since June 2011, more than 27,000 MERs have been filed by Seniors and Persons with
Disabilities. Respondents deny the remaining allegations of this paragraph.

45, Answering paragraph 45 of the Second Amended Petition, Respondents admit that
since June 2011, DHCS has denied some MERs from Seniors and Persons ﬁm Disabilities who
meet at least one of the complex medical condition categories set forth in 22 C.C.R. section
53887(a)(2). and on HCO 7101 and 7102 forms, on the grounds that the beneficiary’s treating

11
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physician has not provided documentation indicating that the beneficiary’s medical condition is
so unstable that he/she cannot be n;ansfcrred without deleterious effects to a managed care
provider. Respondents deny each and every remaining allegation contained in this paragraph.

46. Answering paragraph 46 of the Second Amended Petition, Respondents deny that
DHCS removed the nursing home waiver from the HCO Form 7102 in February 2012.
Respondents allege that DHCS revised the HCO Form 71 02in May 2012, and that a true copy of
the form is attached to the Second Amended Petition as Exhibit E. Respondents further allege
that there never was a “separate form with which to apply for a nursing home waiver exemption”
. Respondents deny the remaining allegations in this paragraph.

47. Answering paragraph 47 of the Second Amended Petition, Respondents deny
every allegation contained in this paragraph.

48, Answering paragraph 48 of the Second Amended Petition, Respondents admit that

% I N e e
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DHCS has not amended the HCO Form 7101 and its instructions. Respondents deny the
remaining allegations in this paragraph.

49. Answering paragraph 49 of the Second Amended Petition, Respondents admit that
a copy of a notice is attached to the Second Amended Petition as Exhibit G. Respondents deny
each and every remaining allegation contained in this paragraph.

50. Answering paragraph 50 of the Second Amended Petition, Respondents admit the
allegations in this paragraph.

5s Answering paragraph 51 of the Second Amended Petition, Respondents admit the
allegations contained in this paragraph.

52. Answering paragraph 52 of the Second Amended Petition, Respondents deny the
allegations contained in this paragraph.

111
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53. Answering paragraph 53 of the Second Amended Petition, Respondents deny the
allegations contained in this paragraph.

54. Answering paragraph 54 of the Second Amended Petition, Respondents admit that
Letter X instructs beneficiaries that they have 45 days from the date of the letter’s mailing to
request a state hearing. Respondents deny all remaining allegations in this paragraph.

55. Answering paragraph 55 of the Second Amended Petition, Respondents deny the
allegations contained in this paragraph.

56. Answering paragraph 56 of the Second Amended Petition, Respondents admit that
Letter B does not inform beneficiaries of what additional information their fee-for-service
providers were supposed to provide in support of their MERS. Respondents further admit that
Letter B gives beneficiaries six months to file a new MER. Respondénts deny the remaining
allegations in this paragraph.

57. Answering paragraph 57 of the Second Amended Petition, Respondents admit that
certain beneficiaries who received the X Letter should have received the B letter, and that DHCS

B =t ek ek s e
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then seni a letier io those beneficiaries forwarding the correct notice and asking them to disregard
the letter they originally received. Respondents deny the remaining allegations in this paragraph.

58. Answering paragraph 58 of the Second Amended Petition, Respondents deny the
allegations in this paragraph. _

59. Answering paragraph 59 of the Second Amended Petition, Respondents reallege and
incorporate by reference each and every answer contained in paragraphs 1 through 58 of this
Answer to the Second Amended Petition.

60. Answering paragraph 60 of the Second Amended Petition, Respondents deny the
allegations in this paragraph. '

61. Answering paragraph 61 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

62. Answering paragraph 62'of the Second Amended Petition, Respondents reallege and
incorporate by reference each and every answer contained in all paragraphs of the Answer to the

Second Amended Petition.
13

-Answer to Second Amended Petition for Writ of Mandate (BS140896)




.

1 63, Answering paragraph 63 of the Second Amended Petition, the allegations purport to
2 | paraphrase and quote from a statute. That statute speaks for itself and no answer is required to -
3 | those allegations in this paragraph.
4 64. Answering paragraph 64 of the Second Amended Petition, the allegations purport to
5 | paraphrase and quote from a statute. That statute speaks for itself and no answer is required to
6 | those allegations in this paragraph.
7 65. Answering paragraph 65 of the Second Amended Petition, Respondents deny the
8 | allegations in this paragraph.
9 66. Answering paragraph 66 of the Second Amended Petition, Respondents deny the
10 allcgaﬁons in this paragraph.
11 67. Answering paragraph 67 of the Second Amended Petition, Respondents deny each
12 | and every allegation contained in this ﬁaragraph.
13 68. Answering paragraph 68 of the Second Amended Petition, Respondents reallege and
14 | incorporate by reference each and every answer contained in all paragraphs of this Answer to the
15 | Second Amended Petition. -
16 69. Answering paragraph 69 of the Second Amended Petition, Respondents deny the
17 | allegations in this paragraph.
18 70. Answering paragraph 70 of the Second Amended Petition, Respondents deny the
19 | allegations in this paragraph.
20 71.  Answering paragraph 71 of the Second Amended Petition, Respondents deny the
21 | allegations in this paragraph.

2 72. Answering paragraph 72 of the Second Amended Petition, Respondents reallege and
23 | incorporate by reference each and every answer contained in all paragraphs of the Answer to the
24 | Second Amended: Petition.

25 73. Answering paragraph 73 of the Second Amended Petition, the allegations purport to
26 |- paraphrase and quote from the California Constitution. That Constitution speaks for itself and no
27 | answer is required to those allegations of this paragraph. Respondents deny the remaining
28 || allegations in this paragraph,
14
Answer to Second Amended Petition for Writ of Mandate (BS$140896)




74, Answering paregraph 74 of the Second Amended Petition, the allegations purport to

Z | paraphrase and quote from regulations and statutes, and the Manuai of Policies and Procedures.
3 | The regulations, statutes, and Manual speak for themselves and no answer is required to those
4 | allegations of this paragraph. Respondents deny the remaining allegations in this paragraph.
5 75. Answering paragraph 75 of the Second Amended Petition, Respondents deny the
6 | allegations in this paragraph.
7 76. Answering paragraph 76 of the Second Amended Petition, the allegations purport to
8 | paraphrase and quote from regulations. The regulations speak for themselves and no answer is
9 | required to ﬁmose allegations of this paragraph. Respondents deny the remaining allegations in
10 | this paragraph.
11 77. Answering paragraph 77 of the Second Amended Petition, Respondents deny the
12 | allegations in this paragraph. -
13 78. Answering paragraph 78 of the Second Amended Petition, Respondents deny the
14 | allegations in this paragraph.
15 79. Answering paragraph 79 of the Second Amended Petition, Respondents reallege and
16 | incorporate by reference each and every answer contained in all paragrapﬁs of the Answer to the
17 | Second Amended Petition.
18 80. Answering paragraph 80 of the Second Amended Petition, the allegations purport to
19 | paraphrase and quote from a regulation. The regulation speaks for itself and no answer is
20 | required to those allegations of this paragrapﬁ. Respondents admit that DHCS has designated a
21 | Medi-Cal Managed Care Office of the Ombudsman. Respondents deny the remaining allegations
22 } in this paragraph.
23 81. Answering paragraph 81 of the Second Amended Petition, the allegations purport to
24 | paraphrase and quote from a statute. The statute speaks for itself and no answer is required to
25 | those allegations of this paragraph.
26 82. Answering paragraph 82 of the Second Amended Petition, the allegations purport to
27 | paraphrase and quote from a statute, The statute speaks for itself and no answer is required to
28 | those allegations of this paragraph.

15
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83. Answering paragraph 83 of the Second Amended Petition, Respondents deny the

allegations in this paragraph.

84. Answering paragraph 84 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

85. Answering paragraph 85 of the Second Amended Petition, Respondents reallege and
incorporate by reference each and every answer contained in all paragraphs of the Answer to the
Second Amended Petition,

86. Answering paragraph 86 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

87. Answering paragraph 87 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

88. Answering paragraph 88 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

89. Answering paragraph 89 of the Second Amended Petition, Respondents reallege and

incorporate by reference each and every answer contained in all paragraphs of the Answer to the
Second Amended Petition.

