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1 POLICY:

It is the policy of the Agency that all individuals served and applicants for service
have the right to a fair and efficient process for resolving disagreements regarding
their services and supports.

All individuals receiving services are to be informed of the grievance process orally
and in writing at the time of initial service, at the time the treatment plan is signed
and whenever they request if they are not satisfied with decisions regarding services
and supports they are receiving or have requested.

Appeals and grievances are accepted either orally or in writing. A letter of
acknowledgement will be sent to the complainant, and resolution to the complaint
will be accomplished within required timeframes, with a written report sent to the
complainant.

For grievances regarding denial of expedited resolution of an appeal and for
grievances that involve clinical issues, the grievance is to be reviewed by health care
professionals who have the appropriate clinical expertise in treating the individual’s
condition. Resolution of the appeal or grievance will be facilitated as expeditiously
as the individual’s health condition requires.

An individual served or his/her individual representative must be offered an
opportunity to request mediation to resolve a dispute between the recipient or his/her
individual representative and the CMH related to planning and providing services or
supports to the recipient.

The CMH shall provide notice to an individual served, or his/her individual
representative, of the right to request and access mediation at the time services or
supports are initiated and at least annually after that. When the CMH local dispute
resolution process, local appeals process, or state Medicaid fair hearing is requested,
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notification of the right to request mediation must also be provided to the individual
served or his/her individual representative.

The CMH must participate in mediation if mediation is requested.

Mediation does not prevent an individual served or his/her individual representative
from using other appeal options. The parties may agree to voluntarily suspend other
appeal options, unless prohibited by law or precluded by a report of an apparent or
suspected violation of rights delineated in Chapter 7.

If the dispute is resolved through the mediation process, a legally binding document
is signed and is enforceable in any court of competent jurisdiction in this state.

The grievance and appeal process is a delegated function of the PIHP (Grievance and
Appeal Protocol).

*2 APPLICATION:
All applicants/individuals served
*3 DEFINITIONS:

Adverse Benefit Determination (ABD): A decision that adversely impacts the
Medicaid and non-Medicaid beneficiary’s claim for services due to:

1. Denial or limited authorization of a requested Medicaid or non-Medicaid
service, including the type or level of service, requirements for medical
necessity, appropriateness, setting or effectiveness of a covered benefit.

2. Reduction, suspension, or termination of a previously authorized Medicaid
or previously provided non-Medicaid covered service.

3. Denial, in whole or in part, of payment for a Medicaid or non-Medicaid
covered service. In the unlikely event of a denial of payment for services
rendered, an ABD notice will be sent by the person making the decision to
deny payment and sent the same date the claim denial is determined.

4. Failure to act within the appeal and grievance timeframes as established in
this policy.

5. Failure to provide Medicaid or non-Medicaid covered services in a timely
manner (14 days).

6. Failure to make a standard Service Authorization decision and provide
notice about the decision within 14 calendar days from the date of
recipient of a standard request for service.

7. Failure to make an expedited Service Authorization decision within
seventy-two (72) hours after receipt of a request for expedited Service
Authorization.

Adequate Notice of Adverse Benefit Determination: Written statement advising
the beneficiary of a decision to deny or limit authorization of Medicaid services
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that have been requested. Notice is provided on the same day the Adverse Benefit
Determination takes effect.

Advance Notice of Adverse Benefit Determination: Written statement advising
the beneficiary/individual of a decision to suspend, reduce or terminate a
Medicaid or non-Medicaid covered service they are currently receiving. Notice
must be mailed at least ten (10) calendar days prior to the proposed date the
Adverse Benefit Determination takes effect for a Medicaid beneficiary and thirty
(30) calendar days in advance of the date of action for a non-Medicaid individual.

Appeal: A review at the local level of an Adverse Benefit Determination (defined
above) relative to a Medicaid covered service or non-Medicaid covered service.

Beneficiary: An individual who is eligible for and enrolled in the Medicaid
program in Michigan.

Expedited Appeal: The expeditious review of an Adverse Benefit Determination
requested by an individual or the individual’s provider, when the appropriate
party determines that taking the time for a standard resolution could seriously
jeopardize the individual’s life, physical, or mental health, or ability to attain,
maintain, or regain maximum function. Ifthe individual requests the expedited
review, the PIHP/CMH determines if the request is warranted. If the individual’s
provider makes the request, or supports the individual’s request, the PIHP/CMH
must grant the request.

Fair Hearing: Impartial state level review of a Medicaid beneficiary’s appeal of
an action presided over by an Administrative Law Judge. Also referred to as an
Administrative Fair Hearing.

Grievance: An expression of dissatisfaction about any service issue other than an
Adverse Benefit Determination. The term may also refer to the general system of
appeals and grievances. Possible subjects for grievances include, but are not
limited to, quality of care or services provided and aspects of interpersonal
relationship between a service provider and the individual receiving services.

Grievance Process: Impartial local level review of the individual’s grievance.
There is no further appeal or Fair Hearing rights unless the CMH fails to comply
with State timeframes.

Individual Served: A person receiving mental health services delivered and/or
managed by the CMH including persons with Medicaid and all others.

Local Appeal Process: Impartial local level and/or PIHP level review of an
individual’s appeal of an action presided over by individuals not involved with
decision-making or previous level of review.
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Medicaid Services: Services provided to a beneficiary under the Medicaid state
plan or Habilitation Supports Waiver.

Recipient Rights Complaint: A written or verbal statement by an individual
served or anyone acting on behalf of the individual alleging a violation of a
protected right by the Michigan Mental Health Code. Recipient Rights
Complaints are resolved through the Office of Recipient Rights as established in
Chapter 7A.

Service Authorization: The PIHP/CMH processing of requests for initial and
continuing authorization of services, either approving or denying as requested, or
authorizing in an amount, duration, or scope less than requested, all as required
under applicable law, including but not limited to 42 CFR 438.210. Standard
service authorizations that limit or deny services must be completed within 14
days for both the Medicaid beneficiary and non-Medicaid individual.

*4 REFERENCES:
Federal Register, Part 42CFR, 440.2030(d)

Northern Michigan Regional Entity (NMRE) Grievance and Appeal Protocol, Fair
Hearing Protocol #07-03-001

Michigan Mental Health Code, Act 258 of the Public Acts of 1974, as amended,
Chapter 7, 7a, 4 and 4a, and 2 and 2a.

Michigan Department of Health and Human Services Medical Services
Administration, Community Mental Health Services Program Manual, Chapter III.

Michigan Department of Health and Human Services Medical Services
Administration Bulletin, Beneficiary Eligibility Manual Beneficiary Hearings

Chapter 1, Section 2.

Michigan Department of Health and Human Services Appeal and Grievance
Resolution Processes, Technical Requirement, Revised July 29, 2020.

Michigan Department of Health and Human Services (MDHHS)/Community Mental
Health Service Provider (CMHSP) Specialty Services Managed Care Contract 4.7.4.

Person-Centered Planning Guideline.

*S FORMS AND EXHIBITS:

Exhibit A — Request for Second Opinion
Exhibit B — Request for Local Appeal
Exhibit C — Grievance Request

Exhibit D — Recipient Rights Complaint
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Exhibit E — Recipient Rights Complaint Process Flow Chart

Exhibit F - Letter of Ineligibility

Exhibit G — Appeal Request

Exhibit H(1) — Receipt of Appeal

Exhibit H(2) — Notice of Untimely Appeal

Exhibit I — Decision of Hearing

Exhibit J — Request for an Administrative Hearing

Exhibit K — Request for Withdrawal of Appeal

Exhibit L — Hearing Summary (DCH — 0367)

Exhibit M — Order Certification (DCH - 0107)

Exhibit N — Request for Review by the Department of Health and Human
Services

Exhibit O - Time Frames for Requests and Resolutions of Grievance and
Appeals
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Administrative Approval of Procedure\: Dated:

May 9, 2022

*6 PROCEDURE:

Grievance and Disputes over Decisions regarding Services and Supports

*6°1 APPLICATION:

All applicants/individuals served

*6°2 OUTLINE / NARRATIVE:

L. Whenever possible, disputes will be resolved at the level closest to
service delivery.

II. This agency will provide the PIHP with a copy of their Grievance,
Appeals and Dispute resolution policies, including attachments and
copies of forms and brochures.

1.

Customer Services will serve in the capacity of coordinating
disputes at the local level. The name and phone number of the
coordinator will be displayed on brochures and posters, explaining
the appeal and grievance process.

Customer Services will keep data about the number, scope and

resolution of appeals and grievances.

A. Data logs will be submitted to and tabulated by the PIHP
quarterly.

B. When a grievance is received, Customer Services will log
the complaint and refer the grievance to the appropriate
person for handling the dispute.

C. Customer Services will assist the applicant (if requested) in
filing an appeal at the local, PIHP and state levels.

III.  There are five different types of dispute processes. They include:

1.

2.

3.

o

5.

Second Opinion (for denial of initial services and/or inpatient
hospitalization).

Recipient Rights for rights violations or a denial of a request for a
second opinion.

Local Appeals and Grievance processes.

