MH SmartCare Lite User Guide 
Getting Started, Setup
System is LIVE on June 30. Please log in and check access before July 1
Fresno SmartCare Production Link
· How to add a new SmartCare user (credentialing, ESA’s, User log)
· DBH IT will create the accounts. The process is the same as before. Authorized representative will contact the Contract Analyst to request. Same spreadsheet as before. The email address is required, please be sure it is valid and correct.   
· SmartCare system requirements



 

· Check Programs
· Search for “Fresno Staff Setup (My Office)”
· One staff person at a time
· You will be able to see what program(s) you are assigned to. 

Basic Navigation, home screen, widgets, chart view
· Logging in to SmartCare
· How to Reset Your Password
· EHR Essentials Quick Guide
· Preferences
· Widgets
· Icons
· List Pages
· How to Use the Client Search Window
· How to Use the Client Search Icon
· How to Send a Message
Client Inquiry
The following functions may occur in the Client Inquiry form
· Access Line Call Log
· New Client Creation
· Client Search
· Insurance verification (check Medi-Cal)
· Demographics

Staff update (names/address)
· Enter Demographic Information
Client Update (names/address)
· Search for client name or client ID
· Open the Client Information (C) screen
· Select the Demographics tab
· Update the appropriate information
· Click the “Save” button
Admitting/Discharging to a Program
· How to Add the Client to Your Program
· How to Close a Client to a Program

Client Services Information (CSI) (MH Only)
· How to Complete a CSI Assessment Data Record
· How to Complete a CSI Demographic Record
Scanned documents, document viewer (MH Only)
· Screens vs. Documents
· How to Scan a Document into the Client Record
· How to Upload a Document into the Client Recor Without a Scanner
· How to view client’s documents: Search for Documents (Client) list page, select client
Client Flags 
· How do I Create a Flag to Alert Treatment Team Members to Important Client Information

Special Populations 
· How to Identify a Client as Katie A or Other Special Population

Request to Block Charts
· Email the Medical Records inbox (see bottom of document). 

How to Direct Enter/Batch Submit Service Data
· Service Import (Scroll down. The first few pages are blank)
· How to upload
· How to review for errors
· 
Batch Service Upload Template:

· How to Add a Problem to the Problem List
· How to Remove a Problem that has been Resolved

· For perinatal clients:

[bookmark: _MON_1749535274] 
Services Report
b. Search for the “Services (My Office)” 
c. Refer to List Pages for how to utilize this page
d. Must run by program
Client Account
e. How to Get to the Client Account Screen
f. Client Account Overview Tab
g. How to View Client Fee Records


NOABD (MH Only): How to Scan a Document into the Client Record




Medi-Cal Screening Tools (MH Only)
· Adult:  Same as the Youth Tool. Link on CalMHSA website does not work. 
· Youth:  How to Complete a Youth Medi-Cal Screening Tool
Child and Adolescent Needs and Strengths Assessment 
· Child and Adolescent Needs and Strengths CANS Tool

PSC-35
· Pediatric Symptoms Checklist

Clinical Error Details (deletion requests)
· “How-to” TBD
· SUD Email – DBHadpbusinessoffice@fresnocountyca.gov
· MH Email – DBHmentalhealthcorrections@fresnocountyca.gov
Client Referrals



For assistance
1.) Identify/create expert users on your team
2.) If your team doesn’t know the answer, refer to assigned DBH Contracts URS

Medical Records?  - DBH Medical Records Child dbhmedicalrecordschild@fresnocountyca.gov
		         -DBH Medical Records Adult dbhmedicalrecordsadult@fresnocountyca.gov 
Technology questions?  - DBHISDMailbox@fresnocountyca.gov
Clinical questions? - 	DBHQualityImprovement@fresnocountyca.gov
Admitting questions? - DBHOperationsAITEAM@fresnocountyca.gov
Billing Questions? -	start with expert users. 
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Installation

Requirements

e Microsoft .NET Framework Version 4.7.1 or later required.

First-Time Install Steps

Follow Steps 1-4 here if you have never installed SigWeb before:

1. Download the SigWeb installer at: www.topazsystems.com/software/sigweb.exe.

2. Before installing, be sure to close all open browsers (i.e. Chrome, Firefox, Internet
Explorer, etc).

3. Run the SigWeb installer (right-click and select “Run as Administrator”).
Note: Do not connect your signature pad until installation is complete.
4. Once complete, test SigWeb with the SigWeb Demo at this page:

www.sigplusweb.com/sigwebtablet_demo.htm. Click “Sign” and sign on your
signature pad; your signature will appear in the signature box.

0 oo

Sign Clear Done

sigstring: Base64 String:

3 www.topazsystems.com Back to Top
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Re-Installation Steps

Follow Steps 1-2 here if SigWeb has already been installed and you are performing a re-install:

1. Under “Start” — “Control Panel” — “Programs and Features”, right-click on “SigWeb”,
and choose “Uninstall”. Allow the “Uninstall” to complete.

(B SigIDp1 ActiveX Topaz Systems, Inc.
[57SigIDp1 Web Fingerprint ActiveX Topaz Systems, Inc.
[=°1 SignMeln Front Desk Sign-in 1.1 Topaz Systems, Inc.
[ SignMeln Front Desk Sign-in 1.2 Topaz Systems, Inc.
(57 sigPlusAdjust 1.7 Topaz Systems, Inc.
[=1SigTool Imager Plus v1.3 Topaz Systems, Inc.
[ SigWeb Topaz Systems Inc
DTopaz e-Signatures SigPlus 4.4.0.24 Uninstall

["7| Topaz LCD1XS Code Assistant Change

[=1 Topaz LCD4X3 Code Assistant Repair

[2 Topaz MSOffice Plug-In 3.0.4.2 po=oy ¥
[=1 Topaz MSOffice Plug-In 3.0.5 Topaz Systems, Inc.
DTopaz SigCardl MSR ActiveX Topaz Systems, Inc.
B | Tonaz SinComnare ActiveX 1.1 Topaz Systemns, Inc.

Note: If you do not see the “Programs and Features” option under the “Control Panel”,
click “View by:” in the top right of your window, and select “Small icons”.

View by:  5Small icons ¥

Category

Large icons

& Small icons

2. Follow the steps in the first section of this guide called “Eirst-Time Install Steps”in
order to install SigWeb properly.

3. If you wish to keep the “Tablet Configuration” screen and use the configuration from the
previous installation, click the “Keep Current SigPlus.ini Settings” button in the lower-left
corner of the “Tablet Configuration” screen.

[ Keep Current SigPlus.ini Settings ]
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SigWeb Test Utility
You can test the SigWeb installation by running the SigWeb Test Utility

(SigWeb_Test_Utility.exe), which can be downloaded from the Topaz website at:
www.topazsystems.com/sdks/sigweb.html.