90. Answering paragraph 90 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

91. Answering paragraph 91 of the Second Amended Petition, Respondents deny the
allegations in this paragraph.

AFFIRMATIYE DEFENSES
FIRST AFFIRMATIVE DEFENSE

The petition for traditional mandamus fails to state a claim upon which relief can be granted
based on Code of Civil Procedure section 1085.
C FFI
The petition for writ of mandate is moot because Petitioners have been returned to fee-for-
e it Msai el wlborlinis tiesn e relles Wisy sedl i Wi procsedivi:
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28

disabilities, were transferred from fee-for-service Medi-Cal to Medi-Cal managed care plans

14 4

THIRD AFFIRMATIVE DEFENSE |

The petition for writ of mandate fails to state a claim upon which relief can be granted

because Petitioners and other Medi-Cal beneficiaries, who are seniors and persons with

pursuant to a federal waiver known as the California Bridge to Reform, 1-W-00193/9, issued
under Socia! Security Act section 1115 (42 U.S.C. § 1315),
fOUR'I’H AFFIRMATIVE DEFENSE
The First and Second Causes of Action fail to state claims upon which relief can be granted
because Welfare and Institutions Code section 14182, subdivision (k), provides that the
Department may implement or make specific changes to any applicable federal waiver and state
plan amendment by means of all-county letters, plan letters, or provider bulletins without taking

regulatory action.

FIF IRMATIVE D SE
The petition for writ of mandate is barred by the statute of limitations.
SIXTH AF, TIVEDE
Petitioners have failed to exhaust their administrative remedies.
SEV AFFIRMATIVE D SE
At all times relevant hereto, Respondents acted within the scope of their jurisdiction and
discretion, with due care, in good faith fulfillment of their responsibility pursuant to applicable
statutes, rules, regulations, and practices, within the bounds of reason under ali the circumstances
known to them, and with the good faith belief that their actions comported with all applicable
laws,
111

11
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EIGHTH AFFIRMATIVE DEFENSE
The relief Petitioners seek is barred because their remedy was to file a grievance against

their Medi-Cal managed care plan.

Dated: December 9, 2013 Respectfully Submitted,

KAMALA D. HARRIS

Attorney General of California
LEsLIiE P. MCELROY

Supervising Deputy Attorney General
S.PAUL BRUGUERA

Deputy Attorney General

bl frins”

E. BURNS
eputy Attorney General
Attorneys for Respondents

LA2013508479
51417249.doc
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DECLARATION OF SERVICE BY U.S. MAIL

Case Name: Saavedra, Della, et al vs. Deuglas, Toby; DHCS
Case No.: BS14089%6

1 declare:

1 am employed in the Office of the Attorney General, which is the office of a member of the
California State Bar, at which member’s direction this service is made. I am 18 years of age or
older and not a party to this matter. I am familiar with the business practice at the Office of the
Attorney General for collection and processing of correspondence for mailing with the United
States Postal Service. In accordance with that practice, correspondence placed in the internal
mail collection system at the Office of the Attorney General is deposited with the United States
Postal Service with postage thereon fully prepaid that same day in the ordinary course of
business.

On December 9, 2013, T served the attached ANSWER TO SECOND AMENDED PETITION
FOR WRIT OF MANDATE by placing a true ¢opy thereof enclosed in a sealed envelope in the
internal mail collection system at the Office of the Attorney General at 300 South Spring Street,
Suite 1702, Los Angeles, CA 90013, addressed as follows:

Robert D. Newman, Esq. Kimberly Lewis, Esq.

Western Center on Law & Poverty National Health Law Program
3701-Wilshire-Boulevard;-Suite 208 —— ———— —3701-Wilshire Boulevard; Suite-750
Los Angeles, CA 90010 Los Angeles, CA 90010

Barbara Schultz, Esq.

Legal Aid Foundation of Los Angeles -
1550 W. 8th Street :

Los Angeles, CA 90017

fCalifornia the foregoing is true
} 2013, at Los Angeles,
California.

Yesenia Caro

7Y,
Dectlarant / 0 Signature
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Instructions For Completing
Request for Medical Exemption from
‘Plan Enrollment Form -

Who Should Fill Out This Form? -
Ymneedtoermo]linaMedi-CathnagedCamPla:{(ie. Plan) now.

You should fill out this fonn:f: ‘ "

. Youneedtocmﬁmieﬁlemedicalcamynugetimmyournegu]a:m[eda-&l

(Bee-for-Service) doctor (doctors, nuise practitioners and midwives can complete
PartII of this form); -

» Your docbrmnotpartofaﬂmmﬁiecomiywhmymﬂve,AND
» Your only health insurance is Medi-Cal. '

You should £ill ontﬂ:isfomﬂvmﬁymmmoﬂedhaMed}CalwmermM
grams avé AIDS, Home and Community Based Services (FICBS), In Home

Walver pro,
Opemhons (lHO);mdNuxm@Facuhty/Am.ﬁeHospﬂ (NE/AH) or oﬂ:etwaiverpm

. You May Qualify forA Medical Exemption If:
s You have a complex medical condition; AND

° Thecueyou getfmmyourRegula:Medi—Cal docmrfo:the cmnplexmedjmlcondmm
. cannot be inferrupted because your condition conld worsen; AND

e YourReguhrMe:h-CaldodmmNOTpaﬂofapkmmyourmnnty Yonmaysee
more than one Regular Medi-Cal doctor. If you'do, have the form Slled out by the
doctor who sees you most often. Ask your Regular Medi-Cal doctor if he ox she is part
oiaﬂanmymcuunty Tmuhouldbe donebeﬂureyuumbmitﬂmfom

lf the Medical Exemption ls Approved:

YoucanéeeyomkegﬂarMedi—Caldocmrunﬁlycmmplﬂmedmalmdmmmmt

a problem enymore as determined by the Department of Health Care Sexvices. This can .
continue up to 12 months (or 90 days postparium). You will need another medical exemption
after the first one ends. The depariment will mail a new exemption form. to you and your
Regular Medi-Cal doctor to complete when it is time o apply for anew exemption.

if the Medical Exempﬂon is-Denied:

You and your doch:rwﬂlgetacopy of the derial letter. You may appem. the denial
Information on how-to appeal will be in the denial letter. Your new Medi-Cal plan will know
a.bout&tedmalandwﬂihyﬁc arrange for you to see your Regular Medi-Cal docior.

(oves)

HCoO ™M

MA,_DDO4048_ENG1 0218




Instructions Continued:

Part | — To Be Filled Out and Signed By the iiedi-Cal Member.

Please answer questions 1-10, then sign and date the form. After completing Part I
give the form to your Regular Medi-Cal doctor. Your doctor will fill in Part IL

Part Il — To Be Filled Out and Signed by Your Regular Med !-bal Doctor.

If the form is not complete, it will be sent back to your Regular Medi-Cal doctor to finish
filling it out. Your Regular Medi-Cal doctor may be asked to send in more information to
explain why you cannot be moved fo a Medi-Cal Managed Care Plan right riow. If your

R&gﬂd:rM&di—Cal@ono&mtsmdmaﬂof&mMmﬁmymmphmmqmﬂ

All information in this medical exemption form is private. This information will be used by -
ﬁeMeBi—Calpmgrm:benplaym end contractors only.

. Hyouhavemyques&emabmﬂ:efoﬂcwmgfompleaseaﬂ&mMEdL-CaIMmaged
* CareOmbudsmanat(SBB)ﬁZ—BﬁOE?

HCOo 7101 : ™ 5 MA_0004048_ENG2, 0215




mawm mwmmm ' ' . Deparimart of Heslth Care Servicss

. b part| -mBﬁw mémbym-mmmw ”“l!ulm“l

-800-430-4263. This call is

- Forhelp with thisform:please call: Health Care Options at 1

1.Name: (Please Print) . A : ; 2. Benefits Identification Card (BIC) Number

Lsthama . FrstName . ML o :
| 3. Date of Birth: i o 4.CheckOne: ClFemale CIMale - : LS
: Month Doy Yoar _ . :

5.Soclal Securfty Number * + 6.Areyous memberofa MediCalPlan? ClYes TINo

7.1ssomeond other than the beneficlary lfmphucpmﬂdeﬂnfoﬂbwlnghfommﬁ y

completing this section?

Oves ClNo : PrintName i

: T = Relationship . . Phone Number

B.lam mquesﬁngiiﬁtmdndnru:dln araq-ua;tﬁra MedH-Cal Managed Care medical exempfion for me.