MDHHS Administrative Fair Hearing for Medicaid Recipients.
MDHHS Alternative Dispute Resolution Process for Non-Medicaid
Recipients.
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IV.  This Agency will orientate the individual served:
1.  at the time of the initial assessment.
2. by posting notices of recipient protection systems in areas
frequented by individuals receiving services.
3. by having written material available to provide to the individual
describing the recipient’s protection systems that are required by
contract and federal law.

V. A denial of service may occur as a result of any of the following:

1. Following the assessment for services when the presenting
symptoms or issues do not meet medical/clinical necessity and
intensity criteria.

2. Request by the individual receiving services or a provider with the
individual’s written consent for a service different than the services
agreed upon in the individual plan of service developed through the
person-centered planning process.

Following an assessment for a request for inpatient hospitalization.

4.  After admission to an inpatient unit, and upon the request for
continued stay in an inpatient setting, if the presenting symptoms
do not support continued hospital care.

A. Provide the individual, and, if appropriate, the provider,

with the notice and appeal rights.

B. Applicants will never be denied emergency treatment.

C. When access to services or continued stay in an inpatient

setting are denied:

(1) Adequate Notice of Adverse Benefit Determination
will be provided to the person requesting services,
and, if involved, the provider with the individual’s
written consent, noting that the notice to the
provider does not have to be in writing.

(2) Notice will be provided the day of the denial or be
mailed no later than the day of the denial and must
contain:

a.  what services were requested.

b.  reason for the denial.

c. information about recipient protection systems
(grievance and appeals)

d. right to request a second opinion and the
process to request a second opinion.

e.  right to an administrative fair hearing or
MDHHS Alternative Dispute process.

f.  time frames in which to file an appeal.

[98)

VI.  Quarterly reports of grievances and complaints will be reported to the
Risk Management Committee, Quality Improvement Council,
NeMCMHA Board, and the PIHP Customer Services Department.
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VII. The grievance and appeal process requires the following:

1. A beneficiary/individual served may request a local appeal of an
“Action” within 60 calendar days from the date of the notice of
action for Medicaid beneficiaries and 30 calendar days for non-
Medicaid individuals.

2. The request may be oral or in writing. If oral, the request must be
confirmed in writing unless expedited resolution was requested.
The request for an appeal will be acknowledged, in writing, to the
appellant within five (5) business days.

3. The beneficiary/individual served has a right to an expedited local
appeal if waiting for the standard time for a local appeal (30
calendar days for Medicaid beneficiaries and 45 calendar days for
non-Medicaid individuals) would seriously jeopardize the health or
would jeopardize the individual’s ability to attain, maintain or
regain maximum function. An expedited appeal must be resolved
and Notice of Disposition provided within 72 hours. If the request
for an expedited appeal has been denied, timeframes for a standard
appeal apply. The beneficiary/individual served must receive
prompt oral notice of the denial and follow up with written notice
within two (2) calendar days.

4.  If the beneficiary/individual receiving services requests the local
appeal within ten (10) calendar days of the notice, and requests that
services continue, the service must be continued until a
determination is reached. If the appeal is upheld, the individual
may be billed for the cost of service.

5. The appeal must be resolved within thirty (30) calendar days from
the date the appeal was received for a Medicaid beneficiary and
sixty (60) calendar days for non-Medicaid individuals.

6. A grievance is a statement of dissatisfaction with any aspect of a
Medicaid covered or non-Medicaid covered service that is not an
Adverse Benefit Determination. A grievance must be resolved
within ninety (90) calendar days of receipt of the grievance for
Medicaid beneficiaries and sixty (60) calendar days for non-
Medicaid individuals.

7. Reasonable assistance will be afforded to the beneficiary/individual
receiving services to complete forms and other procedural steps
including but not limited to interpreter services.

8.  Persons hearing the local appeal will not have previous involvement
in review or decision-making and are clinician(s) with an
appropriate background.

9. For grievances or appeals regarding denial of expedited resolution
of an appeal and for a grievance or appeal that involves clinical
issues or medical necessity, the grievance or appeal is reviewed by
health care professionals who have the appropriate clinical
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expertise in treating the beneficiary’s/consumer’s health condition.
Resolution of the appeal or grievance will be facilitated as
expeditiously as the beneficiary’s/individual’s health condition
requires.

10. The beneficiary/individual receiving services must be provided a
reasonable opportunity to present information in person and/or in
writing concerning the complaint. The beneficiary/individual
receiving services may also include his or her representative in the
grievance/appeal process. They may request, before or during the
appeal process, to review the beneficiary’s/individual’s case file,
including medical record and any other documents and records
considered during the appeal process.

11. Notice of disposition of a grievance or appeal includes:

A. An explanation of the decision.

B. The beneficiary’s/individual’s options for further dispute,
including the State Fair Hearing process and how to access
the process.

C. An explanation of their right to continue to receive services
pending resolution of the State Fair Hearing process if
requested within ten (10) calendar days.

D. The potential obligation to pay for services if the
beneficiary/individual receiving services is unsuccessful in
the hearing process.

E. The date of the disposition.

12. The PIHP/CMH may extend the resolution and notice time frames
of a grievance or appeal by up to 14 calendar days if the individual
requests an extension, or if the PIHP/CMH shows to the satisfaction
of the State there is a need for additional information, and how the
delay is in the individual’s interest.

13. If time frames are extended, the PIHP/CMH must make reasonable
efforts to give oral notice of the delay to the individual, give written
notice of the reason for the extension within two (2) calendar days,
and inform the individual of the right to file a grievance if the
individual disagrees. The appeal should be resolved as quickly as
the individual’s health condition requires, and not later than the date
the extension expires.

*6°3 CLARIFICATIONS:

*6°4 CROSS-REFERENCES:

*6°S FORMS AND EXHIBITS:
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Administrative Approval of Procedure\: Dated:

May 10, 2021

*7 PROCEDURE:
Providing Notice of Rights
e7¢1 APPLICATION:
All applicants/individuals receiving services
e7¢2 OUTLINE/NARRATIVE:
e Action Notice — Individual Plan of Service

This notice is provided to the individual receiving services, guardian or
parent of a minor along with a copy of the Plan of Service, developed
through the Person-Centered Planning process. (The Plan of Service must
be given within fifteen (15) business days of the planning meeting.)
Should the individual/guardian/parent of a minor indicate a desire to
exercise his/her appeal options, the appropriate forms should be provided.

e Adequate Notice of Adverse Benefit Determination

1 Denial of Initial or Inpatient Services -- This notice is provided
when an applicant is denied initial mental health services and when
an applicant/individual receiving services is denied inpatient
hospitalization. The original notice is given to the
applicant/individual, guardian, or parent of a minor, with a copy to
the file. Should the applicant/individual/guardian/parent of a
minor indicate a desire to exercise his/her appeal options, the
appropriate forms should be provided.

2 Denial of Additional Services/Delays -- This notice is provided to
the individual receiving services, guardian or parent of a minor
when a request is made and service was denied, when the
authorized service will be delayed and/or a decision was delayed
regarding a requested service.

e Advance Notice of Adverse Benefit Determination
This notice is required when an action is being taken to reduce, suspend or

terminate a benefit or service the individual is currently receiving. The
notice must be mailed at least ten (10) calendar days before the intended
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negative action takes effect for a Medicaid beneficiary or thirty (30)
calendar days for a non-Medicaid individual. The action is pended to
provide the individual a chance to react to the proposed action. Ifthe
individual requests an appeal before the date of action, the Agency may
not terminate or reduce benefits or services until a decision has been
reached through the appeal process. If the individual receiving services
wants the service(s) to continue during the appeal process, he/she may be
billed for all or part of the costs of those services up to his/her ability to
pay as determined by the Mental Health Code if the appeal process does
not reverse the original action to reduce, suspend or terminate the
service(s).

The conditions under which there is an exception to providing the
Advance Notice of Adverse Benefit Determination are as follows:

A. The notice may be mailed not later than the date of action if:

1. The Agency has factual information confirming the death of
the individual served.

2. The Agency receives a clear written statement signed by the
individual receiving services or his/her legal representative
that he/she no longer wishes to receive services or gives
information that requires termination or reduction of service
and indicates that he/she understands that this must be the
result of supplying the information.

3. The individual receiving services has been admitted to an
institution where he/she is ineligible under Medicaid for
further services.

4. The individual’s whereabouts are unknown and the post
office returns mail directed to him/her indicating no
forwarding address.

5. The Agency establishes the fact the individual has been
accepted for Medicaid services by another community
mental health board.