SigWeb Cert Checker Software Package

Background

SigWeb requires an SSL certificate to be installed to allow communication between Topaz
signature pads and a webpage within a secure context (https). If a valid SSL certificate is not
installed on the client machine, then SigWeb will not function within secure web contexts
(https). Topaz provides a default SSL certificate; customers can also use their own certificate.

SSL certificates expire every year for security reasons. Thus, the SSL certificate must be
checked and updated annually. Topaz developed the SigWeb Certificate Updater to automate
this process when using Topaz certificates. Other certificates will require customers to
customize their own configuration and the JavaScript used to reference the location. The
Topaz Developer Support Team is available to assist in this process at
devsupport@topazsystems.com.

Overview

The SigWeb Certificate Updater checks the SigWeb certificate’s status and notifies users
and/or updates the SigWeb certificate before it expires. The process runs every time SigWeb
starts and begins checking for the availability of an updated certificate 60 days before the
certificate expires.

The particulars can be configured by modifying the “SigWebCertCheckerConfigs.xml” file and
other files referenced within this xml file. If an automatic certificate update isn’'t desired, then it
must be disabled by changing the value of utcDateUpdated to “none” in the
“SigWebCertCheckerConfigs.xml” file.

Process Description

The SigWeb Certificate Updater thread runs with system-level privileges as part of the Topaz

SigWeb Tablet Service. If there is a new version of the certificate available, it notifies the user
(if enabled) and allows them to choose to update the certificate. Otherwise, it silently attempts
to update the certificate. After a successful install, the “SigWebCertCheckerConfigs.xml” file is
updated with the new certificate data and “PFXConfigs.xml” data.

5 www.topazsystems.com Back to Top
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SigWebCertCheckerConfigs.xml

The “SigWebCertCheckerConfigs.xml” file configures the SigWeb Certificate Updater’s
operations.

Description

This file is the base configuration file that configures the information to use for checking the
SigWeb certificate, notifying users, and retrieving the updated certificate.

Configurations

certificate: Defines the thumbprint and subjectName to use for finding the SigWeb certificate.
This information is automatically updated when a new SigWeb certificate is installed. DO NOT
MODIFY.

thumbprint: The thumbprint used for finding the SigWeb certificate. If cannot find the certificate
by the thumbprint, then it will search by the subjectName.

subjectName: The subjectName used for finding the SigWeb certificate. Each element within
the subjectName must match the certificate’s subjectName’s elements exactly.

notification: Defines when to show notifications in the SigWebCertUpdater and
SigWebCertStatusNotifier applications.

showPopupNotifications: If set to true, show notifications. If set to false, then do not show
notifications.

pfx: Defines the location and update status of the PFXConfigs.xml file.

pfxConfigsURL: Address to the PFXConfigs.xml file that configures the PFX location and data.
- URI Schema must be: 'file:///', *http://', or 'https://'.

- For local or network files, use *file://I'.

- For HTTP, use 'http://' or 'https://'

utcDateUpdated: UTC Date that is compared with the PFXConfigs.xml file to detect whether
there is an update to the PFX file that needs to be installed. Determines if a new certificate is

available. DO NOT MODIFY unless you are trying to disable automatic certificate update. To
disable automatic certificate update, set to “none”.
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PFXConfigs.xml

Description

This file is the base configuration file used for determining the location of the new certificate
(PFX file), decryption information, and date this file was updated.

Configurations

pfxURL.: Link to the PFX file that is used to install the SigWeb certificate.
pfxDataURL.: Link to data used for installing the SigWeb certificate.
iv: IV used for decrypting information.

utcDateUpdated: UTC Date that is compared with the SigWebCertCheckerConfigs.xml file to
determine whether there is an update to the PFXConfigs.xml file. Determines if a new
certificate is available.

pfxConfigsURL.: Link to this PFXConfigs.xml file. Used to allow the SigWebCertUpdater
application to change the location of the PFXConfigs.xml within the
SigWebCertCheckerConfigs.xml file. If not set, then the SigWebCertCheckerConfigs.xml file
will not be modified.

Help & Support
You can test the SigWeb installation by running the SigWeb Test Utility

(SigWeb_Test_Utility.exe), which can be downloaded from the Topaz website at:
www.topazsystems.com/sdks/sigweb.html.

For troubleshooting help or assistance, view the “Software FAQ” tab on the Topaz Software
FAQ page at www.topazsystems.com/fag.html, or contact Topaz Dev Software Support at
devsupport@topazsystems.com.

Silent installers are available upon request. Visit the Topaz SigWeb page at
www.topazsystems.com/sdks/sigweb.html for details.
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Customer Hardware and Software Requirements (1) (1).pdf
Streamline
Healthcare Solutions

Smartcare Software and Hardware Requirements for
Customer Workstations

Last Updated: 3/11/2022
ratin m

e Windows 10 or later.
e Apple I0S 11+

Browsers Supported:

e Google Chrome
e Microsoft Edge (Windows only)

Hardware Requirements:

2.0+ GHz multi-core processor.

8GB of free RAM

10GB of free disk space

Broadband (10MBps+) Internet Connection

Document Scanning Hardware:

e TWAIN-Compatible Sheet Fed scanner directly connected to the workstation. Our
partner supports many brands and can provide a compatibility testing link upon request.

Insurance Card Scanning Hardware:

e Ambir ImageScan Pro 490i Duplex ID Card and Document Scanner

Signature Pad Hardware and Software:

e SmartCare supports Topaz-branded USB signature pads directly connected to the
workstation. T-LBK460-HSB-R is the recommended model.
e Topaz SIGWEB drivers (available from Topaz).
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BatchServiceUploadTemplate.xlsx
Sheet1

		ClientId		ClinicianId		ProcedureCodeId		LocationId		DateOfService		EndDateOfService		FaceToFaceTime		TravelTime		DocumentationTime		AttendingID		ReferringId		EmergencyIndicator		EvidenceBasedPractices		TransportationService		Billing Diagnosis Position 1		Billing Diagnosis 1 Present On Admission		Billing Diagnosis Position 2		Billing Diagnosis Position 3		Billing Diagnosis Position 4		AddOnProcedureCodeId		AddOnProcedureStartTime		AddOn ProcedureUnits		OverrideError
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Problem List Perinatal.docx
Clinical staff will need to add to the problem list with snomed code for pregnancy disclosed by client to add:  248985009

Go to client clinical problems and add a new problem to the list
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Client Clinical Problems (1)

StartDate 01/01/2023 (§~ End Date

SNOMED Description

SNOMED Description

Presentation of pregnancy (finding)

< Include Past Problems

& 1CD10Code

v SNOMED CT Code
248985009

1CD 10 Code
73490

&

Start Date
01/01/2023

End Date






image2.tmp

Client Clinical Problem Details

Problem Details

Problem Details

*
Code  734.90 @ Description Presentation of pregnancy (finding) b4
Start Date: 01/01/2023 B~ End Date: ) Program 101020-3.5-Westca v | Visible to all programs
Problem List
'SNOMED Description SNOMED CT Code 1CD 10 Code Start Date End Date
X0 [:] Presentation of pregnancy (finding) 248985009 734.90 03/25/2023
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County of Fresno