Doctor's Name (Please Printk: e : :
9. Beneficiary’s Signature: ik _. - 10, Date Signed:
ol . 7 : / .
Signature of Beneficlary or Parent of Beneficiary ifa minor child S Meesh Day -,

This information Ismwﬁhhﬁmﬂaﬂdﬂaﬂh%mmmnm&dudwSe:ﬁmﬂ&?nrams.h
" orderto comply with requirements of continuing with Fee-for-Service {FFS) medical care. Completion of this form Is mandatory to requesta medical
exemption from enrallment in managed cara. Incomplete forms will be returned and could result in enroliment: in a Managed Care health plan,

3 Your Doctor MUST fill out AND SIGN this section.
*  Partll ~Doctor's Certification for Medical Exemption
11, Date you started treating bmnﬁda:yfm'mkcmdﬁm 12. Estimated date of completion m‘tmtrnmtarﬂ'lmpy
e | o " for condition requiring exemption:
/ f B . . !
Hioath Doy Year : Mopth = Dy Yoar

13. Please check the following as appropriate (icD-9 code must be Included In column 14 tothe right, or the* | 14, ICD-9 Codes *
exemption will be considered incomplete and returned and could mm:hmllmentlna Managed
Care Health Plan.) See included instructions for further detail '

O A. Pregnant and currently under your care for the pregnancy. . = 1.
DueDate__ " /[ S . S
Mol oy Verr : : 4 _
0 B. HIV:+ or has been diagnosad with AIDS * 1.
) N &
’ O C Receiving chronic renal dlalysis treatment underyour supervision N
- g Z
0O D. Undergoing one of thrae tran:pllnt classifications MMudld Instructions for further details). :
Classification: 1
Medi-Cal designated transplant center: 2
HCO 7401 o i MU_0003383_EN

- s
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State of Callfornia - Health and Human Services Agency ' . Department of Health Care Services

PART Il —To Be Filled Out and Signed By the Member’s Regular Medi-Cal Doctor
{Doctors, Nurse Practitioners and Midwives fill out Part Il)

. ATTENTION: You should not mplata‘ll‘.sfmtfm are a doctor contracted with any Meﬂ-ﬁa} Managed Care health plan in
. the county where the beneficliry lives because the mecical exemption request will be denied. -

Dear Regular Medi-Cal l.'FuHor-Semcu} Doctor: If the beneficlary requests a medical examption, you and the beneficlary mu:tfill out
this form, sign it, attach required dmmﬂomandmanorfaxftmlmd Plrtll]tntheHodﬁ-nCal Optlons office:

MAIL COMPLETED FORM to; - Health Care Options or FAX this form to:
P.O. Box 985009 " (916) 364-0287
Questions? Call (800) 430-4263 West Sacramento, CA 95798-9850 ¥ 3 .

Both youand the beneficlary should retain a copy of the completed form,
Thedomrar;dﬂ\ebeneﬁdaqwﬂlmawﬂmndxkhnﬁmﬂea}mtmmﬂam

The medical exemption is granted only until the beneficiary’s medical condition hias stabilized and the beneficiary Is'able to receive
care from & Medi-Cal Mznaged Care plan doctor. An exemption can be requested fora maximum of 12 months, at which fime ¢ a refiewal
may be requestad. The renewal form will be sent directly to the beneficiary.

Condltions meeting the criterla for a complex medical exemption may Include, but are not imted to:
» Cordﬂommqmwnmrymuﬁun dmmmﬁuemmmm;m uhlghrlskar
advanced preghancy;
» Under active evaluation for or awaiting organ transplant;
. Newdammkmdmmhrmmoﬁmrmmpiaaﬂ}mmeMuﬂmammm
. mmmwmmmmmmwmmmhuymm ’

Rouﬂmangolngmmnfdmkmmdmmmmmmhrmmdamﬁdm
Meq'lmfnr exemption fromplangnmllmaﬂsl'nll be denied if:

1. The beneficlary has besn a Madl-Calmmgnd care buneﬂdaryonammblmdbaslsformmmmmnsacmdmdu
days prior to the submission of the medical exemption request,

: z.meslhnﬂmdfonnwucnn'lplutsdWammmwﬁlm:whakmmngm|Medb-cdmuugadumptanhthe
. county whera the beneficlary fives,

3. The beneficiary began or was scheduled to begin treatment after the date of plan arroﬂment.

4. The benefidary does nctmatdlglblﬂtyrsqmmnmasmform inTitle 22, California Code of Regulations, Sections 53887,
. and/or

5. The docttxst.lbmlttlngﬂmmmpﬁm request did not provide adequate dodmn:nlaﬂon,as described In regulation wmher
Department issued guidance, for the Deparumntto evaluate the mnptlun request.

IHSTHUCTIONS FOR COMPLETING BU)(ES 13D THROIJGH 13-k
ITEM 13-D .
Please list on the line provided whbch of the following transplant sttuations s ulmnt. Fle.anspadfy the Me:ﬂ-Cal des!nnmd
' mrsphntuﬂwhwlwdhmemknﬂmmmplmtpmwdmormrrentfouowup.l’huupadfylw code for the-organ

transplantad/to be transplanted and any codes for complications In box 14. (Please note: mi:mmptbn mmhgmmdm
bmeﬁdaﬂsmmmedbaﬂymmpmmmmpy)

Trarisplant classifications:
¥ Benefidary is under active evaluation for the need for an organ transplant by a fee-for-service doctor
® Beneficlary has been approved for and is awalting an organ transplant

¥ Benefidary has received a transplant and is currently either hmdhhebo post-operative or e:dibiﬂngﬂmiﬁmt medical
problams refated to the transplant parformed

ITEM 13-E

The type of therapy must be described onwellmprwided,undboﬂlﬁmmdntnndﬂmmud dmmdmm«mmba
listad in boxes 11 and 12. Beneficiaries in long-term remission without slgns afdmmamnatdlgﬁefur;nadmaf exemption.

Cancer ciassifications:

B Beneficlary has been diagnosed Mmannerandlsmrrmﬂyma!mg :hemuﬁ'umpy or radiation therapy or another course of
* accepted therapy for cancer

= Beneficfary has been approved for such therapy and is awa?ﬁng]mﬁaﬁon ofapproved therapy

HCO 7101 ’ " . ) MLU_0003383_ENG2_0218
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sm.dam - Haalth and Human Services Agancy Depertment of Heslth Care Sarvices
] 14. 1CD-5 Codes
(w] aummmedmmdmmmwhmmmmmm
Classification:. :
Type of therapy: 2.

CPT code(s) for pmdhg procedure(s):

a FHsbunnppmndformdhmlhgmﬂorwmh]pmmdmmmmmfwddﬂsl 1

O G.Hasa complexneurological disorder, such as multiple sclerosls ’ 1,

o H.Fhsammpluﬁmhglnmndmmmlsl)mhlhwddzlééﬂdm 8 : ) &

Dasu-lbau-m'em

.0 L Has other complex and/or progressive disorder not covered above which requires on-going medical
Mbn@ehﬂud&dlmmﬁnﬁmm 41

15. Doctors who assess that the severity of a condltion(s) preventing a
beneficlary from receiving treatment from an In-network provider
of the same specialty without deleterious medical effects should
explain the deleterious medical effects that could occur and

. providethe basls for their assessment. See Inciuded Instructions
for further detalls, Doctors MUST provide at the least one of the
Tollowing items:

Check each box to confirm you have submitted the required
documentation. Ses induded Instructions for further detalls.

. O Notes from up to the five most recent MD office visits (if not _

wﬁiabh.plompmvldedﬂndlnfommmem
believe the medical exemption Is necessary)

O Currentmedical history and physical
0 TreatmentPian

- O Justification of medical exemption request. Youshould -

explain bath why the beneficiery’s condition is complexand how
much the beneficlary’s medicaf condition could worsen If he orshe
is trensferred Into a MedtCal Manajed Care plan, and include any
examples. [Favailable, provide Information about complexmedical
conditions being treated by other Fee-for-Service doctorsto the,
extent you have that Information.

. You should also submit any additional documentation that you

believe is necessary to show that the beneficiary could suffer

deleterious medical effacts due to enrollment in a Megli-Cal Managed

Care plan. Deleterious medical effects maean tha severity of the
beneficiary’s madical condition could worsen in terms of increasing
liiness, disability, or pain and/or prolong riecessary treatment, Ifthe
benefictiry Is requested to change doctors due to enrolimentin a
Medi-Cal Managed Care plan.