6. A change in the level of medical care is prescribed by the
individual’s physician.

B. The period of advance notice may be shortened to five (5)
days before the date of action if the Agency has facts
indicating the action should have been taken because of
probably fraud and these facts have been verified, if possible,
through secondary sources.

e Request for a Second Opinion (Exhibit A)

This request form is provided to an applicant for services who has been
denied services and an applicant/individual who has been denied
hospitalization, and a desire has been expressed to exercise this appeal

Subject: GRIEVANCES & APPEALS PROCESS Policy 5400



NORTHEAST MICHIGAN COMMUNITY MENTAL HEALTH AUTHORITY
POLICY & PROCEDURE MANUAL

option. Upon completion of the request form, a copy is given to the
applicant/individual upon receipt by the CMH worker. The original is
forwarded immediately to Customer Services. When the request is for
hospitalization, a photocopy should be forwarded to the Agency Director
and the Medical Director.

e Request for Local Appeal (Exhibit B)

This request form is provided when an applicant/ individual served/
guardian/ parent of a minor has indicated a desire to exercise this appeal
option. Upon receipt of the completed request, the original is forwarded to
Customer Services with a copy retained by the applicant/individual
served/guardian/parent of a minor. Customer Services will log,
acknowledge receipt of the request within five (5) business days and
forward the request to the appropriate individual for review and response.

e Grievance (Exhibit C)
This request form is provided when an applicant/ individual served/
guardian/ parent of a minor has indicated a desire to exercise this
grievance option. Upon receipt of the completed request, the original is
forwarded to Customer Services with a copy retained by the applicant/
individual served/ guardian/ parent of a minor. Customer Services will
log, acknowledge receipt of the request within five (5) business days and
forward the request to the appropriate individual for review and response.
A grievance may be filed at any time. A response must be provided
within 90 calendar days for a Medicaid beneficiary and 60 calendar days
for a non-Medicaid individual.

e7¢3 CLARIFICATIONS:

e7¢4 CROSS-/REFERENCES:

e7¢5 FORMS AND EXHIBITS:
Exhibit A — Request for Second Opinion
Exhibit B — Request for Local Appeal
Exhibit C - Grievance
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Administrative Approval of ]Procedurdz Dated:

May 10, 2021

*§ PROCEDURE:

Informal Review with NeMCMHA Worker and/or Worker’s Supervisor

e8¢1 APPLICATION:
All individuals receiving services

e8¢2 OUTLINE/NARRATIVE:
The individual receiving services/guardian may request an informal resolution
of an issue with their Agency worker and/or supervisor. These individuals’
names and phone numbers are provided to the individual served/guardian in
the Plan of Service.
The dispute or grievance can be presented in person, on the telephone or in
writing. Upon receipt of the request, the Agency employee shall forward it to
Customer Services to log the request and retain it.
The worker or supervisor will arrange a time to discuss the dispute or
grievance without undue delay and will attempt to resolve the issue with the
individual receiving services/guardian.
If the issue involves an issue of abuse or neglect, the worker or supervisor will
immediately assist the individual/guardian in filing a Recipient Rights

complaint.
Summary notes of the meeting/telephone call to attempt to resolve the issue
shall be retained by Customer Services.

e8¢3 CLARIFICATIONS:

e8¢4 CROSS-/REFERENCES:

o8¢5 FORMS AND EXHIBITS:
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Administrative Approval of ]Procedurdz Dated:

May 10, 2021

*9 PROCEDURE:
Second Opinion — Denial of Hospitalization
e9¢1 APPLICATION:
All Affiliation contracted inpatient programs
e9¢2 OUTLINE / NARRATIVE:

If the pre-admission screening unit or children’s diagnostic and treatment
service denies hospitalization, the individual, his/her guardian or his/her
parent in the case of a minor child, may request a second opinion from the
Agency’s Executive Director.

Upon request, the Request for a Second Opinion (Exhibit A) must be given to
the applicant/individual who has been denied hospitalization. If an
applicant/individual is not able to complete the request, the individual may
request assistance from Customer Services, or any other staff person.

Upon receipt of the Request for a Second Opinion, the Executive
Director/designee will forward a copy of the request to Customer Services,
who will maintain a log and report to designated staff at the PIHP for
recording and trending purposes on a quarterly basis.

The Executive Director/designee shall arrange for an additional evaluation by
a psychiatrist, other physician or fully licensed psychologist within three (3)
calendar days excluding Sundays and legal holidays, after the Executive
Director receives the request.

If the conclusion of the second opinion is different from the conclusion of the
children’s diagnostic and treatment service or the pre-admission screening
unit, the Executive Director/designee, in conjunction with the Medical
Director, shall make a decision within one (1) business day based upon all
clinical information available.

Written notice of the results of the Second Opinion shall be given to the
individual within one (1) business day.

¢9¢3 CLARIFICATIONS:
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¢9¢4 FORMS AND EXHIBITS:

¢9¢5 FORMS AND EXHIBITS:

Exhibit A -- Request for a Second Opinion
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Administrative Approval of ]Procedurdz Dated:

May 10, 2021

*10 PROCEDURE:
Second Opinion — Denial of Initial Services
e10e1 APPLICATION:
All Agency programs
e10e2 OUTLINE / NARRATIVE:

When an applicant requesting service is denied mental health service, he/she
must be informed of their right to request a second opinion of the Executive
Director/designee. This is done via the Adequate Notice of Adverse Benefit
Determination.

Upon request, the Request for a Second Opinion (Exhibit A) must be given to
the applicant who has been denied initial services. If an applicant is not able
to complete a written request, the individual may request assistance from
Customer Services or any other staff person.

Upon receipt of the Request for a Second Opinion, the Executive
Director/designee will forward a copy of the request to Customer Services,
who will maintain a log and report to designated staff at the PIHP for
recording and trending purposes on a quarterly basis.

The Executive Director/designee shall secure the second opinion from a
physician, licensed psychologist, Registered Nurse (RN), master’s level social
worker or a master’s level psychologist within five (5) calendar days.

If the clinician providing the second opinion determines that the applicant
meets criteria for services or is experiencing an emergent or urgent situation,
services shall be offered to the applicant.

Written notice of the results of the second opinion shall be given to the
applicant within one (1) business day.

The applicant may not file a recipient rights complaint for denial of services
suited to condition as the applicant does not have standing as an individual
served by the Agency. He/she may, however, file a rights complaint if the
request for a second opinion is denied.

Subject: GRIEVANCES & APPEALS PROCESS Policy 5400




NORTHEAST MICHIGAN COMMUNITY MENTAL HEALTH AUTHORITY
POLICY & PROCEDURE MANUAL

103 CLARIFICATIONS:

e10e4 CROSS-/REFERENCES:

e10e5 FORMS AND EXHIBITS:

Exhibit A -- Request for a Second Opinion
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Administrative Approval of ]Procedurdz Dated:

May 10, 2021

*11 PROCEDURE:

Recipient Rights Complaint

ellel APPLICATION:
All individuals receiving services

el11e¢2 OUTLINE / NARRATIVE:
Investigative Procedure:
Upon receipt of each rights complaint, the rights office shall record the
complaint. A letter of acknowledgement along with a copy of the complaint is

sent to the complainant within five (5) business days. If no investigation is
warranted, the complainant is notified of such within five (5) business days.

The rights office will assist the individual receiving services or other
individual with the complaint process as necessary. The rights office will
advise the individual receiving services or other individual that there are
advocacy organizations available to assist in preparation of a written rights
complaint and will offer to make a referral. In the absence of assistance from
an advocacy organization, the rights office will assist in preparing a written
complaint, which contains a statement of the allegation, the right allegedly
violated and the outcome desired by the complainant.

A written status report must be issued every thirty (30) days during the course
of the investigation. Those individuals receiving a copy of the report are the
complainant, respondent and the responsible mental health agency (RMHA).

The 30-day status report must contain the following:

a. Statement of allegations.

b. Statement of issues involved.

c. Citations to relevant provisions to the Mental Health Code, rules, policies
and guidelines.

d. Investigative progress to date.

e. Expected date for completion.

The rights office will use a preponderance of the evidence as its standard of
proof to determine whether a right was violated.
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On substantiated rights violations, the respondent and/or Agency will take
appropriate remedial action meeting all the following requirements:

a. Corrects or provides remedy for the rights violation.

b. Is implemented in a timely manner.

c. Attempts to prevent a recurrence of the rights violation.

The Executive Director or his/her designee shall then submit a written
summary report to the complainant and recipient, if different than the
complainant, within ten (10) business days after the Executive Director
receives a copy of the investigative report from the rights office.

The summary report above shall contain all of the following:

a. Statement of allegations.

b. Statement of the issues involved.

c. Citations to relevant provisions of the Mental Health Code, rules, policies
and guidelines.

Summary of investigation findings of the rights office.

Conclusions of the rights office.

Recommendations made by the rights office.

Action taken or plan of action proposed by the respondent/CMH.

A statement describing the complainant’s right to appeal and the grounds
for appeal.

R

When a Code right is protected, but it is not a complaint alleging abuse,
neglect, retaliation or harassment, and the facts are clear (undisputed), the
complaint may be handled informally at the discretion of the Recipient Rights
Officer. This is known as an intervention.

e11e3 CLARIFICATIONS:

e11e4 CROSS-/REFERENCES:

el11eS FORMS AND EXHIBITS:

Exhibit D — Recipient Rights Complaint (DCH-0030)
Exhibit E — The Recipient Rights Complaint Process Flow Chart
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Administrative Approval of ]Procedurdz Dated:

May 10, 2021

*12 PROCEDURE:
Local Dispute Resolution Process
e12¢1 APPLICATION:
All individuals receiving services
e12¢2 OUTLINE / NARRATIVE:

When an individual served by any Agency program is dissatisfied with a plan
of service offered to address his or her mental health needs, or services have
been denied, reduced, suspended or terminated, the individual may request a
local appeal. The Request for Local Appeal (Exhibit B) should be provided to
the individual receiving services whenever there is an indication that the
individual wishes to exercise this appeal option. Upon receipt of the
completed form from the individual, it shall be forwarded to Customer
Services who will log the request, acknowledge receipt and assign to the
appropriate individual to address.

e12¢3 CLARIFICATIONS:

e12¢4 CROSS-/REFERENCES:

e12¢5 FORMS AND EXHIBITS:

Exhibit B -- Request for Local Appeal
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Administrative Approval of Procedure\: Dated:

May 10, 2021

*13 PROCEDURE:
Denial of Family Support Subsidy
e13e1 APPLICATION:
To all Board programs
e13¢2 OUTLINE/NARRATIVE:

If an application for a family support subsidy is denied or a family support
subsidy is terminated, the parent or legal guardian of the affected eligible
minor may request, in writing, a hearing with NeMCMHA.