DEPARTMENT OF BEHAVIORAL HEALTH

SUSAN L. HOLT

 DIRECTOR OF BEHAVIORAL HEALTH

PUBLIC GUARDIAN

 











NOTICE OF ADVERSE BENEFIT DETERMINATION

About Your Treatment Request



August 26, 2021







[bookmark: Text3][bookmark: Text6]Name of Person Served	Treating Provider’s Name

[bookmark: Text4][bookmark: Text7]Address	Address

[bookmark: Text5][bookmark: Text8]City, State Zip	City, State Zip



RE:	Specialty Mental Health Services



This notice lets you know that Fresno County Mental Health Plan (FCMHP) has determined that your mental health condition does not meet the medical necessity criteria to be eligible for specialty mental health services through FCMHP. Our decision is based on Medi-Cal managed care guidelines and state regulations which staff utilized to determine if medical necessity criteria are met. Your request for services is denied because:



☐	your mental health condition as identified upon initial screening but prior to initiating the assessment process, does not meet the medical necessity criteria to be eligible for specialty mental health services.  {Title 9, CCR, Section 1810.247)}



☐	your mental health diagnosis as identified by the assessment is not covered by the mental health plan. {Title 9, CCR, Section 1830.205(b)(1)}



☐	your mental health condition does not cause problems for you in your daily life that are serious enough to make you eligible for specialty mental health services from the mental health plan. {Title 9, CCR, Section 1830.205(b)(1)}



☐	the specialty mental health services available from the mental health plan are not likely to help you maintain or improve your mental health condition. {Title 9, CCR, Section 1830.205(b)(3)(A) and (B)}



☐	your mental health condition would be responsive to treatment by a physical healthcare provider. {Title 9, CCR, 1830.205(b)(3)(C)}



Although you do not qualify for specialty mental health services through FCMHP, you may be able to receive mental health services from your Medi-Cal Managed Care Plan, which in Fresno County is Cal-Viva Health or Anthem Blue Cross. If you have a Medi-Cal Managed Care Plan, you can call Cal-Viva Health at 1-888-593-1569 or Anthem Blue Cross at 1-800-407-4627. Or, you may contact us as we are happy to help you get connected to additional services or resources.



You may appeal this decision if you think it is incorrect. The enclosed “Your Rights” information notice tells you how. It also tells you where you can get help with your appeal. This also means free legal help. You are encouraged to send with your appeal any information or documents that could help your appeal. The enclosed “Your Rights information notice provides timelines you must follow when requesting an appeal.



You may ask for free copies of all information used to make this decision. This includes a copy of the guideline, protocol, or criteria that we used to make our decision. To ask for this, please call FCMHP at 1-800-654-3937.



If you are currently getting services and you want to keep getting services while we decide on your appeal, you must ask for an appeal within 10 days from the date on this letter, or before the date your mental health plan says services will be stopped or reduced.



The FCMHP can help you with any questions you have about this notice. For help, you may call the FCMHP 24 hours a day, 7 days a week at 1-800-654-3937. If you have trouble speaking or hearing, please call TTY/TTD number 711 to reach the California Relay Service, which is available 24 hours a day, 7 days a week for help.



If you need this notice and/or other documents from the FCMHP in an alternative communication format such as large font, Braille, or an electronic format, or, if you would like help reading the material, please contact FCMHP by calling 1-800-654-3937.



If the FCMHP does not help you to your satisfaction and/or you need additional help, the State Medi-Cal Managed Care Ombudsman Office can help you with any questions. You may call them Monday through Friday, 8am to 5pm PST, excluding holidays, at 1-888-452-8609.



This notice does not affect any of your other Medi-Cal services.







Treatment Provider's Name



Enclosures: 	NOABD “Your Rights”

		Language Assistance Taglines

		Beneficiary Non-Discrimination Notice



CC:		    	




YOUR RIGHTS UNDER MEDI-CAL



If you need this notice and/or other documents from the Fresno County Mental Health Plan (FCMHP) in an alternative communication format such as large font, Braille, or an electronic format, or, if you would like help reading the material, please contact FCMHP by calling 1-800-654-3937.



IF YOU DO NOT AGREE WITH THE DECISION MADE FOR YOUR MENTAL HEALTH OR SUBSTANCE USE DISODER TREATMENT, YOU CAN FILE AN APPEAL. THIS APPEAL IS FILED WITH FCMHP.



HOW TO FILE AN APPEAL



You have 60 days from the date of this “Notice of Adverse Benefit Determination” letter to file an appeal. If you are currently getting treatment and you want to keep getting treatment, you must ask for an appeal within 10 days from the date on this letter OR before the date FCMHP says services will stop. You must say that you want to keep getting treatment when you file the appeal.



You can file an appeal by phone or in writing. If you file an appeal by phone, you must follow up with a written signed appeal. The FCMHP will provide you with free assistance if you need help.



· To appeal by phone: Contact FCMHP 24 hours a day, 7 days a week by calling 1-800-654-3937. Or, if you have trouble hearing or speaking, please call TYY/TDD number 711 to reach the California Relay Service.



· To appeal in writing: Fill out an appeal form or write a letter to FCMHP and send it to:



Fresno County Mental Health Plan

P.O. Box 45003

Fresno, CA 93718-9886



Your provider will have appeal forms available. FCMHP can also send a form to you.



You may file an appeal yourself. Or, you can have someone like a relative, friend, advocate, provider, or attorney file the appeal for you. This person is called an “authorized representative.” You can send in any type of information you want FCMHP to review. Your appeal will be reviewed by a different provider than the person who made the first decision.



The FCMHP has 30 days to give you an answer. At that time, you will get a “Notice of Appeal Resolution” letter. This letter will tell you what the FCMHP has decided. If you do not get a letter with the FCMHP’s decision within 30 days, you can ask for a “State Hearing” and a judge will review your case. Please read the section below for instructions on how to ask for a State Hearing.




EXPEDITED APPEALS



If you think waiting 30 days will hurt your health, you might be able to get an answer within 72 hours. When filing your appeal, say why waiting will hurt your health. Make sure you ask for an “expedited appeal.”





STATE HEARING



If you filed an appeal and received a “Notice of Appeal Resolution” letter telling you that the FCMHP will still not provide the services, or you never received a letter telling you of the decision and it has been past 30 days, you can ask for a “State Hearing” and a judge will review your case. You will not have to pay for a State Hearing.



You must ask for a State Hearing within 120 days from the date of the “Notice of Appeal Resolution” letter. 