16. mwumhudmmwmmmmmwmmmmmmmwmmumr

« Des

Print the name of health plan

Clne

17. Rendering Provider's National Provider Identification (NPI) number:

18. Rendering Med}-Cal Provider:
Name: :

19. Medi-Cal Billing Informations Of different from box 16)

Name:
Address: - Address:
Cty: —state " Zip: Cly: State: B
Pfl‘one- : ; Phones, i
FAX: FAX:

1 hava sead this form and certify that the Information | have provided on this form ls comect | slen understand that the Department of Health
Cara Services may audit this form to determine if | am affilfated with a Med-Cal Managed Care health plan(s) and!orto determine whether the
Medi-Cal beneficlary's listed medical condition constitutes grounds for a medical exemption.

22. Signature (No Stamp):

(Authortzed Rendering Provider)

23.Date Signed:

f bt !
_“'E_.f Day Vear

MAIL COMPLETED FORM to: Health Care Options, PO, Box 988008, West Sacramento, CA 95758-5850

OrFAX thisform ta: (916) 364-0287
HCO 7101

MU_0008383_ENG2_ 0315




o0

State of Callfomia -Haalth and Human Servicas Agency Department of Hoalth Care Services

ITEM 13-F

Please chack this ttem If beneficdary has been mprowd forandis awaiﬂng a majors‘ur,giaﬂ procedure, Induding swgefyfor ¥
_cancer. .

List both ICD code (in box 14) and appropriata G’Tcnde{s)fnrpendlng procedure(s) on the ljne provided. if the beneficiaryis -
lrnmedla!ely pmt-opsmm,asﬁnmﬁn duration of ife necessary for recovery under your suparvision In box 13,

ITEM 13-1
mmmdammbelmdhbmu,mdﬂthHtmuﬂ be stated on the line provided.

Please chack this Item if the bmaﬁchryh;s a complexand/for progresslve disorder not covered above which requires ongolng
medical supervision, such as

" Gardiomyopathy .

B Amyotrophic fateral sdlerosis and/or has been approyed for oris receiving ongoh\gmnplu medical treatment for the
disorder, the administration of which cannot belrmuplzd

HSTHUC“DNS FOR CDMPLE'ITNG BOX14:

Box 14 shculdoarrtllnﬁnappﬂcablelco Code(:}fweach medical condition !nlwrmm-lmatfnrmmebmfurme request fora
meédical examption from mandatory enroliment In a Medi-Cal Mamged Care Plan,
g 5

INSTRUCTIONS FOR COMPLETING BOX 151

Doctors who belleve that the complexity of a condition(s) prevents a baneﬁdaryﬁ-nmmmmgnmg Infoa Medi-CaI managed care
plan without possible deleterious medical effects or consequences.must complete this box, provide the requested documentation,
and include an explanation as to why the medical exemption Is Justified. Deleterious medical effects means the complexity of the .
beneficiary’s medical condition could worsen in terms of increasing iliness, disabifity or pain and/or prolong necessary treatment, . .
if the beneficiary is required to change doctors due to enroliment In a Medi-Cal Managed Care plan. The documentation submitted

fn this secﬂan should demeénstrate that the beneficiary’s medical condition Is not sufficiently stable so that she or he could safely
transfer to a doctor in a Medi-Cal Managed Care plan without risk of suffering deleterious medical effects. Information provided
should be in accordance with any guldance lssued by the Department about exemption requests. You should specify if the
beneficlary has a relatively rare medical conditién, You may also provide information about mmplu madlcal conditions belng
treatad by other fee-for-service doctors to the ‘extent you have that information.

It Is Important that you specify the probable consequences ffthe patient is required to change dnc!m dueto enrollment Ina MedkCal
Managed Care plen or if there is an interruption In care. Include the basls for your concluslons about why you belleve the beneficary  °
cauld have deleterlous medical effects as a result of such a change In care. In miost cases, tewill notbe suffident to only provide the
medical records, unless those records clearly indicate that the benefidary’s condition Is unstable. You need mh&ia‘baﬁnpnssible
consequences that could occur from the transfer of the patient to a Managed Care health plan, §

Check the box next to each field to confirm that the documentation is Mdbﬂmmmpbunﬂ’kmemamedfm!mmﬁm
mque.rtmbereﬂmedordmhdﬂhdsmemquhud dammmmmmmranpmm

s Notes from the fiva most recant MD officé visits. These notes should supportyourjustification for the medical exemption
request. If the beneficlary has not seen you for five visits, you shutddwbrnltyourmgesfwasnunyammwds:suheorshehas
sttended. lllegible notes will not be accepted and may cause the medical exemption request to be denied. )

® Current madical history.and physical, To qualify for & medical exemption request, you must explain how the beneficiary’s
health Is llkely to worsen if he or she Is transferred to 2 managed care health plan.

® Treatment Plan. The medical exemption request will be denled i the beneﬁdwylsnotmetvlng trﬂh'nentnr monitoring for
his or her complex medical condition.

o Justification of medical exemption réquest. Ynu shuuld explain both why the benaﬁuary's condition Is mmplak andhow
ﬁnehanﬁdarfsmedlca]mnd!ﬂmuw}dmmntfhe or she lstramferredlntoa Md-&leaged Care plan, and lndude
any examples, !

If the medical mpﬂonmqumisdenhd,ynucanccnﬂnuqhmthebmlﬁ:hryforupwummth&as determined by
the Plan, as long as you are willing to agree to the Medi-Cal Managed Cara plan’s Continuity of Care policles. The beneficiary's
Medi-Cal Managad Cara plan will contactyou to determine whethar you will agree to cantinue to traat the beneficiary under
its Continuity of Care pollcies. You may continue to sas the beneficlary after the Continuity of Care period cnds if you lntar
mmwmﬁumwmam plantimtthebunﬁﬂu'ylsmignadm .

Heo 7101 % 5 m_omm_;gm;_ozsg'
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DECIARATTO OF SERVICE BY E- and U.S. Ma

Case Name: Saavedra., Della, et. al vs. Donglas Toby; DHCS
Case No.: BS140896

I _declare:

I am employed in the Office of the Attorney General, which is the office of a member of the'
California State Bar, at which member's direction this service is made. I am 18 years of ageor
older end not a party to this matter. I am familiar with the business practice at the Office of the
Attorney General for collection and processing of corréspondence for mailing with the United
States Postal Service. In accordance with that practice, correspondence placed in the internal .
mail collection system at the Office of the Attorney General is deposited with the United States
Postal Service with postage thereon fu]ly prepaid that same daymﬂ:sor&naryoome of
business.

" On April 14, 2015, I served the attached DECLARATION OF SARAH CATHERINE

BROOKS IN SUPPORT OF RESPONDENTS’ OPPOSITION TC SECOND AMENDED
PETITION FOR WRIT OF MANDATE by transmitting a true copy via electronic mail. :-In
addition, I placed a true copy theredf enclosed in a sealed envelope, in the mtemalmmlsystem
of the Office ofthcAItomcy General, addressed as follows:

“Rob_mn. Newman, Esq. ' Barbara Schultz, Esq.

Sue L. Himmelrich, Bsq, - _ Elena Ackel, Esq.

Western Center on Law & Poverty : Legai Aid Founuaimn of Los Angeleg

3701 Wilshire Boulevard, Suite 208 1550 W. 8™ Street

Los Angeles; CA 90010 : Los Angeles, CA 90017

Email: mewman@welp.org : " Email: bschuitz@lafla.org
shimmelrich@wclp.org ' . eackel@lafla.org

Kimberly Lewis, Esq.

Neational Health Law Program

3701 Wilshire Boulevard, Suite 750

Los Angeles, CA 90010-
Email: lewis@healthlaw.org

I declare under penalty of perjury under the laws of § Starepfttalifbrnia the foregoing s true
and correct and that this declaration was executed ¢n Ap: ﬁ' atLosAngclm,Califomia.
Yesenia Caro YN
Declarant < . Signature

LA2013508479
51749454.doc
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State of Caltfornia - Haalth and Human Services Agency & Department of Haalth Care Sarviess

State of Callfomla Health and Human Services Agency

Department of Health Care Services
; P.O. Box 989009, West Sacramento, CA 95798-0850

- |G 0 MM N <

JOHN SAMPLE
1234 SAMIPLE STREET
" ANYTGWN CA 90000.