The written appeal shall be filed with the Executive Director within two (2)
months of the notice of denial or termination. (See Exhibit F)

Copies of blank application forms, parent report forms, the forms for changed
family circumstances, and appeal forms shall be available from NeMCMHA.

NeMCMHA shall review an application and promptly approve or deny the
application and shall provide written notice to the applicant of its action and of
the opportunity to administratively appeal the decision if the decision (See
Exhibit F) is to deny the application.

If the denial is due to the insufficiency of the information on the application
form or the required attachments, the agency shall identify the insufficiency.

The hearing shall be conducted in the same manner as provided for contested
case hearing under Chapter 4 of the Administrative Procedures Act of 1969.

Upon receipt of the request for appeal, the executive director/designee will
forward a copy of the request to Customer Services, who will maintain a log.
Contents of the log are provided on a quarterly basis to the designated staff at
the PIHP for recording and trending purposes.

A receipt of Appeal (Exhibits H(1) and H(2)) shall be sent to the individual
indicating the information about the scheduled hearing (H(1)), or a response
indicating that the appeal was not received within two (2) months of the action

(H2)).
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The notice of the hearing shall include:

1.
2.

3.
4.

Date, hour, place and nature of hearing,

Statement of legal authority and jurisdiction under which the hearing is to
be held,

Reference to statues and rules involved, and

Short and plain statement of the matters asserted.

The executive director/designee shall:

1.
2.

3.

4.
5.

Preside as the hearing officer,

Not talk with one side regarding the contested case without the other being
present,

Not do any investigation or fact finding, (each side must show the
director/designee why that side should prevail),

Become familiar with the law and rules governing the contested matter,
Read the correspondence from both sides prior to the hearing.

The hearing shall be tape-recorded. The executive director/designee shall
begin the tape by identifying the date, time, place, and nature of the appeal.

The executive director/designee will state the processes:

1.

2.
3.

I will ask all parties present to identify themselves for the record. (names
and functions — include self).

I will swear in all those present who may want to say something.

I will show you this file and ask if you object to anything that it contains —
there should only be items which both parties have received or of which
they had notice.

I will ask the representative from Family Support Subsidy Program to
explain why they denied or terminated the family from the subsidy
program.

I will ask the family if they have questions about what the Family Support
Subsidy person has said.

I will ask the family to explain what the Family Support Subsidy Program
should have considered — but didn’t.

I will ask the Family Support Subsidy program representative if there are
any questions about what the family said.

I will then ask each party if it has anything to add.

Finally, I will announce my findings today, and give you a decision which
will end this hearing. (or) I will go back to my office and issue a written
opinion as to my findings of facts and conclusions of law and give you a
decision in the near future. If you do not agree with my decision at the
time the decision is made, you may appeal to circuit court.

Proceed with the hearing.
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Pointers regarding the process:

1.

10.

11.

All those present should identify themselves — even if they don’t plan to
speak.

The swearing in can be done as a group. Encourage even those not
planning to speak to respond. Say to them: Raise your right hand. Do you
affirm or swear that you will tell the truth, the whole truth, and nothing but
the truth? If so answer, I do.

Open the file, identify each item, then hand each to pass around. For
example, “This is the original appeal complete with attachments which
came to our office. Please look at it.” After all items have been looked at,
ask whether anyone objects to anything in this file.

Ask the Family Support Subsidy Program person to explain why the family
was denied or terminated. If family interrupts, ask them to wait — they will
have a turn. Throughout the hearing, the Presiding Officer may choose
whether to ask questions for clarification or to leave the burden of
clarification to the other side.

. Ask the family if they have questions — for clarification or additional

information. Keep everyone on task. Allow only questions right now —
they will have an opportunity to make their statement. Try not to allow
interruptions. Remind parties they must be testifying, questioning or
addressing the presiding officer and not debating each other.

Ask the family to explain what the Family Support Subsidy Program
should have considered.

Allow questions from the Family Support Subsidy Program person.

Allow the final remarks from both sides.

The Presiding Officer may choose whether to give the findings of fact, and
the conclusions of law orally at the end of the hearing or issue a written
decision. If the Presiding Officer is not fully familiar with the law, the
format, and the process, written findings, conclusion and decision might be
preferable. (Exhibit I)

The written decision should be issued promptly.

If an individual fails to appear, and no adjournment is granted, the
executive director/designee may proceed with the hearing.
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o133 CLARIFICATIONS:

e13¢4 CROSS-/REFERENCES:

13¢5 FORMS AND EXHIBITS

Exhibit F — Letter of Ineligibility

Exhibit G — Appeal Request

Exhibit H(1) — Receipt of Appeal

Exhibit H(2) — Notice of Untimely Appeal
Exhibit I — Decision of Hearing
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Administrative Approval of ]Procedurdz Dated:

May 10, 2021

°14 PROCEDURE:

Administrative Fair Hearing
el14e1 APPLICATION:

All individuals served who are Medicaid beneficiaries

e14¢2 OUTLINE / NARRATIVE:

A Medicaid beneficiary or his/her legal representative has one hundred
twenty (120) calendar days from the date of the notice of appeal resolution to
request a Fair Hearing. A Fair Hearing may only be requested AFTER
exhausting the local appeal process, OR if the CMH fails to comply with
State time frames for a grievance or appeal.

A DCH-0092 (Exhibit J), Request for Hearing Form and a return postage
paid envelope shall be provided to the applicant/individual when requested.
All hearing requests must be in writing and provide the name, address and
telephone number of the person for whom the hearing is being requested.
The name, address and telephone number of the person requesting the
hearing, if different, should be included. The benefit or program involved
should be clearly identified. The hearing request should identify what
decision is being challenged. The form should be signed by the appellant
affected by the determination of his/her Authorized Hearing Representative
(AHR). All hearing requests should be mailed to:

Michigan Office of Administrative Hearings and Rules (MOAHR)
PO Box 30763
Lansing, MI 48909
FAX: (517) 763-0146

HEARING SUMMARY

Upon receipt of a hearing request, the Tribunal will assign a docket number
and fax a copy of the hearing request to the Agency identified in the hearing
request. A hearings coordinator will be designated by the Agency and is
responsible for receiving the hearing requests, identifying the responsible
staff and forwarding a completed hearing summary to the Tribunal and the
Appellant within fourteen (14) days of receipt of the hearing request.
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The Hearing Summary form (Exhibit L), or its equivalent, must include all of
the following:

e  Clear statement of the action and/or decision being appealed, including
all programs involved in the action.

Facts which led to the action or decision.

Policy which supported the action or decision.

Correct address of the Appellant or AHR.

Description of the documents the Agency intends to offer as exhibits at
the hearing.

The hearings coordinator will provide a copy of the hearing request to
Customer Services in order to maintain a log. Contents of the log are
provided on a quarterly basis to the designated staff at the PIHP for recording
and trending purposes.

Appellants and AHRs have the right to review the case record and obtain
copies of needed documents and materials relevant to the hearing. The
hearing coordinator will send a copy of the hearing summary and all
documents and records to be used by the Agency at the hearing to the
Appellant and AHR at least seven (7) days before the scheduled hearing.

NOTICE AND PLACE OF HEARING:

Notice of time, date and place of hearing shall be mailed to the parties or
their AHR not less than ten (10) calendar days before the date of the hearing
by the Tribunal. Hearings are routinely scheduled for telephone conference
calls. The Administrative Law Judge conducts the hearing from his/her
office. The Appellant/AHR is directed to a local CMH facility or other
location as indicated on the notice. The Appellant/AHR may request
permission of the Tribunal to appear by phone from another location. The
request must be made to the Tribunal at least one full business day before the
hearing. The Appellant/ AHR may request that the hearing be conducted in
person. If the Appellant/AHR requests the Administrative Law Judge (ALJ)
to appear in person, the ALJ will travel to the local office or facility.

APPEARANCES:
A person may appear at the hearing on that person’s own behalf or through

an Authorized Hearing Representative (AHR). The Agency may appear
through designated staff.
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ADJOURNMENTS:

The appellant or his/her AHR may request an adjournment (also called a
postponement) of a scheduled hearing. Only the Administrative Tribunal can
grant or deny a request for an adjournment.

PRE-HEARING CONFERENCES:

Pre-hearing conferences with the Administrative Law Judge (ALJ) are
scheduled at the discretion of the ALJ at the request of the parties or on the
ALJ’s own motion. The ALJ will not routinely conduct a pre-hearing
conference. The Agency may offer a pre-hearing conference.

SUBPOENAS:

A subpoena may be requested when the Appellant/AHR or Agency requires:
e A person outside the agency to come to a hearing to testify; or
e A document from outside the agency to be offered as evidence in a
hearing, only if not available voluntarily.