Temporary Changes to State Fair Hearing Request Timeframes



If the 120-days deadline occurs between March 1, 2020, through the end of the COVID-19 public health emergency, you are now allowed up to an additional 120 days to request a State Hearing (i.e. initial 120 day timeframe plus an additional 120 days, for a total of 240 days).



You can ask for a State Hearing by phone, electronically, or in writing:



· By phone: Call 1-800-952-5253. If you cannot speak or hear well, please call TTY/TDD 1-800-952-8349. 



· Electronically: You may request a State Hearing online. Please visit the California Department of Social Services’ website to complete the electronic form: https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx



· In writing: Fill out a State Hearing form or send a letter to:  



	California Department of Social Services

	State Hearings Division

P.O. Box 944243, Mail Station 9-17-37	

Sacramento, CA  94244-2430



Be sure to include your name, address, telephone number, Date of Birth, and the reason you want a State Hearing. If someone is helping you ask for a State Hearing, add their name, address, and telephone number to the form or letter. If you need an interpreter, tell us what language you speak. You will not have to pay for an interpreter. We will get you one.



After you ask for a State Hearing, it could take up to 90 days to decide your case and send you an answer. If you think waiting that long will hurt your health, you might be able to get an answer within 3 working days. You may want to ask your provider or FCMHP to write a letter for you, or you can write one yourself. The letter must explain in detail how waiting for up to 90 days for your case to be decided will seriously harm your life, your health, or your ability to attain, maintain, or regain maximum function. Then, ask for an “expedited hearing” and provide the letter with your request for a hearing.



Authorized Representative



You may speak at the State Hearing yourself. Or someone like a relative, friend, advocate, provider, or attorney can speak for you. If you want another person to speak for you, then you must tell the State Hearing office that the person is allowed to speak for you. This person is called an “authorized representative.”



LEGAL HELP



You may be able to get free legal help. You may also call the local Legal Aid program in your county at 1-888-804-3536.




NONDISCRIMINATION NOTICE



Discrimination is against the law. The Fresno County Mental Health Plan (FCMHP) follows Federal and State civil rights laws. The FCMHP does not discriminate, exclude people, or treat them differently.



The FCMHP provides:

 

· Free aids and services to people with disabilities to help them communicate better, such as:



· Qualified sign language interpreters

· Written information in other formats (large print, audio, accessible electronic formats, other formats)



· Free language services to people whose primary language is not English, such as:



· Qualified interpreters

· Information written in other languages



If you need these services, contact the FCMHP 24 hours a day, 7 days a week by calling 1-800-654-3937. Or, if you cannot hear or speak well, please dial 711 to reach the California Relay Service, which is available 24 hours a day, 7 days a week. 







HOW TO FILE A GRIEVANCE



If you believe that the FCMHP has failed to provide these services or discriminated in another way on the basis of sex, race, color, religion, ancestry, national origin, ethnic group identification, age, mental disability, physical disability, medical condition, genetic information, marital status, gender, gender identity, sexual orientation, or any other basis protected by Federal or State civil rights laws, you can file a discrimination grievance with the California Department of Health Care Services – Office of Civil Rights.  You can file a grievance by phone, in writing, or email:



· By phone: Call 1-916-440-7370.  If you cannot speak or hear well, please call TTY/TDD 711.



· In writing: Fill out a grievance form, or write a letter and send it to:



Office of Civil Rights

Department of Health Care Services

PO Box 997413, MS 0009, 

Sacramento, CA 95899-7413



Complaint forms are available at https://www.dhcs.ca.gov/discrimination-grievance-procedures. 



· Email: CivilRights@dhcs.ca.gov.









OFFICE OF CIVIL RIGHTS



You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights by phone, in writing, or electronically:



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



· In writing: Fill out a complaint form or send a letter to:



U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201 



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



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









ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to you. Call 1-800-654-3937 (TTY: 711). (English)



ATTENTION: Auxiliary aids and services, including but not limited to large print documents and alternative formats, are available to you free of charge upon request. Call 1-800-654-3937 (TTY: 711).



ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-800-654-3937 (TTY: 711). (Spanish)



LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-654-3937 (TTY: 711). (Hmong)



ملحوظة: إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغویة تتوافر لك بالمجان. اتصل برقم 1-800-654-3937 (711- ھاتف الصم والبكم) (Arabic)



ՈՒՇԱԴՐՈՒԹՅՈՒՆ՝ Եթե խոսում եք հայերեն, ապա ձեզ անվճար կարող են տրամադրվել լեզվական աջակցության ծառայություններ: Զանգահարեք 1-800-654-3937 (TTY (հեռատիպ)՝ 711): (Armenian)



ប្រយ័ត្ន៖  បើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, សេវាជំនួយផ្នែកភាសា ដោយមិនគិតឈ្នួល គឺអាចមានសំរាប់បំរើអ្នក។  ចូរ ទូរស័ព្ទ 1-800-654-3937 (TTY: 711)។ (Cambodian/Khmer)



 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-800-654-3937

	(TTY：711）。(Chinese)



توجه: اگر به زبان فارسی گفتگو می کنید، تسهیلات زبانی بصورت رایگان برای شما فراهم می باشد. با 1-800-654-3937 (TTY: 711) تماس بگیرید. (Farsi)



ध्यान दें:  यदि आप हिंदी बोलते हैं तो आपके लिए मुफ्त में भाषा सहायता सेवाएं उपलब्ध हैं। 1-800-654-3937 (TTY: 711) पर कॉल करें। (Hindi)



注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-800-654-3937（TTY:711）まで、お電話にてご連絡ください。(Japanese)



주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-800-654-3937 (TTY: 711)번으로 전화해 주십시오. (Korean)



ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວົ້າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫຼືອດ້ານພາສາ, ໂດຍບໍ່ເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 1-800-654-3937 (TTY: 711). (Lao)



ਧਿਆਨ ਦਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਦੇ ਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਵਿੱਚ ਸਹਾਇਤਾ ਸੇਵਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਧ ਹੈ। 1-800-654-3937 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ। (Punjabi)



ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 1-800-654-3937 (телетайп: 711). (Russian)



PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-654-3937 (TTY: 711). (Tagalog)



เรียน: ถ้าคุณพูดภาษาไทยคุณสามารถใช้บริการช่วยเหลือทางภาษาได้ฟรี โทร 1-800-654-3937 (TTY: 711). (Thai)



УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки. Телефонуйте за номером 1-800-654-3937(телетайп: 711). (Ukranian)



CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 1-800-654-3937 (TTY: 711). (Vietnamese)











4409 E. Inyo Ave, Fresno, California 93702

Phone (559) 600-4645 ♦ FAX (559) 455-4633 www.co.fresno.ca.us



The County of Fresno is an Equal Employment Opportunity Employer
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County of Fresno

DEPARTMENT OF BEHAVIORAL HEALTH

SUSAN L. HOLT

 DIRECTOR OF BEHAVIORAL HEALTH

PUBLIC GUARDIAN



           



NOTICE OF ADVERSE BENEFIT DETERMINATION

About Your Treatment Request



August 26, 2021









[bookmark: Text3][bookmark: Text5]Name of Person Served	Treating Provider’s Name

[bookmark: Text4][bookmark: Text6]Address	Address

[bookmark: Text8][bookmark: Text7]City, State Zip	City, State Zip



RE:	Specialty Mental Health Services



[bookmark: _Hlk70080838][bookmark: Dropdown1]You or your authorized representative has asked Fresno County Mental Health Plan (FCMHP) to obtain or approve specialty mental health services. FCMHP has not provided services within  . Our records show that you requested service(s), or service(s) were requested on your behalf on August 26, 2021.