04/13/2015

important Information About Your Medi-Cal Enroliment

Your request for a Medlcal Exemption was denied. The Department of Health Care Services (DHCS) reviewed
all the medical Information that was sent from your Megdi-Cal doctor (doctor, nurse practitioner, or midwife).

- The Information did not show that your condition could get worse If you are seen by a doctor In a Medi-Cal
Managed Cate Plan, You will get your care from the same type of doctor. The reasons for your denlal are on
the reverse page.

If you do not agree with this result, you may appeal it PLEASE READ the rest of this letter. It wl[! glve you
Information about your rtght to appeal, and [t will tell you how to flle an appeal. ; .

This letter does NCT change your Medi-Cal eligibility. You will still get the same services,

Our ;'g:ords show the follow!ng information ;and status for you:

Date MER Received; " 03/31/2015

Provider NPI Number: - 1234567890

Requesting Entity’s Name: Johnathan Sample - )

Requesting Entity’s Registered 1234 Street Way, Sulte 100, City, State 12345
Service Address:

{May not be the actual address where the member recelves u.naices.)
Requesting Entity’s Service Phone: . (555) 555-1234

Reason for Exemption Request: (I.e. Cancer Therapy/Kidney Disease)
" Diagnosis Codes

202,80 LYMPHOMA OT UNSPEC

V42.0 KIDNEY TRANSPLANT STATUS

MU_E30EXMM_ENG?_0215
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State of California - Health and Humen Services Agency E Department of Health Care Services

The reason{s) why your exemption was denied is below.

Decision ) Reason(s),

Denial ; The Medical Exemption Request submitted by your provider has
' been denied. Your medical condition/s would not cause harmful
medical effects by changing tq a health plan provider or speclalist,

Denial * When you flled your exemption you had been enrolled ina
v Medi-Cal Managed Care Health Plan for more than 90 days.
Denial " You are enrolled in a MedI-Cal Managed Care Plan (Plan). You were

in‘the Plan when you started treatment for your medical condition.

Denial You are enrolled in a Medi-Cal Managed Care Plan (Plan). Your
: ' " doctor works with the same Plan. You can still go to your doctor,
You do not need a medical exemption to see your doctor. If you
have any questlons, please call your Plan’s member services
"department.

PLEASE READ the rest of this letter. The letter has Information about your right to appeal, and tells
you how to appeal.

MU_E3OEXMM_ENG2_0215
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What do | do now?

1. IFYOU WANT TO ARRPEAL: You can appeal the denlal. You must appeal within 90 days from the date of
this letter. To find out how to ask for a hearing for your appeal, see Your State Hearing Rights enclosed
with this letter, .

If you are not in a plan, you wiil stay In Regular Medi-Cal until your appeal Is heard You will continue to
get your medical care through Regular MedI-Cal.

If you are already in a health plan, you will stay in the plan unt!! your appeal is heard, and you will
continue to get your médical care from your plan.

2. 1F YOU DO NOT WANT TO APPEAL: If you do not appeai, you will be enrolled in a Medi-Cal Managed
Care Plan. If you are in a Medi-Cal Managed Care Plan, you will continue to get your medical care from

your plan

If you are not in a Medi-Cal Managed Care Plan, you wlll need to choose one, A Cholce Form is
enciosed, It wili give you information about the pians you can choose to enroll in and tell you .
how long you have to choose your plan, If you do not choose a plan, one will be chosen for
you. If you have questlons, call Health Care Options (HCO) at 1—800-430—4263 for help.’

lfyouareina Medi-Cai Managed Care Plan you ttke, you can stay in your plan. You do not have to do
anythlng You will get your medical care through your plan.

if you want to still see your Regular MedI-Cal doctors, you may get Contlnulty of Care from your

plan. This means that you may still be able to see your Regular MedI-Cal doctor for up to 12 months. .
Continulty of Care is a way for you to see your doctor who does not work with a Plan, however, you
must have visited your doctor within the last year, Your Plan will reach out to your doctor, but your-
doctor must agree to work with your Plan for you to get Cont!nulty of Care. You do not have tado
anything, your Plan will reach outto your doctor. .

If you have an appointment with your doctor, call your health plan provider. Tell them your
doctor is not in their network, and you do not want to miss your next appointment. Also tell them
you need “Contjnuity of Care” right away. If you have any problems, call the Ombudsman’s Office
at 1-888-452-8609,

You can change your Medi-Cal Managed Cara Plan. You can ask to change to another plan in your
county at any time.

What ifl da not agree with this denial?

YOUR STATE HEARING RIGHTS: You can appeal the decision and ask for a State Hearing. The two forms

. enclosed with this letter can heip you.

1. “Your State Hearing R!ghts" form tells you about your State Hearing rlghts
2, “State Hearlng Request" form tells you how to ask for a State Hearing. -

MU_E30EXMM_ENGS_ 0215



" Ifyou are deaf and use TDD/TTY call: 1-800-952-8349

s

State of Caltfornia - Health and Human Services Agency ’ Department of Health Care Services

Your State Hearing Rights

What Are the Time Limlts to Ask for a State Hearing?
¥ You only have 90 days to ask for a‘hearing.
¥ The 90 days start the day after this notice was mailed.
- You may still ask for a hearing after 90 days If:
= You have a good reason why you did not ask for one on time.
e This notice did not tell you why your request was denied. .
* The notice was not in the language you told DHCS that you wanted to recelve information in.

Can I Still See My Regular Medi-Cal Doctors While | Wait for My Hearing?

Yes, if you appeal within 90 days and are not in a plan. You will continue to see your Regular Medi-Cal
doctor untll 2 hearing dedision Is made. *

Can | Ask for a Quick Hearing to Go Back to Regular Medi-Cal?

Yes. It is called an "expedited” hearing. If you have any.urgent health care issues, you can ask for this while
you wait for your hearing, and the outcome of your hearing. You need to write “expedited” on the hearing
request. You can also call the Ombudsman’s office to ask to move back to Regular Medi-Cal while you wait,
The toll free number is 1-888-452- 8609

To Get Help: -
You do not have to attend the hearing alone, You may bring someone with you. You can bring a friend, a

- relative, a lawyer, or anyone you choose, You may get free legal help at your local legal aid office.

You can get more information about your hearing rights or how to get free legal aid by calling the State

‘numbers below:

Department of Health Care Services Ofﬁce Other Information
of the Ombudsman:

Hearing File: If you ask for a hearing, the State
Call toll free: 1-888-452-8609 ing File: If you g

Hearing Office will start a file. You have the right .

to see this flle.
How to Ask for a State Hearing

Flll out the State Hearlng Request and send to:

California Department of Soclal Services
State Hearings Division
Call toll free: 1-800-743-8525

For Help or More Information

If you need this letter In another language or
alternate format, such as large print, audio, or Braille;
orif you need help with this letter, please call:
Health Care Options

Phone: 1-800-430-4263

TTY:  1-800-430-7077

Monday - Friday, 8 am - 5 pm

P.O. Box 944243, MS 9-17-37
Sacramento, CA 94244-2430 |

Fax: 1-916-651-5210 or 1-916-651-2789
(Attention: State Hearing Support)

You may also call the number below to ask for a

hearing. They can tefl you where you can get legal

help near you.

Phone: 1-800-743-8525

TDD/TTY: 1-800-952-8349

Note: You cannot send an e-mail to ask for a hearing. s

MU_E30EXMM_ENG4_0215
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State Hearing Request

i am requesting a State Hearing because of 2n action taken by the
Department of Heaith Care Services

Name:

Address: : Zip code:

Phone:

Social Security Numnber or Medi-Cal ID number;
{Yaurhea{ing may be delayed if this number is not provided)

I do not agree with:

. B. Determination of ineligibility for Medical Exemptlon Request (MER)

Here Is why

Note: If possible, attach a copy of the Notice of Action letter to this form, If you need to provlde more
information, please use the space below: .

ano

{if you need mo-ne space, please Use another plece of paper. Make a copy for your records)

if you do not want to go to the hearing alone, you can bring a friend or someone with you.

" Check any box(es) that apply to you:

O  1wantthe person named below to represent me. He/She can vlew my medical reccrds related to this
hearing, come to the hearing, and speak for me, .