Request a subpoena by sending a memo to the Tribunal. Allow adequate
time to mail or hand-deliver the subpoena. The memo must include all of the
following:
e  The case number
e  The docket number
e The date and time the hearing is scheduled
The name and address of the person whose testimony is required
What document is to be subpoenaed
Why the person’s presence and/or the document is needed at the
hearing
e How the person’s testimony or the document relates to the hearing
issue

The requestor is responsible for serving the subpoena. The Administrative
Procedures Act explains when subpoenas may be issued and how subpoenas
are enforced.

If the Appellant or Agency’s staff responsible for presenting the hearing
cannot arrange for the participation of a staff member, send a memo to the
Tribunal giving:

e The name and location of the employee;

e  Why the employee’s participation is needed; and

e How the employee’s testimony related to the hearing issue.

The Tribunal will decide whether to require the employee’s participation.
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THE HEARING:

The Administrative Procedures Act of 1969, as amended, applies to cases
heard before the Administrative Tribunal. The Agency and Appellant will
each present their positions to the ALJ, who will determine whether the
actions taken are correct according to the fact, law, policy and procedure.

Following opening statements, if any, the ALJ will direct the Agency’s case
presenter to explain the position of the Agency. The hearing summary, or
highlights of it, may be read into the record at this time. The hearing
summary may be used as a guide in presenting the evidence, including the
following in planning the case presentation:
e An explanation of the action(s) taken including all programs
involved.
e  The facts which led to the action.
e A summary of the policy or laws relied upon to take the action.
e Any clarification by the Agency’s staff of the policy or laws relied
upon in taking the action.

Both the Agency and the Appellant or AHR must have adequate opportunity
to present the case, bring witnesses, establish all pertinent facts, argue the
case, refute any evidence, cross-examine adverse witnesses, and cross-
examine the author of a document offered in evidence.

The ALJ must ensure that the record is complete and may do the following:
e Take an active role in questioning of witnesses and parties
e  Assist either side to be sure all the necessary information is
presented on the record
e Refuse to accept evidence that the ALJ believes is unduly
repetitious, immaterial, irrelevant or incompetent.

Either party may:
e State on the record its disagreement with the ALJ’s decision to
exclude evidence and the reason for the disagreement; and
e Object to evidence the party believes should not be part of the
hearing record.

When refusing to admit evidence, the ALJ must state on the record the nature
of the evidence and why it was not admitted. The ALJ may allow written
documents to be admitted in place of oral testimony if the ALJ decides this is
fair to both sides in the case being heard.

DENIAL OF REQUEST FOR HEARING:

Only the Administrative Tribunal may deny a request for a hearing. Forward
all hearing requests to the Administrative Tribunal. If the Agency believes a
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request is inappropriate, or, if the request was filed beyond the required
deadline, do the following:

Complete a Hearing Summary stating:
e  Why you believe the request should not be heard; or
e The request was received after the required deadline for filing a
hearing request (attach a copy of the notice): and
e Forward the hearing request and the summary to the Tribunal.

The Tribunal will inform the Appellant, the AHR and the hearings
coordinator if the request is denied. The Tribunal will deny hearing
request signed by unauthorized persons and requests without original
signatures.

WITHDRAWAL.:

An Appellant or AHR may agree to withdraw the hearing request at any
time during the hearing process. Instruct the Appellant or AHR to fill out
the Request for Withdrawal of Appeal form (Exhibit K, DCH-0093) or its
equivalent and return it immediately in the postage paid envelope to the
Tribunal.

When any issue is still in dispute, do not:
e Suggest that the Appellant or AHR withdraw the request; or
e  Mail a withdrawal form to the Appellant or AHR unless
requested.

Do not ask for a withdrawal that is based on an action you plan to take in
the future.

Prior to mailing the request to the Tribunal: When all issues are resolved
and the Appellant or AHR wishes to withdraw the request, ask for a
signed, written withdrawal. The withdrawal must clearly state why the
Appellant or AHR has decided to withdraw the request. Enter all
identifying case information on the withdrawal, attach the original copy to
the request and forward them to the Tribunal. File a copy of the
withdrawal in the case record.

After mailing the request to the Tribunal: When all issues are resolved
and the Appellant or AHR wishes to withdraw the request, do the
following:
e Appellant or AHR in the Agency’s office: Ask for a signed,
written withdrawal. Fax a copy to the Tribunal and file the
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original in the case record. The withdrawal must include all of
the following:

1.  Program(s) in dispute

2. Case number

3.  Tribunal register number, if known

4.  Correct address of the Appellant or AHR

e Appellant or AHR on the Telephone: Ask the caller to promptly
send a signed, written withdrawal to the Tribunal.

1. On the DCH withdrawal form, enter required identifying
information and mail the form to the Appellant. NOTE:
The Appellant/AHR may use some other written means to
withdraw a hearing request but the Tribunal needs all the
identifying information listed on the DCH form, a clear
statement by the Appellant/AHR explaining his/her reason
for withdrawing his/her hearing request and the signature of
the Appellant or AHR.

2. Telephone or fax the Tribunal to inform them that the
request may be withdrawn. NOTE: The Agency should be
available to present the case until notified by the Tribunal
that the request has been dismissed.

DISMISSAL:

The Tribunal may deny or dismiss a request for a hearing if the
Appellant/AHR fails to appear at a scheduled hearing without good cause.

ALJ DECISIONS:

Hearing recommendations or decisions must be based exclusively on
evidence introduced at the hearing.

The record must consist only of:
e The transcript or recording of testimony and exhibit or an official
report containing the substance of what happened at the hearing;
e All papers and requests filed in the proceeding; and
e  The recommendations or decision of the Administrative Law
Judge.

The Appellant must have access to the record at a convenient place and time.

In any hearing, the decision must be a written one that:
e  Summarizes the facts; and
e Identifies the regulation, policy statute, contract, or case law
supporting the decision; and
e  Specify the reasons for the decision; and
e Identify the supporting evidence.

Subject: GRIEVANCES & APPEALS PROCESS Policy 5400



NORTHEAST MICHIGAN COMMUNITY MENTAL HEALTH SERVICES
POLICY & PROCEDURE

The ALJ’s Decision and Order is the final determination of the Department.
Rehearings or reconsiderations may be granted in some circumstances. The
Tribunal will send the Decision and Order to the Appellant/AHR and
Hearings Coordinator. If the Decision and Order require implementation by
the Agency, an Order Certification form (Exhibit M, DCH-0107) will be sent
by the Administrative Tribunal with the Decision and Order to the Hearings
Coordinator. Since the Order Certification form (Exhibit M, DCH-0107)
confirms the status of the Decision and Order’s implementation; i.e., when
the Decision and Order has or will be acted upon, it must be quickly
completed and returned to the Administrative Tribunal. It is the Hearing
Coordinator’s responsibility to ensure that the decision is implemented
within ten (10) calendar days of the Decision and Order mailing date.

Do not provide a notice of case action. The Decision and Order serve as
notice of action. Complete the yellow copy of the Certification Order form
within ten (10) calendar days of the mailing date on the hearing decision.
Send it to the Administrative Tribunal to certify the status of implementation.
Do this even when the implementation is not yet complete.

If implementation of the decision was incomplete when the yellow copy was
sent to the Administrative Tribunal, fill out and mail the pink copy of the
Order Certification form (Exhibit M, DCH-0107) when implementation is
complete. This certifies the completion of the implementation.

REHEARING / RECONSIDERATION:

The Agency or the Appellant/AHR may file a written request for a
rehearing/reconsideration. The Tribunal will grant a
rehearing/reconsideration request if it meets specific criteria (see below), and
there is time to rehear/reconsider the case and implement the resulting
decision within the 90-day time frame. If it is not likely or possible to meet
the 90-day time frame, the Tribunal will ask the Appellant to waive the
timeliness requirement in writing to allow the Appellant a
rehearing/reconsideration.

An Appellant’s request for a rehearing/reconsideration must be sent directly
to the Tribunal.

The Tribunal will grant a rehearing/reconsideration when it is believed that
one of the following has occurred:

e Newly discovered evidence or evidence that should have been
discovered that existed at the time of the original hearing and that
could affect the outcome of the original hearing decision; or

e  Misapplication of manual policy or law in the hearing decision
which led to a wrong conclusion; or
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e A typographical, mathematical or other obvious error in the hearing
decision that affects the rights of the Appellant; or

e Failure of the ALJ to address in the hearing decision relevant issues
raised in the hearing request.

Agency staff must request a rehearing/reconsideration when it is believed
that one of the above situations has occurred. Specify all reasons for the
rehearing/reconsideration and send to the Hearing Coordinator, who will
forward the request to the Tribunal.

Agency staff request for a rehearing or reconsideration must be received by
the Tribunal within 30 days from the date of the Hearing Decision and Order
as long as the 90-day time frame has not been exceeded.

The Administrative Tribunal will either grant or deny a
rehearing/reconsideration and send a written notice of the decision.

A rehearing is a full hearing which is granted when:
e The original hearing record is inadequate for purposes of judicial
review; or
e There is newly discovered evidence that could affect the outcome of
the original hearing decision.