We apologize for the delay in providing timely services. We are working on your request and will provide you with a service appointment soon.



You may appeal this decision. The enclosed “Your Rights” information notice tells you how. It also tells you where you can get help with your appeal. This also means free legal help. You are encouraged to send with your appeal any information or documents that could help your appeal. The enclosed “Your Rights” information notice provides timelines you must follow when requesting an appeal.



The FCMHP can help you with any questions you have about this notice. For help, you may call FCMHP 24 hours a day, 7 days a week at 1-800-654-3937. If you have trouble speaking or hearing, please call 711 to reach the California Relay Service, which is available 24 hours a day, 7 days a week for help.











If you need this notice and/or other documents from the FCMHP in an alternative communication format such as large font, Braille, or an electronic format, or, if you would like help reading the material, please contact FCMHP by calling 1-800-654-3937.



If the FCMHP does not help you to your satisfaction and/or you need additional help, the State Medi-Cal Managed Care Ombudsman Office can help you with any questions. You may call them Monday through Friday, 8am to 5pm PST, excluding holidays, at 1-888-452-8609.



This notice does not affect any of your other Medi-Cal services.







Treating Provider’s Name



Enclosures: 	NOABD “Your Rights”

		Language Assistance Taglines

		Beneficiary Non-Discrimination Notice



CC:		    	




YOUR RIGHTS UNDER MEDI-CAL



If you need this notice and/or other documents from the Fresno County Mental Health Plan (FCMHP) in an alternative communication format such as large font, Braille, or an electronic format, or, if you would like help reading the material, please contact FCMHP by calling 1-800-654-3937.



IF YOU DO NOT AGREE WITH THE DECISION MADE FOR YOUR MENTAL HEALTH OR SUBSTANCE USE DISODER TREATMENT, YOU CAN FILE AN APPEAL. THIS APPEAL IS FILED WITH FCMHP.



HOW TO FILE AN APPEAL



You have 60 days from the date of this “Notice of Adverse Benefit Determination” letter to file an appeal. If you are currently getting treatment and you want to keep getting treatment, you must ask for an appeal within 10 days from the date on this letter OR before the date FCMHP says services will stop. You must say that you want to keep getting treatment when you file the appeal.



You can file an appeal by phone or in writing. If you file an appeal by phone, you must follow up with a written signed appeal. The FCMHP will provide you with free assistance if you need help.



· To appeal by phone: Contact FCMHP 24 hours a day, 7 days a week by calling 1-800-654-3937. Or, if you have trouble hearing or speaking, please call TYY/TDD number 711 to reach the California Relay Service.



· To appeal in writing: Fill out an appeal form or write a letter to FCMHP and send it to:



Fresno County Mental Health Plan

P.O. Box 45003

Fresno, CA 93718-9886



Your provider will have appeal forms available. FCMHP can also send a form to you.



You may file an appeal yourself. Or, you can have someone like a relative, friend, advocate, provider, or attorney file the appeal for you. This person is called an “authorized representative.” You can send in any type of information you want FCMHP to review. Your appeal will be reviewed by a different provider than the person who made the first decision.



The FCMHP has 30 days to give you an answer. At that time, you will get a “Notice of Appeal Resolution” letter. This letter will tell you what the FCMHP has decided. If you do not get a letter with the FCMHP’s decision within 30 days, you can ask for a “State Hearing” and a judge will review your case. Please read the section below for instructions on how to ask for a State Hearing.




EXPEDITED APPEALS



If you think waiting 30 days will hurt your health, you might be able to get an answer within 72 hours. When filing your appeal, say why waiting will hurt your health. Make sure you ask for an “expedited appeal.”





STATE HEARING



If you filed an appeal and received a “Notice of Appeal Resolution” letter telling you that the FCMHP will still not provide the services, or you never received a letter telling you of the decision and it has been past 30 days, you can ask for a “State Hearing” and a judge will review your case. You will not have to pay for a State Hearing.



You must ask for a State Hearing within 120 days from the date of the “Notice of Appeal Resolution” letter. 



Temporary Changes to State Fair Hearing Request Timeframes



If the 120-days deadline occurs between March 1, 2020, through the end of the COVID-19 public health emergency, you are now allowed up to an additional 120 days to request a State Hearing (i.e. initial 120 day timeframe plus an additional 120 days, for a total of 240 days).



You can ask for a State Hearing by phone, electronically, or in writing:



· By phone: Call 1-800-952-5253. If you cannot speak or hear well, please call TTY/TDD 1-800-952-8349. 



· Electronically: You may request a State Hearing online. Please visit the California Department of Social Services’ website to complete the electronic form: https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx



· In writing: Fill out a State Hearing form or send a letter to:  



	California Department of Social Services

	State Hearings Division

P.O. Box 944243, Mail Station 9-17-37	

Sacramento, CA  94244-2430



Be sure to include your name, address, telephone number, Date of Birth, and the reason you want a State Hearing. If someone is helping you ask for a State Hearing, add their name, address, and telephone number to the form or letter. If you need an interpreter, tell us what language you speak. You will not have to pay for an interpreter. We will get you one.



After you ask for a State Hearing, it could take up to 90 days to decide your case and send you an answer. If you think waiting that long will hurt your health, you might be able to get an answer within 3 working days. You may want to ask your provider or FCMHP to write a letter for you, or you can write one yourself. The letter must explain in detail how waiting for up to 90 days for your case to be decided will seriously harm your life, your health, or your ability to attain, maintain, or regain maximum function. Then, ask for an “expedited hearing” and provide the letter with your request for a hearing.



Authorized Representative



You may speak at the State Hearing yourself. Or someone like a relative, friend, advocate, provider, or attorney can speak for you. If you want another person to speak for you, then you must tell the State Hearing office that the person is allowed to speak for you. This person is called an “authorized representative.”



LEGAL HELP



You may be able to get free legal help. You may also call the local Legal Aid program in your county at 1-888-804-3536.




NONDISCRIMINATION NOTICE



Discrimination is against the law. The Fresno County Mental Health Plan (FCMHP) follows Federal and State civil rights laws. The FCMHP does not discriminate, exclude people, or treat them differently.