Name: : Phpng:
Address:

O 1need afree interpreter (a relative or friend cannot interprei foryou at a hearing).

My language or dialect is;
[ would like a telephone hearing.

[ want to attend the hearing and [ need the following ADA accommodations
{e.g., wheelchair accessible, large print), ‘

O Urgent. | need a quick decision and cannot walt 90 days. Pleasé explain below:

My Signature Date:
After you complete this form, make a copy for your records,

MU_ES0EXMM_ENGS_021S
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7

D

You are enroiied in a Medi-Cai Managed Care
Plan (Pian). You were In the Plan when you
started treatment. for your medical condition.

|Your treating doctor works with a Medi-Cal

Managed Care Plan (Plan). If you still want fo go
to your doctor, you need to change Plans. You
will nead to dis-enroll from the Plan you are in
now, and enroll into your doctor's Plan, Fill out

the Chiolce Form that came with this letier. Send |,

it to Healthr Care Options (HCO) in the enclosad

postage-paid anvelope. Make sure you enroll in

the same Plan your doctor works with. If you ars
not sure, call your doctor’s office and ask what
Plan you ghould enroll In,

You have an open case with California Children's

need for your CCS medical condition. You wil
get all your other health care from Medi-Cal. You
Inaadbbaanmbarufauedl-c:al Managed
Care Plan (Plan) to get these services, unless -
one of your treating doctors does not work with
either Plan. If your doctol does not work with a
Plan, yoii cah ask for a Medical Exsmption. Yeur
doctor must fill out the Form and ssnd & o us.

Hm & Plan for 90.days.

Services (CCS). They will give you the care you .

The Form must be sent in before you have been §.

Your doctor sent in a second Exemption Form.
We could not use the forms. The forms are

read. We will need more Information to review
your request for an exemption. You can re-
|submit your request. Call your doctor's office. -
Ask them to send In new forms thet are all filled
out and can be read.

either not all filled out, or the writing s too hard o

/A this time, your freafing doctor is not approved
to provide Medi-Cal services,

'You are enrolled in & Medi-Cal Managed Care
Plan (Plan). Your doctor works with the same
Plan. You can still go o your doctor. You do not
nead a medical exemption to ses your doctor, If
you have any questions, please call your Plans
member services departiment. -

Your health plan may allow you to continue
rsaaing your curent doctor for up to 12 months
from your enroliment In managed care. Please
contact your health pian for more information.

LT




O

You are enrolled In a Medi-Cal Managed Care
Plan (Plan). And you have been in the Plan for
more than 90 days. You cannat file for a medical.
exemption after you have been in a Plan for

more thep 80 days. -

You have an open Califomia Children's Services
(CCS) case. This means CCS will give you'the
treatment you need for your medical condition.
You are enrolled in a Med-Cal Managed Cars

. |Plan.(Plan). Your treating doctor wotks for a
different Plan. You need to bs In the same Plan
as your doctor. You will need to dis-enroll from
6lthe Plan you are in now. And then youneedio |
enroli info your doctor's Plan, Fill out the Choice
Form that came with this letter. Send it to Health
Care Options (HCO) in the enclosed postage-
paid envelope. Make sure you enroll In the same
Plan your doctor works with. If you'are not sure,
call your doctor’s office and ask what Pian you
should enroll in.

A1

" 1You are being evaluated for a kidney transplant.
. |You are enrolled in 2 Medi-Cal Managed Care
Plan (Plan). And you have béen in the Plan for

more than 80 days. So your Plan must send you |

to an approved transplant center. Call your
primary care doctor In your Plan. Ask your
doctor for a referral to a transplant center that
works with your Plan. Then you can be
evaluated for a kidney transplant. -

Your medical forms have been reviewed. You .
Fhavanntbean seen by an approved transplant
{center. You must go to a transplant center that

works with your Medl-Cal Managed Care Plan
(Plan), Call your primary care doctor in your Plar.
Ask your doctor for a referral to a transplant
center that works with your Plan, Then you can
be evaluated for a kidney transplant.

Your medical forms have been reviewed. You -
sent in a Treatment Authorization Request (TAR)
for an evaluation for a kidney fransplant. But
your TAR was not approved before you enrolled
in your Medi-Cal Managed Care Plan (Plan),
You must go to a transplant center that works
with your Plan. Call your primary care docter in
your Plan. Ask your doctor for & referral to a
transplant center that works with your Plan.
Then you can be evaluated for a kidney
transplant.
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Your medicai exemption request for a kidney
transplant has been denled. You have not been
evaluated for a kidney transpiant. You must go
to & transplant center that works with your Medk
Cal Managed Care Plan (Plan), Call your
Iprimary care doctor In your Plan. Ask your
doctor for a referral fo a transplant center that
works with your Plan, Then you can be
evaiuated for & kidney transpiant.

Medical forme from your dector have been

care after surgery is now done. And you dg not
have any.current problems. You are now

from doctors who work with your Medl-Cal
Managed Care Plan. Follow-up care is care your
transplant center says you should get. This -
includes office visits, lab tests, imaging, medicine
refills, and other services, '

reviewed. You had your kidney fransplant. Yc;ur

medically stable. You can now get follow-up care

Médlua!fmnsfmmywrdwhrhavebe;m
reviewed. You asked for an exemption for

. |treatment for your cancer. You are now done

with your eancer trestment. And you do not have
care from doctors who work with your Medi-Cal

.|Managed Care Plan, Follow-up care ie the care

the doctor whe treated your cancer says you
should get This includes office visits, lab tests,
Imaging, medicine refills, end other services.

any current problems. You can now get follow-up |

. A7

Medical forms from your doctor have been
reviewed. Your neurological disorder Is stable.
And 1t is likely to-stay that way. You can get your

_ lollow-up care from a doctor who works with the .

Med-Cal Managed Care Plan. Follow-up care is

the care the doctor.who treated you says you

|shouid get This inciudes office visits, lab tests,
imaging, medicine refills, and other services,

iMadimIf'nnnsm your docior have been
reviewed. Your renal disease is chronic. But

. Iyour condition is stable. You now need routine

dlalysls. You can get routine dialysis from the
Medi-Cal Managed Cere Plan (Plan). The Plan
rshould help make sure there is no break in your
dialysis. Call your primary care doctor in your
Plan. Ask your doctor to schadule your dialysis.
You will go to a dialysis center that works with
your Plan. :

A Ee e s o e t—
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Medical forms from your doctor have béen _
ireviewed. Your pregnancy is stable. You will®
need normal pre-natal care. You can get this
care in a Medi-Cal Managed Care Plan (Plan).
Under state law, you can stili see your current
doctor if your doctor agrees to work with your
Plan. You can elso get this care from the same
type of doctor who is in the Plan's network. .

B1

IThe form from your docior has been reviewed, [t

does not have a diagnosis code. So you gan get
your pre-hatgl care In a Medl-Cal Managed Care
Plan (Plan). Under state law, you can sfill see
ywrmrrentdocbrlfmdudnragraastowark
with your. Plan. You can also get this care from
the same type of doctor who is in the Plan’s
nefwork.

The form from your doctor has been reviewed.
Your pregnancy may have a problem or be high
risk. But you do net have dny current medical
instablity. This means you can get your pre-
natal care in a Medi-Cal Managed Care Plan
(Plan). Under state taw, you can still see your
doctor if your doctor agrees o work with your
Plan. You can also get this care from the same
type of doctor who Is in the Plan’a network.

" B3

Youare  enrolied in a Medi-Cal Managed Care

Plan (Plan). You started your pre-natal care with
a doctor who works-with your Plan, You can still
get care from a doctor who works with your Plan.

B4

Your medical exemption is denled. The same.
doctor sent in this request before, ltwas also

Care Plar (Plan). You can get-your pre-natal
care from the same fype of doctor who is in the

"{Plan's network. 1f you started your pre-natal care

before you enrclled in & Plan, you can still see
your cunmtdoctorlfynurdoctoragrmtowork
with the Plan. .

denled. You are enrolled in & Medi-Cal Managed|

-
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B5 -

The medical forms from your doctor have been

- lreviewed. Your condition Is stable. It should stay

|that way with the drugs you are now taking. You
can gst your follow-up care from a doctor whe

* |works with your Medi-Cal Managed Care Plan

(Plan). Follow-up care Includes,office Visits, lab
tests, imaging, medicine tefills, and other
services. Your Plan doctor should tell you what
follow-up care you need. Your Plan doctor will
also refer you to the type of specislist you may
need. You have the right to raceive the same
care and freatment that you were getting before
you were enrolled In the Plan,

our medical exemption request for surgery has
been denled. You sent In a Treatment

orization Request (TAR) for you to have
surgery. But the TAR was also denled. Call your

. |primary care doctor in your Medi-Cal Managed

Care Plan (Plan). Ask your Plan doctor for an
evaluation to see If you need the surgery.