A reconsideration is a paper review of the facts, law and any new evidence or
legal arguments. It is granted when the original hearing record is adequate
for purposes of judicial review and a rehearing is not necessary, but one of
the parties believes the ALJ failed to accurately address all the issues.

o143 CLARIFICATIONS:

e14¢4 CROSS-/REFERENCES:

e14¢5 FORMS AND EXHIBITS:
Exhibit J — Request for Hearing (DCH-0092)
Exhibit K — Request for Withdrawal of Appeal (DCH 0093)
Exhibit L — Hearing Summary (DCH 0367)
Exhibit M — Order Certification (DCH 0107)
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Administrative Approval of ]Procedurdz Dated:

May 10, 2021

*15 PROCEDURE:

MDHHS Alternative Dispute Resolution Process

e¢15¢1 APPLICATION:

All individuals receiving services who are not Medicaid beneficiaries

e15¢2 OUTLINE / NARRATIVE:

MDHHS has established this process in an effort to implement the principle
that all individuals served are treated in the same manner whenever possible,
inasmuch as by law, Medicaid beneficiaries are entitled to a fair hearing
process with MDHHS. MDHHS is providing a choice of either a traditional
review or for a mediated solution to non-Medicaid complaints.

If the Agency denies services or supports and a second opinion is requested;
denies access to psychiatric inpatient services and a second opinion is
requested; or takes adverse action, the Agency must notify the individual in
writing of the action and their ability to access the MDHHS Alternative
Dispute Resolution Process.

The Agency must also offer to assist the individual in filing a grievance with
MDHHS.

Prior to using the MDHHS Grievance Process, the individual must make use
of the Agency’s local appeal process.

Access to the MDHHS process does not require agreement by both parties,
but may be initiated solely by the individual receiving services.

The individual has ten (10) calendar days from the written notice of the
Agency’s local appeal process outcome in which to request access to the
MDHHS Alternative Dispute Resolution Process.

MDHHS shall review all requests within two (2) business days of receipt.

If the MDHHS representative, using a “reasonable person” standard, believes
that the denial, suspension, termination or reduction of services and/or
supports will pose an immediate and adverse impact upon the individual’s
health and safety, the issue is referred within one (1) business day to the
Community Services Division within Mental Health and Substance Abuse
Services for contractual action consistent with Section 3.15 of the
MDHHS/CMHSP contract. This referral will be communicated by the
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Department to the complainant and/or legal guardian within twenty-four (24)
hours.

In all other cases, the MDHHS representative shall attempt to resolve the
issue with the individual and the community mental health services program
within fifteen (15) business days from the receipt of the individual’s written
request for review. The recommendations of the MDHHS representative are
non-binding in those cases where the decision poses no immediate impact to
the health and safety of the individual.

Requests for mediation should be made to the MDHHS and should include:

a) name of consumer

b) name of parent or legal guardian

C) phone number where person legally empowered may be reached

d) name of the community mental health services program where
service 1s in contention

e) description of service being denied, suspended, reduced or
terminated

f) description of the adverse impact to the consumer

The request (Exhibit N) should be directed to:

Department of Health and Human Services
Division of Program Development, Consultation & Contracts
Bureau of Community Mental Health Services
Attn: Request for DCH Level Dispute Resolution
Elliott-Larsen Building — 6 Floor
Lansing, MI 48913

The complainant will be contacted by an MDHHS staff person and given an
opportunity to express concerns. MDHHS will consult with staff of the
community mental health services program to confirm the outcome of the
local appeal process. The CMH staff member will notify Customer Services
upon contact by MDHHS of a pending alternative dispute resolution request.
The log will be maintained and data sent on a quarterly basis to the
designated staff person at the PIHP for the purpose of recording and trending.

If mediation is chosen, MDHHS staff will then gather information and
schedule an informal review. Mediation will be completed within fifteen
(15) business days of receipt of the complaint, providing that the disputants
are able to attend a review within the time frame. The written result of the
process will be completed and distributed to all participants.

e15¢3 CLARIFICATIONS:

e15¢4 CROSS-/REFERENCES:
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e15¢5 FORMS AND EXHIBITS:

Exhibit N — Request for Review by the Department of Health and Human
Services
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Northeast Michigan Community Mental Health, 400 Johnson Street, Alpena, MI 49707

REQUEST FOR A SECOND OPINION
[] Denial of Hospitalization [] Denial of Initial Services

Section I — To be completed by applicant, consumer or representative

Individual: Date of Birth:
Address:
Telephone: Parent/Guardian (if applicable):

Are your services covered by Medicaid? [ | Yes [ ] No Medicaid Number:

Decision that you wish to have reviewed:

Signature of Individual/Guardian/Parent Date

Received by: Date: Forwarded to: Customer Services Date:
Section II — To be completed by agency staff

Response: [ ] Services are denied [] Services will be provided
Referrals:

Reviewer: Date:

Reviewer: Date:

Reviewer: Date:

If you have Medicaid and disagree with the results of this Second Opinion, you or your provider may:

Request a local appeal orally or in writing within 60 days from the date of the Second Opinion decision by completing the Request
for Local Appeal with Customer Services, 400 Johnson, Alpena, MI 49707, or calling 1-800-968-1964 or TTY: 711
Request an expedited local appeal if waiting the standard 30 days would seriously jeopardize your life, health or your ability to
attain, maintain or regain maximum function. To request an expedited local appeal, contact Customer Services at 1-800-968-
1964 or TTY: 711.

After receipt of the Local Appeal decision, you may request an Administrative Fair Hearing within 120 days from the date of that
notice. Hearing requests must be made in writing and signed by you or an authorized person. To request a fair hearing complete
the Request for Hearing form (available from NeMCMHA) and mail to: Michigan Office of Administrative Hearings and
Rules (MOAHR), P.O. Box 30763, Lansing, MI 48909 or call: 1-800-648-3397.

If you are denied a second opinion, you may file a Recipient Rights Complaint.

If you do not have Medicaid and disagree with the results of this Second Opinion, you or your provider may:

Request a local appeal orally or in writing within 30 days from the date of the Second Opinion decision by completing the Request
for Local Appeal with Customer Services, 400 Johnson, Alpena, MI 49707, or calling 1-800-968-1964 or TTY: 711.
Request an expedited local appeal if waiting the standard 30 days would seriously jeopardize your life, health or your ability to
attain, maintain or regain maximum function. To request an expedited local appeal, contact Customer Services at 1-800-968-
1964 or TTY: 711.
If not satisfied with the results after the Local Appeals process, request a Michigan Department of Community Health Alternative
Dispute Resolution. The request for a hearing must be filed within 5 business days from the date of the Local Appeal decision.
Send your request to: Department of Community Health; Division of Program Development, Consultation and
Contracts; Bureau of Community Mental Health Services; Attn: Request for DCH Level Dispute Resolution; Elliott-
Larsen Building — 6" Floor; Lansing, MI 48913.
If you are denied a second opinion, you may file a Recipient Rights Complaint.

For more information or assistance, contact Customer Services at 1-800-968-1964 or TTY: 711

Distribution: ~ Original: Customer Services;

Revised 4/29/21




Exhibit B

Northeast Michigan Community Mental Health 400 Johnson Street, Alpena, MI 49707
REQUEST FOR LOCAL APPEAL

Section I: To be completed by the applicant, consumer or representative.

Individual: Date of Birth:

Address:

Telephone: Parent or Guardian(if applicable):

Primary CMH Clinician: Are you insured by Medicaid? [ ] Yes [ ] No

Decision you wish to have reviewed:

Signature of Consumer/Guardian/Parent: Date:

To file a local appeal (either Medicaid or non-Medicaid), you or your provider may:

e File a local appeal orally or in writing within 60 days from the date of the notice if you have Medicaid or 30 days if you do not by
completing the above form (Request for Local Appeal) with Customer Services, 400 Johnson, Alpena, MI 49707 or
calling 1-800-968-1964 or TTY: 711.

e May request an expedited local appeal if waiting the standard 30 days would seriously jeopardize your life, health or your ability
to attain, maintain or regain maximum function. To request an expedited local appeal, contact Customer Services at 1-800-
968-1964 or TTY: 711.

e During the appeals process, you will have a reasonable opportunity to present evidence in person as well as in writing. You may
also request (before and during the appeal process) to review the beneficiary’s case file, including medical records and any other
documents and records considered during the appeals process.

¢ You may choose to continue receiving services while the Local Appeal is in process by notifying the office where you receive
services. If you continue to receive service and your appeal is denied, you may be billed for all or part of the costs of those
services up to your ability to pay as determined by the Mental Health Code.

e At any time you, the appellant, can orally or in writing withdraw your appeal.

DECISION OF LOCAL APPEAL
Section II: To be completed by agency staff

Received by: Date: Forwarded to Customer Services on:
Response: [ | Services are denied [ ] services will be provided

Explanation:

Reviewer (include credentials: Date:

If you disagree with the local appeal and you have Medicaid, you or your provider:

¢ May request an Administrative Fair Hearing within 120 days from the date of the local appeal decision. Hearing requests must be
made in writing and signed by you or an authorized person. To request a fair hearing complete the Request for Hearing form
(available from NeMCMHA) and mail it to: Michigan Office of Administrative Hearings and Rules (MOAHR), P.O. Box
30763, Lansing, MI 48909 or call: 1-800-648-3397.

e May choose to continue receiving services while the Fair Hearing is in process by notifying the office where you receive services
within 12 days of the date of this notice of action. If you continue to receive services and your hearing is denied, you may be
billed for all or part of the costs of those services.

e May file a Recipient Rights Complaint.