The FCMHP provides:

 

· Free aids and services to people with disabilities to help them communicate better, such as:



· Qualified sign language interpreters

· Written information in other formats (large print, audio, accessible electronic formats, other formats)



· Free language services to people whose primary language is not English, such as:



· Qualified interpreters

· Information written in other languages



If you need these services, contact the FCMHP 24 hours a day, 7 days a week by calling 1-800-654-3937. Or, if you cannot hear or speak well, please dial 711 to reach the California Relay Service, which is available 24 hours a day, 7 days a week. 










HOW TO FILE A GRIEVANCE



If you believe that the FCMHP has failed to provide these services or discriminated in another way on the basis of sex, race, color, religion, ancestry, national origin, ethnic group identification, age, mental disability, physical disability, medical condition, genetic information, marital status, gender, gender identity, sexual orientation, or any other basis protected by Federal or State civil rights laws, you can file a discrimination grievance with the California Department of Health Care Services – Office of Civil Rights.  You can file a grievance by phone, in writing, or email:



· By phone: Call 1-916-440-7370.  If you cannot speak or hear well, please call TTY/TDD 711.



· In writing: Fill out a grievance form, or write a letter and send it to:



Office of Civil Rights

Department of Health Care Services

PO Box 997413, MS 0009, 

Sacramento, CA 95899-7413



Complaint forms are available at https://www.dhcs.ca.gov/discrimination-grievance-procedures. 


· Email: CivilRights@dhcs.ca.gov.









OFFICE OF CIVIL RIGHTS



You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights by phone, in writing, or electronically:



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



· In writing: Fill out a complaint form or send a letter to:



U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201 



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



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









ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to you. Call 1-800-654-3937 (TTY: 711). (English)



ATTENTION: Auxiliary aids and services, including but not limited to large print documents and alternative formats, are available to you free of charge upon request. Call 1-800-654-3937 (TTY: 711).



ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-800-654-3937 (TTY: 711). (Spanish)



LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-654-3937 (TTY: 711). (Hmong)



ملحوظة: إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغویة تتوافر لك بالمجان. اتصل برقم 1-800-654-3937 (711- ھاتف الصم والبكم) (Arabic)



ՈՒՇԱԴՐՈՒԹՅՈՒՆ՝ Եթե խոսում եք հայերեն, ապա ձեզ անվճար կարող են տրամադրվել լեզվական աջակցության ծառայություններ: Զանգահարեք 1-800-654-3937 (TTY (հեռատիպ)՝ 711): (Armenian)



ប្រយ័ត្ន៖  បើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, សេវាជំនួយផ្នែកភាសា ដោយមិនគិតឈ្នួល គឺអាចមានសំរាប់បំរើអ្នក។  ចូរ ទូរស័ព្ទ 1-800-654-3937 (TTY: 711)។ (Cambodian/Khmer)



 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-800-654-3937

	(TTY：711）。(Chinese)



توجه: اگر به زبان فارسی گفتگو می کنید، تسهیلات زبانی بصورت رایگان برای شما فراهم می باشد. با 1-800-654-3937 (TTY: 711) تماس بگیرید. (Farsi)



ध्यान दें:  यदि आप हिंदी बोलते हैं तो आपके लिए मुफ्त में भाषा सहायता सेवाएं उपलब्ध हैं। 1-800-654-3937 (TTY: 711) पर कॉल करें। (Hindi)



注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-800-654-3937（TTY:711）まで、お電話にてご連絡ください。(Japanese)



주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-800-654-3937 (TTY: 711)번으로 전화해 주십시오. (Korean)



ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວົ້າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫຼືອດ້ານພາສາ, ໂດຍບໍ່ເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 1-800-654-3937 (TTY: 711). (Lao)



ਧਿਆਨ ਦਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਦੇ ਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਵਿੱਚ ਸਹਾਇਤਾ ਸੇਵਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਧ ਹੈ। 1-800-654-3937 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ। (Punjabi)



ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 1-800-654-3937 (телетайп: 711). (Russian)



PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-654-3937 (TTY: 711). (Tagalog)



เรียน: ถ้าคุณพูดภาษาไทยคุณสามารถใช้บริการช่วยเหลือทางภาษาได้ฟรี โทร 1-800-654-3937 (TTY: 711). (Thai)



УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки. Телефонуйте за номером 1-800-654-3937(телетайп: 711). (Ukranian)



CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 1-800-654-3937 (TTY: 711). (Vietnamese)
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County of Fresno

DEPARTMENT OF BEHAVIORAL HEALTH

SUSAN L. HOLT

 DIRECTOR OF BEHAVIORAL HEALTH

PUBLIC GUARDIAN











NOTICE OF ADVERSE BENEFIT DETERMINATION

About Your Treatment Request



September 22, 2021







[bookmark: Text3]Name of Person Served	Treating Provider’s Name

[bookmark: Text4][bookmark: Text7]Address	Address

[bookmark: Text5][bookmark: Text8]City, State Zip	City, State Zip

	Phone Number





RE:	Specialty Mental Health Services



You are currently interested in or receiving specialty mental health services through the Fresno County Mental Health Plan (FCMHP). Beginning on August 9, 2021 we will no longer approve this treatment. This is because we have not been able to reach you. We would like a chance to be able to meet with you to discuss your request for services. Please contact Treating Provider’s Name at Phone Number if you would like service(s). If we do not hear from you, we will assume you agree with the decision, you are no longer in need of our services, or you have accessed services with another provider.



You may appeal this decision if you think it is incorrect. The enclosed “Your Rights” information notice tells you how. It also tells you where you can get help with your appeal. This also means free legal help. You are encouraged to send with your appeal any information or documents that could help your appeal. The enclosed “Your Rights” information notice provides timelines you must follow when requesting an appeal.



You may ask for free copies of all information used to make this decision. This includes a copy of the guideline, protocol, or criteria that we used to make our decision. To ask for this, please call Fresno County Mental Health Plan (FCMHP) at 1-800-654-3937.



If you want to keep getting this service while we decide on your appeal, you must ask for an appeal within 10 days from the date on this letter, or before the date your plan says services will be stopped or reduced, listed above.



This notice does not affect any of your other Medi-Cal services.



The FCMHP can help you with any questions you have about this notice. For help, you may call FCMHP 24 hours a day, 7 days a week at 1-800-654-3937. If you have trouble speaking or hearing, please call TTY/TTD number 711 to reach the California Relay Service, which is available 24 hours a day, 7 days a week for help.



If you need this notice and/or other documents from the FCMHP in an alternative communication format such as large font, Braille, or an electronic format, or, if you would like help reading the material, please contact FCMHP by calling 1-800-654-3937.



If the FCMHP does not help you to your satisfaction and/or you need additional help, the State Medi-Cal Managed Care Ombudsman Office can help you with any questions. You may call them Monday through Friday, 8am to 5pm PST, excluding holidays, at 1-888-452-8609.