B7

Medical forms from your doctor have been
reviewed. Your surgery is complefe. Your.care
after surgery Is now done. And you do not have
any current problems. You are new medically
stable. You can get follow-up care from a doctor
who works with your Medl-Cal Managed Care
Plan. Follow-up care Is the care your surgeon

-says you should get. This inciudes office visits,. |

lab fests, imam._medhlns refills, and other

B8

sawic:e_a.

Medical forms from your doctor have been J
reviewed. You do-not have a complex or chronic
rmau'lcdncndiﬁm. You only go to the doctor for
normal wellness care, Wellness care Includes *

. |yearly check-ups and screenings. You can get

your wellness care from a doctor who works with
the Medl-Cal Managed Care Plan (Plan). Your
Plan doctor should tell you what follow-up care -
you need. Your Plan doctor will also refer you to
a specialist If you need one.

B9

Medical forms from your docior have been
reviewed. Your complex or chronic medical
condition(s) are now stabie. You can now enroll
in a Medi-Cal Managed Care Plan (Fian). You
can get follow-up care from a dector who works
with your Plan, Foliow-up cars s care the doctor
who treated you says you should get, This
Includes office visits, lab tests, Imaging, medicine
refills, and other-services, [This code will only be
used with the non-enumerated complex .

conditions]

——— e —————




c1 .

. IYour medical exemption request has been

denled. The same doctor sent in one or more of
these requests for the same diagnosis. They
were also denied. There haé been ho major
change in your health status a!nee the last’
denlal(s).

Medical forms sent in by your doctor are mora

(six) & months oid. We asked your doctor
for more recent information. Your doctor has
failed fo give us more recent forms, The medical |’
forms we have db not show that you are
medically unstable. This means you can get *
your care in a Medi-Cal Managed Care Plan,
[This code must be coupled with another denial -
cods] .

c3

Your doctor sent in medical forms for an
exemption request. The dlagnosis codeonthe | .
forms did not relate to the resson on the request.
But we still reviewed all the forms, Your
condition is now medically stable. This means
you can get your care in a Medi-Cal Managed
Care Plan. []btscadamusthacomledwlﬁl
ancther denial node_] .

" ['Your started your prenatal care with a doctor who|

works with a Med!-Cal Managed Care Plan
(Plan). If you still want fo go to your doctor, you
need to change Plans. You will nead to dis-anroll’

‘| from the Plan you are in now, and enroll into your

doctor's Plan. Fill out the Cholce Form that came
with this letter. Send it to Health Care Options
(HCO) Ih the enclosed postage-paid envelope.
Make sure you enroll In the same-Plan your
doctor works with. if you are not sure, call your
doctor's office and ask what Plan you shpuld
enroll in. .

e




County Legal Services Information
Statewide Advocacy i
Telephone (800)776-5746 TTY (800)719-5798
Alameda
mm(s 10) 663-4744 » Address: 1735 Telegraph Ave, Oakland, CA 94612
Health Consumer Center: Alameda 1-855-693-7285, Bay Area Legal Aid
Contra Costa Bay Area Legal Aid (BALA)
Telephone: (510) 233-9954 « Address:1025 McDonald Avenue, Richmond, CA 94801
Health Consumer Center: Contra Costa 1-855-693-7285, Bay Area Legal Aid
Fresno Central Californi i
Telephone: (559) 570-1200 «Address: 2115 Kern Street, Suite 1, Fresno, CA 93721
Kem
Telephom (66 1) 325-5943 -Address. 515 Cahforma Avenue, Bakersfield, CA 93304
Health Consumer Alliance: Kern 661-321-3982  Greater Bakersfield Legal Aid
Kings Central California Legal Services (CCLS)
Telephone: (559) 733-8770 = Address: 208 West Main Street, Suite U-1, Visalia, CA
93291
Health Consumer Alliance: Kings 1-800-675-8001 Central California Legal Services
Los Angeles al Aid Foundatio:
Telephone: (213) 640-3883 or (800) 3994529 » Address: 5228 Whittier Blvd,
Los Angeles, CA 90022
Los Angeles
Los Angeles eigl ices Ar
Telsphone. (818] 485-0913 Address 1332’? Van Nuys Blvd, Pacoima, CA 91331
Health Consumer Center: Los Angeles 1-800-896-3202 NLSLAC
Madera ia R is
Telephona (559) 674-5671 Addm 126 North B. Street, Madera, CA 93638
Health Consumer Alliance; Madera 1-800-675-8001 Central California Legal Services
Riverside and Counties Le; ic
Telephone: (951) 368-2555 » Address: 1040 Iowa Ave., Suite 109, Riverside, CA 92507
Health Consumer Alliance: Riverside 1-877-734-3258 Legal Aid Society of San Diego
Sacramento ervi iforni
Telephone. (916) 551 2150 . Add:ass 512 12" street, Sacramento, CA 95814
Health Consumer Alliance: Sacramento 1-888-354-4474 LSNC




San Bernardino

d ies ices
Telephone: (909) 884-8615+ Address: 715 N. Arrowhead Avenue, Suite 113, San
Bemardino, CA 92401

Health Consumer Alliance: San Bernardino 1-877-734-3258 Legal Aid Society of San
Diego

San Diego

id §
Telephone: (877) 534-2524 «Address: 110 South Euclid Avenue, San Diego, CA 92114

Health Consumer Alliance: San Diego 1-877-734-3258 Legal Aid Society of San Diego

San Francisco

e z
Telephone: (415) 982-1300 *Address: 50 Fell Street, San Francisco, CA 94102

Health Consumer Center: San Francisco 1-855-693-7285 BALA

San Joaquin

Telcphunc(209) 046-0605 » Address: 242 N, Sutter, Stockton, CA 95202

Health Consumer Alliance: San Joaquin 1-888-354-4474 Legal Services of Northern
California

Santa Clara

C ity Logal Services INC (CLS
Telephone: (408) 283-3700 *Address: P.O. Box 1840, San Jose, CA 95109-1840

Health Consumer Center: Santa Clara 1-855-693-7285, Bay Area Legal Aid

Stanislaus

California Rural Legal Assistance (CRLA) .
Telephone: (209) 577-3811 = Address: 1020 15® Street, Suite 11, Modesto, CA 95354

Health Consumer Center: Stanislaus 1-800-675-8001 Central California Legal Services

Tulare

1l

Central California Legal Services, Inc. (CCLS)
Telephone: (559) 733-8770 (800) 350-3654 = Address: 208 W. Main Street, Sum: U-1,
Visalia, CA 93291

Health Consumer Alliance: Tulare 1-800-675-8001 Central California Legal Services
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Tracking

Code

Denial Reason

You are enrolied in a Medi-Cal Managed Care
Plan (Plan). You were in the Plan when you
started treatment. for your medieal condition.

|Your treating doctor works with @ Medi-Cal
Managed Care Plan (Plan). If you stlll want to go
to your doctor, you need to change Plans. You
will need to dis-enroll from the Plan you are in
now, and enroll into your doctor's Plan. Fill out
the Cholce Form that came with this letter. Send |
it to Health Care Options (HCO) In the enclosed
postage-paid anvelope, Make sure you enroll In
the same Plan your doctor works with. If you are
not sure, call your doctor’s office and ask what ~
Plan you should enroll in,

‘You have an open case with California Children's
Services (CCS). They will give you the care you .
need for your CCS medical condition. Youwill
get all your other health care fram Medi-Cal. You
need fo be a member of a Medi-Cal Managed
Care Pian (Plan) to get these services, unless -
one of your treating doctors does not work with
either Plan. If your doctof does not Wwork with a
|Pian, yoli cah ask for a Medical Examption. Your
doctor must flll out the Form and send i to us.
The Form must be sent in before you have been |.
in & Plan for 80 days. R

Your doctor sent in & second Exemption Form.
We could not use the forms. The forms are

read. We will need more information to review
your request for an exemption. You can re-
submit your request. Call your doctor’s office.
Ask them to send In new forms that are all filled
out and can be read.