If you disagree with the local appeal and you do not have Medicaid, you or your provider:

e May request a Michigan Department of Community Health Alternative Dispute Resolution. The request for a hearing must be filed
within 5 business days from the date of the Local Appeal decision. Send your request to: Department of Community
Health; Division of Program Development, Consultation and Contracts; Bureau of Community Mental Health
Services; Attn: Request for DCH Level Dispute Resolution; Elliott-Larsen Building — 6" Floor; Lansing, MI 48913,

e May file a Recipient Rights Complaint at any time.

For more information or assistance, contact Customer Services at 800-968-1964 or TTY: 711.

Distribution:  Original: Customer Services; Revised 04/29/21




Exhibit C
Northeast Michigan Community Mental Health, 400 Johnson Street, Alpena, MI 49707

Grievance

Section 1 — To be completed by the consumer or representative:

Name:

Address: Telephone:

Parent/Guardian Name (if applicable):

Issue you wish to file a grievance about:

Received by: Date:

Grievance Process:

e A consumer, guardian, or parent of a minor child or his/her legal representative may file a grievance
at any time regarding dissatisfaction with any aspect of service provision other than an adverse action.
The individual must be given reasonable assistance in completing forms for filing a grievance.

e The grievance will be filed with Customer Service.

Response to your Grievance

Section 2 — To be completed by appropriate agency staff:
Forwarded to: Date:

Response:

Signature: Date:

Upon receipt of the grievance, Customer Services will:

] Acknowledge the receipt of the grievance.

= Log receipt of the verbal or written grievance for reporting practices.

] Determine if the grievance is a Recipient Rights issue and with the individual’s permission refer the
issue to the Recipient Rights Office.

] Submit the grievance to appropriate staff for resolution.

] Facilitate resolution within 90 calendar days of receipt of grievance if you have Medicaid or 60
calendar days if you do not have Medicaid.

= Provide notice of outcome to the individual within five (5) calendar days of a decision.

Distribution: Original: Customer Services Revised 6/24/08



Exhibit D

M&DHHS

Michigan Department or Health & Human Services Complaint Number Category

RECIPIENT RIGHTS COMPLAINT

INSTRUCTIONS:

If you believe that one of your rights has been violated you (or someone on your behalf) may use this form to make a
complaint. A rights officer/advisor will review the complaint and may conduct an investigation. Keep a copy for your
records and send the original to the Office of Recipient Rights at Northeast Michigan Community Mental Health Authority,
400 Johnson, Alpena MI 49707

Complainant’s Name: Recipient’s Name (if different from complainant):
Complainant’s Address: Where did the alleged violation occur?
Complainant’s Phone Number: When did the alleged violation happen? (date and time):

What right was violated?

Describe what happened:

What would you like to have happen in order to correct the violation?

Complainant’s Signature Date Name Of Person Assisting Complainant

DCH 0030 Replaces DCH-2500 Authority: P.A. 258 of 1974 as amended
Distribution: ORIGINAL TO ORR
COPY to Complainant (with acknowledgement letter)




Exhibit E

The Recipient Rights Complaint Process

O.R.R. ACTION INVESTIGATION
oA | sousmes
ALLEGED VIOLATION DAYS ¢ RECORD RECEIPT " compemon
RIGHT VIOLATED |:> ¢ SEND ACKNOWLEDGEMENT OF + IMMEDIATE INITIATION FOR
EXPECTED OUTCOME RECEIPT AND COPY OF COMPLAINT ABUSE, NEGLECT, SERIOUS
TO COMPLAINANT INJURY, DEATH IF APPARENT
¢+ NOTIFY COMPLAINANT IF NO OR SUSPECTED VIOLATION
INVESTIGATION IS WARRANTED

STATUS REPORTS
EVERY 30 DAYS TO:
COMPLAINANT,
RESPONDENT, RMHA

20
DAYS

INVESTIGATE REPORT
SUMMARY REPORT @rreneeenee e earennens 1 ODAYS ..................................................... BY O.R.R.
Issued by Director TO RESPONDENT/RMHA
ISSUED WITHIN 10 DAYS OF CONTAINS:
O.R.R. REPORT REMEDIAL ACTION D feaaTIoNs
To Complainant and Recipient (if
different) BY RMHA or o  CITATIONS
Also to parent of a minor or recipient’s RESPONDENT ° FINDINGS
guardian e  CONCLUSIONS
e  RECOMMENDATIONS
®  CORRECTS or REMEDIES VIOLATION
CONTAINS: IMPLEMENTED IN TIMELY MANNER
ALLEGATIONS, ISSUES, CITATIONS,
FINDINGS, CONCLUSIONS, O.R.R. ATTEMPTS TO PREVENT REOCCURRENCE
RECOMMENDATIONS, ACTION TAKEN/PLAN ACTION DOCUMENTED AND MADE PART
OF ACTION, STATEMENT OF APPEAL OF O.R.R. RECORD

RIGHTS AND GROUNDS



Exhibit F

NOETHEAST ||
MICHICAN
coOMMUNITY I
MENTAL HEALTE
AUTHORITY

(Date)

Your family is not eligible to receive the Family Support Subsidy at this time. The
reason(s) for your ineligibility is/are checked below:

[

0 O

Your child has not been recommended by the multi-disciplinary team of
your school district to a diagnostic category which is eligible under the
Family Support Subsidy Act. The only diagnostic categories eligible to
receive the subsidy are severely mentally impaired (SMI), severely
multiply impaired (SXI), or autistic impaired (Al).

Your autistic impaired child is placed in a program or classroom which is
not eligible under the Family Support Subsidy Act.

NOTE: If you think your child has been incorrectly or improperly
recommended for a diagnostic category, you may request a re-evaluation
by your school district’s multi-disciplinary team. If you disagree with the
program placement of your autistic impaired child, please contact your
school.

Your child is adopted and has an open medical subsidy case (see attached).
Your family’s Michigan taxable income is above the amount allowed by
law. You may reapply if a change in family circumstances allows your

Michigan taxable income to fall below the cap of $60,000.

Other:

You may request an administrative hearing, if you think that your application for the
Family Support Subsidy has been improperly denied. Present a written statement
within two months of the denial, which requests a hearing and lists your reasons for

appeal. Appeal forms are available from

(Family Support Subsidy Program)

Signature



Exhibit G

SEND TO: HEARINGS DIVISION
Northeast Michigan CMH APPEAL
400 Johnson Street
Alpena, MI 49707

REGARDING: SOCIAL SECURITY #:
(Name of Child) (Child’s)

NAME:

ADDRESS:

PHONE NUMBER: ( )

Please state reasons for denial/termination given to you by the Family Support
Subsidy Program.

Please state reasons for appeal (why denial or termination was inappropriate or
improper.)

Please attach copies of all documentation which support your appeal. Please attach
copies of all correspondence between you and the Family Support Subsidy Program
regarding this matter.

I attest that all the information is true — to the best of my knowledge.

Date: Signature:

Hearings Division Use: Date received: File Number:




TO:

Exhibit H1

HEARINGS DIVISION
Northeast Michigan Community Mental Health Authority

RECEIPT OF APPEAL
Date
TO:
(Family) (Family Support Subsidy Prog)
(Address) (Address)

RE:

(Child’s Name)

FILE NUMBER:

An appeal has been received in the above matter and is being forwarded to the
Family Support Subsidy Program.

The Family Support Subsidy Program is instructed to submit an answer to the
appeal within 20 days. When the Family Support Subsidy Program submits its

answer, it will be forwarded to the family.

Please include the child’s name and the file number on all future
correspondence.

Sincerely,

Hearing Division Clerk



TO:

Exhibit H2

HEARINGS DIVISION
Northeast Michigan Community Mental Health Authority

NOTICE OF UNTIMELY APPEAL

Date

TO:

(Family) (Family Support Subsidy Prog)

(Address) (Address)

RE:

(Child’s Name)

FILE NUMBER:

This correspondence is to acknowledge receipt by the Hearings Division of
Northeast Michigan CMH program of an appeal in the above matter on

. You are appealing the action of the Family Support Subsidy
Program which it took on when it sent the notice of denial
or termination to the family.

R330.1643 of the Michigan Administrative Code requires an appeal be in
writing and presented to the Community Mental Health program within 2
months of the notice of denial or termination.

Since the appeal was received more than two months after the notice or denial
or termination, the appeal is deemed untimely. If the family wishes to take a
further appeal in this matter it may appeal to Circuit Court pursuant to
Michigan Compiled Law 24.303. If the family wishes to reapply for the
program because it has new facts bearing on eligibility, it may reapply to the
Family Support Subsidy program.