Treating Provider’s Name



Enclosures: 	NOABD “Your Rights”

		Language Assistance Taglines

		Beneficiary Non-Discrimination Notice



CC:		    	




YOUR RIGHTS UNDER MEDI-CAL



If you need this notice and/or other documents from the Fresno County Mental Health Plan (FCMHP) in an alternative communication format such as large font, Braille, or an electronic format, or, if you would like help reading the material, please contact FCMHP by calling 1-800-654-3937.



IF YOU DO NOT AGREE WITH THE DECISION MADE FOR YOUR MENTAL HEALTH OR SUBSTANCE USE DISODER TREATMENT, YOU CAN FILE AN APPEAL. THIS APPEAL IS FILED WITH FCMHP.



HOW TO FILE AN APPEAL



You have 60 days from the date of this “Notice of Adverse Benefit Determination” letter to file an appeal. If you are currently getting treatment and you want to keep getting treatment, you must ask for an appeal within 10 days from the date on this letter OR before the date FCMHP says services will stop. You must say that you want to keep getting treatment when you file the appeal.



You can file an appeal by phone or in writing. If you file an appeal by phone, you must follow up with a written signed appeal. The FCMHP will provide you with free assistance if you need help.



· To appeal by phone: Contact FCMHP 24 hours a day, 7 days a week by calling 1-800-654-3937. Or, if you have trouble hearing or speaking, please call TYY/TDD number 711 to reach the California Relay Service.



· To appeal in writing: Fill out an appeal form or write a letter to FCMHP and send it to:



Fresno County Mental Health Plan

P.O. Box 45003

Fresno, CA 93718-9886



Your provider will have appeal forms available. FCMHP can also send a form to you.



You may file an appeal yourself. Or, you can have someone like a relative, friend, advocate, provider, or attorney file the appeal for you. This person is called an “authorized representative.” You can send in any type of information you want FCMHP to review. Your appeal will be reviewed by a different provider than the person who made the first decision.



The FCMHP has 30 days to give you an answer. At that time, you will get a “Notice of Appeal Resolution” letter. This letter will tell you what the FCMHP has decided. If you do not get a letter with the FCMHP’s decision within 30 days, you can ask for a “State Hearing” and a judge will review your case. Please read the section below for instructions on how to ask for a State Hearing.




EXPEDITED APPEALS



If you think waiting 30 days will hurt your health, you might be able to get an answer within 72 hours. When filing your appeal, say why waiting will hurt your health. Make sure you ask for an “expedited appeal.”





STATE HEARING



If you filed an appeal and received a “Notice of Appeal Resolution” letter telling you that the FCMHP will still not provide the services, or you never received a letter telling you of the decision and it has been past 30 days, you can ask for a “State Hearing” and a judge will review your case. You will not have to pay for a State Hearing.



You must ask for a State Hearing within 120 days from the date of the “Notice of Appeal Resolution” letter. 



Temporary Changes to State Fair Hearing Request Timeframes



If the 120-days deadline occurs between March 1, 2020, through the end of the COVID-19 public health emergency, you are now allowed up to an additional 120 days to request a State Hearing (i.e. initial 120 day timeframe plus an additional 120 days, for a total of 240 days).



You can ask for a State Hearing by phone, electronically, or in writing:



· By phone: Call 1-800-952-5253. If you cannot speak or hear well, please call TTY/TDD 1-800-952-8349. 



· Electronically: You may request a State Hearing online. Please visit the California Department of Social Services’ website to complete the electronic form: https://secure.dss.cahwnet.gov/shd/pubintake/cdss-request.aspx



· In writing: Fill out a State Hearing form or send a letter to:  



	California Department of Social Services

	State Hearings Division

P.O. Box 944243, Mail Station 9-17-37	

Sacramento, CA  94244-2430



Be sure to include your name, address, telephone number, Date of Birth, and the reason you want a State Hearing. If someone is helping you ask for a State Hearing, add their name, address, and telephone number to the form or letter. If you need an interpreter, tell us what language you speak. You will not have to pay for an interpreter. We will get you one.



After you ask for a State Hearing, it could take up to 90 days to decide your case and send you an answer. If you think waiting that long will hurt your health, you might be able to get an answer within 3 working days. You may want to ask your provider or FCMHP to write a letter for you, or you can write one yourself. The letter must explain in detail how waiting for up to 90 days for your case to be decided will seriously harm your life, your health, or your ability to attain, maintain, or regain maximum function. Then, ask for an “expedited hearing” and provide the letter with your request for a hearing.



Authorized Representative



You may speak at the State Hearing yourself. Or someone like a relative, friend, advocate, provider, or attorney can speak for you. If you want another person to speak for you, then you must tell the State Hearing office that the person is allowed to speak for you. This person is called an “authorized representative.”



LEGAL HELP



You may be able to get free legal help. You may also call the local Legal Aid program in your county at 1-888-804-3536.




NONDISCRIMINATION NOTICE



Discrimination is against the law. The Fresno County Mental Health Plan (FCMHP) follows Federal and State civil rights laws. The FCMHP does not discriminate, exclude people, or treat them differently.



The FCMHP provides:

 

· Free aids and services to people with disabilities to help them communicate better, such as:



· Qualified sign language interpreters

· Written information in other formats (large print, audio, accessible electronic formats, other formats)



· Free language services to people whose primary language is not English, such as:



· Qualified interpreters

· Information written in other languages



If you need these services, contact the FCMHP 24 hours a day, 7 days a week by calling 1-800-654-3937. Or, if you cannot hear or speak well, please dial 711 to reach the California Relay Service, which is available 24 hours a day, 7 days a week. 







HOW TO FILE A GRIEVANCE



If you believe that the FCMHP has failed to provide these services or discriminated in another way on the basis of sex, race, color, religion, ancestry, national origin, ethnic group identification, age, mental disability, physical disability, medical condition, genetic information, marital status, gender, gender identity, sexual orientation, or any other basis protected by Federal or State civil rights laws, you can file a discrimination grievance with the California Department of Health Care Services – Office of Civil Rights.  You can file a grievance by phone, in writing, or email:



· By phone: Call 1-916-440-7370.  If you cannot speak or hear well, please call TTY/TDD 711.



· In writing: Fill out a grievance form, or write a letter and send it to:



Office of Civil Rights

Department of Health Care Services

PO Box 997413, MS 0009, 

Sacramento, CA 95899-7413



Complaint forms are available at https://www.dhcs.ca.gov/discrimination-grievance-procedures. 



· Email: CivilRights@dhcs.ca.gov.









OFFICE OF CIVIL RIGHTS



You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights by phone, in writing, or electronically:



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



· In writing: Fill out a complaint form or send a letter to:



U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201 



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



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









ATTENTION: If you speak a language other than English, language assistance services, free of charge, are available to you. Call 1-800-654-3937 (TTY: 711). (English)



ATTENTION: Auxiliary aids and services, including but not limited to large print documents and alternative formats, are available to you free of charge upon request. Call 1-800-654-3937 (TTY: 711).



ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-800-654-3937 (TTY: 711). (Spanish)



LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-654-3937 (TTY: 711). (Hmong)



ملحوظة: إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغویة تتوافر لك بالمجان. اتصل برقم 1-800-654-3937 (711- ھاتف الصم والبكم) (Arabic)



ՈՒՇԱԴՐՈՒԹՅՈՒՆ՝ Եթե խոսում եք հայերեն, ապա ձեզ անվճար կարող են տրամադրվել լեզվական աջակցության ծառայություններ: Զանգահարեք 1-800-654-3937 (TTY (հեռատիպ)՝ 711): (Armenian)



ប្រយ័ត្ន៖  បើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, សេវាជំនួយផ្នែកភាសា ដោយមិនគិតឈ្នួល គឺអាចមានសំរាប់បំរើអ្នក។  ចូរ ទូរស័ព្ទ 1-800-654-3937 (TTY: 711)។ (Cambodian/Khmer)



 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-800-654-3937

	(TTY：711）。(Chinese)



توجه: اگر به زبان فارسی گفتگو می کنید، تسهیلات زبانی بصورت رایگان برای شما فراهم می باشد. با 1-800-654-3937 (TTY: 711) تماس بگیرید. (Farsi)



ध्यान दें:  यदि आप हिंदी बोलते हैं तो आपके लिए मुफ्त में भाषा सहायता सेवाएं उपलब्ध हैं। 1-800-654-3937 (TTY: 711) पर कॉल करें। (Hindi)



注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-800-654-3937（TTY:711）まで、お電話にてご連絡ください。(Japanese)



주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 1-800-654-3937 (TTY: 711)번으로 전화해 주십시오. (Korean)



ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວົ້າພາສາ ລາວ, ການບໍລິການຊ່ວຍເຫຼືອດ້ານພາສາ, ໂດຍບໍ່ເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. ໂທຣ 1-800-654-3937 (TTY: 711). (Lao)



ਧਿਆਨ ਦਿਓ: ਜੇ ਤੁਸੀਂ ਪੰਜਾਬੀ ਬੋਲਦੇ ਹੋ, ਤਾਂ ਭਾਸ਼ਾ ਵਿੱਚ ਸਹਾਇਤਾ ਸੇਵਾ ਤੁਹਾਡੇ ਲਈ ਮੁਫਤ ਉਪਲਬਧ ਹੈ। 1-800-654-3937 (TTY: 711) 'ਤੇ ਕਾਲ ਕਰੋ। (Punjabi)



ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. Звоните 1-800-654-3937 (телетайп: 711). (Russian)



PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-654-3937 (TTY: 711). (Tagalog)



เรียน: ถ้าคุณพูดภาษาไทยคุณสามารถใช้บริการช่วยเหลือทางภาษาได้ฟรี โทร 1-800-654-3937 (TTY: 711). (Thai)



УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки. Телефонуйте за номером 1-800-654-3937(телетайп: 711). (Ukranian)



CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. Gọi số 1-800-654-3937 (TTY: 711). (Vietnamese)











4409 E. Inyo Ave, Fresno, California 93702

Phone (559) 600-4645 ♦ FAX (559) 455-4633 www.co.fresno.ca.us



The County of Fresno is an Equal Employment Opportunity Employer
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Smartcare Referral Workflow with message template.docx
SmartCare Referral Workflow

This process does not apply to FSP referrals, AOT referrals, Child Welfare referrals

Sending a referral:

1. Create a new message in SmartCare

a. How to Send a Message - 2023 CalMHSA

2. Utilize the “Referring Staff Message Template” to guide you on the content of your referral message.

Referring Staff Message Template:

1. Select person served who is the subject of the referral

2. Select designated staff from the team you are referring to

3. Priority (select one): Normal, Caution/Alert, Urgent

4. [bookmark: _Hlk138402850]Make message part of client record:  check this box

5. Subject: Referral to [insert name of program you are referring to]

a. Ex. Referral to Turning Point Rural- Kerman Clinic

6. [bookmark: _Hlk138146823]Information for text box (copy/paste template below): 

a. School Name (youth only):

b. District Name (youth only)

c. Parent/Guardian Name and Contact Information (youth only):

d. Preferred Language of the Parent/Guardian (youth only): 

e. Preferred Language of Person Served:

f. Referring from Program:

g. Referral Reason (select one to include in message):  Choose an item. 

h. Referral justification, recommended level of care & risk factors:

i. Justification for urgent referral (only include if referral is marked urgent):

7. Push envelope icon to send
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Receiving a referral:

1. Open the referral message you received and reply utilizing the “Receiving Staff Message Template” to guide you on the content of your reply.

2. After you have sent the reply message open the client program list page and add the client to your program.  How to Add the Client to Your Program - 2023 CalMHSA

a. The requested date should be the date the referral message was sent to you.

b. The enrolled date should be the date you are assigning the client to a staff member in your program

Receiving Staff Message Template:

You will need to recheck the “Make message part of the record” box to make your reply part of the client record.

1. Review Message Details “To” section to determine how many individuals were included on the original message

a. If more than one individual was included you will need to add their name for them to receive the reply

2. Information for text box (copy/paste template below):

a. Approval Status: Choose an item.

b. Approved/Denied Comments: 

3. Push envelope icon to send

Example:
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Message Detail

General
Client Wormwood, Matilda (99981204) = (=] 3
T
X Caldwell, Melissa
Priority @Normal Caution/Alert Urgent Make message part of client record

Subject: [Re: Referral to SHINE

la. Approval Status: Approved
b Approved/Denied Comments: Person served will be contacted to schedule intake appointment.

--Original Message --

From: Caldwell, Melissa
[To: Rosen, Amanda

Date: 06/16/2023 4:58 PM
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Message Detail

General
Client Blankenship, Ida (99981206) =7
T
X Parra-Sanchez, Luisa

Priority (Normal Caution/Alert ©@Urgent 3 Make message part of client record £}

Subject: [Referral to SBT 5
[a. Parent/Guardian Name (for youth only): Tom Blankenship

b. Preferred Language of the Parent/Guardian (youth only): English

lc.  Preferred Language of Person Served: English 6

ld. Referring from Program: Youth Wellness Center

le.  Referral Reason (select one to include in message): Initial request for services

. Referral justification, recommended level of care &isk factors: Ida complsted an assessment at YWC and reported experiencing symptoms of PTSD and

|depression. Her father requested services be delivered at the school since he works full time. Ida struggles with passive suicidal ideation and is now starting to
Istruggle with her academic performance. She is interested in receiving individual therapy.

lg. Justification for urgent referral (only include if referral is marked urgent): During the assessment, Ida reported having thoughts of death regularly and
[without immediate intervention she is at risk for increased decompensation and possible hospitalization|
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