I this time, your treating doctor is not approved
to provide Medi-Cal services.

You are enrolled In a Medi-Cal Managed Care
Plan (Plan). Your doctor works with the same
Plan. You can still go to your doctor. You do not
Hnsed a medical exemption to see your doctor. If
you have any questions, please call your Plan's
member services department. -

Your health plan may allow you to continue
sseing your current doctor for up to 12 months
from your enroliment in managed care. Please
confact your h?atth plan for more information.

elther not all filled out, or the writing is too hard to|
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'You are enrolled in a2 Medi-Gal Managed Care
Plan (Plan). And you have been in the Pian for

exsmption after you have been Ina Plan for
more than 80 days. . :

imore than 80 days. You cannot file for & medical.

. |Plan (Plan). Your treating dockor works for a

You have an open California Children's Services
(CCS) case. This means CCS will give you'the
traatment you need for your medical condition.
You are enrofled in a Med-Cal Managed Care

different Plan. You need to be in the same Plan
as your doctor. You will need fo dis-enroll from
the Plan you are in now. And then you need to
enrofl Into your doctor’s Plan. Fill out the Cholce
Form that came with this letter. Send it to Health
Care Options (HCO) in the anclosed postage-
pald envelope. Make sure you enrall in the same
Plan your doctor works with. If you'are not sure,
eall your doctor’s office and ask what Plan ypu
should enroll in.

A1

" Vou are being evaluated for a kidney transplant.
. |You are enrolled In g Medi-Cal Managed Care

Plan (Plan). And you have béen in the Plan for

more than 80 days. So your Plan must sendyou |

to an approved transplant center. Call your
primary care docter In your Plan. Ask your
doctor for a referral to a transplant center that
with your Plan, Then youcenbe
evaluated for a kidney transpiant.-

{center. You must go to a transplant center that -

[Your medical forms have been reviewed. You .
have not been seen by an approved transpiant

works with your Med|-Cal Managed Care Plan
(Plan). Call your primary care doctor in your Plan.
Ask your docter for a referral to a transplant
center that works with your Pian. Then you can
be evaluated for a kidney transplant.

YYour medical forms have been reviewed. You
sent in a Treatment Authorization Request (TAR)
for an evaluation for a kidney transplant. But
your TAR was not approved before you enrolied
in your Medl-Cal Managed Care Plan (Plan)
You must go fo a fransplant center that works
with your Plan. Call your primary care docfer in
your Plan. Ask your doctor fora referrefl ta a
ltransplant center that works with your Plan.
Then you can be evaluated for a kidney
transplant.
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County ; Legal Services Information
Statewide Advocacy isabili
Telephone: (800)776-5746 TTY (800)719-5798
Alameda Bay Ares Legal:
Telephone (510) 663-4744 » Address: 1735 Telegraph Ave, Oakland, CA 94612
Health Consumer Center: Alameda 1-855-693-7285, Bay Area Legal Aid
Contra Costa Bay Arca Logal Aid (BALA) |
Telephone: (510) 233-9954 » Address:1025 McDonald Avenue, Richmond, CA 94801
Health Consumer Center: Contra Costa 1-855-693-7285, Bay Area Legal Aid
Fresno‘
Kern
Telcphone. (661) 325—5943 -Address 615 Cahfomia Avenue, Bakersfield, CA 93304
Health Consumer Alliance: Kern 661-321-3982  Greater Bakersfield Legal Aid
Kings tral Calif S
Telephone: (559) 733-8770 » Address 208 West Main Street, Suite U-1, Visalia, CA
93291
Health Consumer Alliance: Kings 1-800-675-8001 Central California Legal Services
Los Angeles id 3 : )
Telephune' (’2.13) 640—3883 or (800) 399-4529 Address: 5228 Whittier Blvd,
Los Angeles, CA 90022
Los Angeles
Los Angeles i ices A
Telephone (818) 485-0913 Addreas 13327 Van Nuys Blvd, Pacoima, CA 91331
Health Consumer Center: Los Angeles 1-800-896-3202 NLSLAC
Madera i ia R t sista
Telephoue (559) 674-5671 Addmss 126 North B. Street, Madera, CA 93638
Health Consumer Alliance: Madera 1-800-675-8001 Central California Legal Services
Riverside Inland Countics Legal Services (ICLS)
Telephone: (951) 368-2555 » Address: 1040 Iowa Ave., Suite 109, Riverside, CA 92507
Health Consumer Alliance: Riverside 1-877-734-3258 Legal Aid Society of San Diego
Sacramento

Health Consumer Alliance: Sacramento 1-888-354-4474 LSNC
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San Bernardino Inland ties Le

Telephone: (909) 884-8615+ Address: 715 N. Arrowhead Avenue, Suite 113, San
Bernardino, CA 92401

Health Consumer Alliance: San Bernardino 1-877-734-3258 Legal Aid Society of San
Diego

San Diego Legal Aid Society (LAS)
Telephone: (877) 534-2524 =Address: 110 South Euclid Avenue, San Diego, CA 92114

Health Consumer Alliance: San Diego 1-877-734-3258 Legal Aid Society of San Diego

San Francisco Bay Area Legal Aid (BALA)
Telephone: (415) 982-1300 *Address: 50 Fell Street, San Francisco, CA 94102

Health Consumer Center: San Francisco 1-855-693-7285 BALA

San Joaquin

‘I‘elcphone (209)946 0605 Address 242N Sutter, Stockton, CA 95202

Health Consumer Alliance: San Joaquin 1-888-354-4474 Legal Services of Northern
California

Santa Clara ‘ Community Legal Services INC (CLS)
Telephone: (408) 283-3700 *Address: P.O. Box 1840, San Jose, CA 95109-1840

Health Consumer Center: Santa Clara 1-855-693-7285, Bay Area Legal Aid

Stanislaus ia R S I
Telephone (209) 577-3811 Addrcss 1020 15" Street, Suite 11, Modesto, CA 95354

Health Consumer Center: Stanislaus 1-800-675-8001 Central California Legal Services

Tulare Central California Legal Services, Inc. (CCLS)
Telephone: (559) 733-8770 (800) 350-3654 = Address: 208 W. Main Street, Suite U-1,
Visalia, CA 93291

Health Consumer Alliance: Tulare 1-800-675-8001 Central California Legal Services
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PROOF OF SERVICE
STATE OF CALIFORNIA )
COUNTY OF LOS ANGELES )

I am employed in the county aforesaid; I am over the age of eighteen years and not a party
to the within entitled action; my business address is 5228 Whittier Boulevard, Los Angeles,
California 90022.

On May 26, 2015 served the foregoing document:

JOINT SETTLEMENT AGREEMENT; [PROPOSED] ORDER

on all the interested parties in this action, by placing a true copy thereof, enclosed in a sealed
envelope and mailing same at Los Angeles, California, addressed as follows:

Kamala D. Harris, Attorney General of California
Leslie P. McElroy, Supervising Deputy Attorney General
Janet E. Burns and S. Paul Bruguera
Deputy Attorneys General
300 South Spring Street, Suite 1702
Los Angeles, California 90013

(X) BY MAIL: I am “readily familiar” with the firm’s practice of collection and
processing correspondence for mailing. Under that practice it would be deposited with
the U.S. postal service on that same day with postage thereon fully prepaid at Los
Angeles, California in the ordinary course of business.

() BY PERSONAL SERVICE: I caused such envelope(s) to be delivered by hand by
Law In Motion to the office(s) of the addressee(s) marked with a ***, (Said Proof of
Service by Hand Delivery to be filed with the court.)

() BY E-MAIL OR FACSIMILE: I caused a copy of said document(s) to be transmitted
by E-mail or Facsimile to the person listed on the Service List and that upon successful
transmission I received conformation of said transmission. Absent a Service List, I
emailed said document(s) to E-Mail/FAX address/number:

Executed on May 26, 2015 at Los Angeles, California.

/X /STATE I declare under penalty of perjury under the laws of the State of California that
the foregoing is true and correct.

/__/ FEDERAL I declare under penalty of perjury that the foregoing is true and correct, and that
I am employed in the office of a member of the Bar of this Court at whose

direction the service was made. %
By: Or%‘iéﬁeljx-c}uamo

Proof of Service — Joint Settlement Agreement; {Proposed] Order