(Date) Presiding Officer
Hearings Division



Exhibit I

HEARINGS DIVISION
Northeast Michigan Community Mental Health Authority

DECISION

TO: TO:
(Family) (Family Support Subsidy Prog)

(Address) (Address)

RE:

(Child’s Name)

FILE NUMBER:

FINDINGS OF FACT:

CONCLUSIONS OF LAW:

DECISION:

DATE PRESIDING OFFICER
HEARING DIVISION



Exhibit J
REQUEST FOR HEARING FOR MEDICAID ENROLLEES,
PACE ENROLLEES OR WAIVER APPLICANTS
Michigan Office of Administrative Hearings and Rules
Michigan Department of Health and Human Services
PO Box 30763, Lansing, MI 48909
Telephone Number: 800-648-3397 Fax: 517-763-0146

SECTION 1 - TO BE COMPLETED BY PERSON REQUESTING A HEARING:

Client name Client telephone No. Client Social Security No.

( )

Client Address (No. & Street, Apt No.) Medicaid ID No.

City State Zip Code Client or legal guardian signature Date

What agency took the action or made the decision that the client is appealing? Make sure to Client MDHHS case
attach a copy of the letter from the agency that told the client about their decision No.

I WANT TO REQUEST A HEARING: The following are my reasons for requesting a hearing. Use
additional sheets if needed.

Do you have a physical disability or other condition requiring special arrangements for you to attend or
participate in a hearing?
O NO O YES (If yes, please explain here.)

Will you need an interpreter?
O NO O YES (If yes, language needed.)

SECTION 2 — HAVE YOU CHOSEN SOMEONE TO REPRESENT YOU AT THE HEARING?

Has someone agreed to represent you at this hearing?
O NO O YES (If yes, have the representative complete and sign Section 3.)

SECTION 3 - AUTHORIZED HEARING REPRESENTATIVE INFORMATION:

Name of representative (please print) Representative Telephone No | Relationship to Enrollee
Address (No. & Street, Apt. No.) City State Zip Code
Representative Signature Date Signed

SECTION 4 -- AGENCY INVOLVED IN THE ACTION BEING DISPUTED BY THE CLIENT

Name of Agency Agency Contact Person Name
Agency Address (No. and Street, Apt. No.) Agency Telephone Number
City State | ZIP Code State Program or Service being provided to this client

DCH-0092 (MOAHR) (Rev. 9-19) 1



Exhibit J
REQUEST FOR HEARING FOR MEDICAID ENROLLEES,
PACE ENROLLES OR WAIVER APPLICANTS INSTRUCTIONS

A hearing is an impartial review of a decision made by the Michigan Department of Health and Human
Services or one of its contract agencies that a client believes is wrong.

This form is to ask for a hearing if you are a Medicaid enrollee, or a PACE enrollee, or a Medicaid
waiver applicant when the action has been taken by MDHHS or one of its contract agencies. You
can also send in your signed hearing request in writing on any paper. This form is also available online at:
www.michigan.gov/mdhhs >> Assistance Programs >> Medicaid >> Program Resources >> Michigan
Office of Administrative Hearings and Rules for the Department of Health and Human Services or
www.michigan.gov/LARA >> Bureau List >> Michigan Office of Administrative Hearings and Rules
>>Benefit Services Hearings.

Do not use this form to appeal an action

e Taken by a Medicaid, Healthy Michigan Plan or MI Health Link health plan, Community Mental Health
Services Program / Prepaid Inpatient Hospital Plan (CMHSP/PIHP), Healthy Kids Dental health plan,
or MI Choice Waiver Agency. You must go through their internal appeals process first before you ask
for a MDHHS-5617-MOAHR, Request for State Fair Hearing form. This form is also available online at
the links above.

e Related to program eligibility, cash assistance, food assistance, or other assistance programs. Use
the DHS-18, Request for Hearing form available online at www.michigan.gov/mdhhs >> Doing
Business with MDHHS >> Forms and Applications >> Other, or go to
www.michigan.gov/documents/FIA-Pub18-14356_7.pdf to download the form.

GENERAL INSTRUCTIONS:
e Read ALL instructions before completing the attached form.
e Complete Section 1 using the name of the client (even if the client has a guardian or is a minor).
e Complete Sections 2 & 3only if the client wants someone to represent them at the hearing.
e Complete Section 4 if the agency who took the action you are appealing did not fill this out.

e Attach a copy of the notice or letter from the Agency that told the client about the change that is being
appealed.

e Please make a copy for your records.
e Questions can be answered by calling toll free: 800-648-3397.
e After the form is completed, mail or fax page 1 to:

MICHIGAN OFFICE OF ADMINISTRATIVE HEARINGS AND RULES
MICHIGAN DEPARTMENT OF HEALTH AND HUMAN SERVICES
PO BOX 30763
LANSING MI 48909
Fax: 517-763-0146

e The client may choose to have another person represent them at a hearing

— This person can be anyone the client chooses but must be at least 18 years of age.

— The client must give this person written permission to represent them.

— The client may give written permission by checking yes in Section 2 and having the person who is
representing them complete SECTION 3. The client must still complete and sign Section 1.

— The client’s guardian or conservator may represent them. A copy of the court order naming the
guardian or conservator must be included with this request.

Completion: Is Voluntary

DCH-0092 (MOAHR) (Rev. 9-19) 2
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Exhibit J

The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any
individual or group because of race, religion, age, national origin, color, height, weight, marital status,
genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability.
Further, MDHHS

e Provides free aids and services to people with disabilities to communicate with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats); and
e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the Section 1557 Coordinator. The contact information is found below.

If you believe that MDHHS has not provided the above services, or discriminated in another way, you can
file a grievance with the Section 1557 Coordinator. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, the Section 1557 Coordinator is available to help you.

MDHHS Section 1557 Coordinator
Compliance Office, 4" Floor

P.O. Box 30195

Lansing, MI 48909

517-284-1018 (Main), TTY 711, 517-335-6146 (Fax)

You can also file a civil rights complaint with the responsible federal agency.

If your grievance or complaint is
about your Medicaid application,
benefits or services you can file a
civil rights complaint with the U.S.
Department of Health and Human
Services at https://bit.ly/2pBS4YG,
or by mail or phone at:

U.S. Department of Health and
Human Services

200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
800-368-1019, 800-537-7697
(TDD)

Complaint forms are available at
https://bit.ly/2IKsHMS.

If your grievance or complaint is about your application for or
current food assistance benefits, you can file a discrimination
complaint with the U.S. Department of Agriculture (USDA)
Program by:

Completing a Complaint Form, (AD-3027) found online at:
https://bit.ly/2g9zzpU or any USDA office, or write a letter
addressed to USDA at the address below. In your letter,
provide all the information requested in the form.

To request a copy of the complaint form, call 866-632-9992.
Send your completed form or letter to USDA by mail:

U.S. Department of Agriculture

Office of the Assistance Secretary for Civil Rights

1400 Independence Avenue, SW

Washington, D.C. 20250-9410

Fax: 202-690-7442; or Email: program.intake@usda.gov

MDHHS is an equal opportunity provider.

DCH-0092 (MOAHR) (Rev. 9-19)



INSTRUCTIONS
The purpose of this is form is for a petitioner/beneficiary/client to withdraw their request for an
Administrative Hearing.

REQUEST FOR WITHDRAWAL OF APPEAL
Michigan Department of Health and Human Services
Michigan Office of Administrative Hearings and Rules

Exhibit K

e Answer ALL questions completely.
e Please use a PEN and PRINT FIRMLY.
e Make a COPY for your records.
e If you have any questions, you may call toll-free: 800-648-3397.
e After you complete this form, mail it in the enclosed postage paid envelope to:
Michigan Office of Administrative Hearings and Rules
Michigan Department of Health and Human Services
PO Box 30763
Lansing MI 48909
OR you may fax the form to: 517 763-0146
Client Name Telephone Number Medicaid ID Number

( )

Client Address (No. & Street, Apt. No., etc.)

City State ZIP Code
Client or Legal Guardian Signature Date Signed
Authorized Hearing Representative Signature (if applicable) Date Signed

Docket Number:

Date of Scheduled
Hearing / Review

Client Social Security Number

Please CANCEL my request for an appeal for the following reason:
[] I no longer want/need this hearing
[] The Michigan Department Health and Human Services has changed its action/decision
[ ] Please explain why you no longer want/need this hearing

THIS FORM IS ALSO AVAILABLE ONLINE AT: www.michigan.gov/mdhhs>>Assistance Programs >>
Medicaid >> Program Resources >> Michigan Office of Administrative Hearings and Rules for Michigan
Department of Health and Human Services

DCH-0093 (2/21)




Exhibit K

Michigan Department of Health and Human Services (MDHHS)
Please note if needed, free language assistance services are available

Call 877-833-0870 (TTY 711)

Spanish ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de
asistencia linguistica. Llame al 877-833-0870 (TTY 711)

Arabic Cuga s 13) Gl Gaanti Ay pall (8 Faes daa ill 3 8 gie IS Laals Cath (Ja)
877-833-0870 (TTY 711) b S8l

Chinese FRMMRTERERPX, TRIURBESE SRR,

SEEE 877-833-0870 (TTY 711)
Syriac (Assyrian) | -«chuamy eehonly _ahdmar _adu w5 riahi ws) _ahumimay L ahuic Ll eidan
877-833-0870 (TTY 711) rim Al L avn b dinn sl

Vietnamese Chu y: N&u ban néi Tiéng Viét, cé cac dich vu hd trg ngdn ngit, mién phi, dahn cho
ban. Goi s6 877-833-0870 (TTY 711).

Albanian KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime te asistencés
gjuhésore, pa pagesé. Telefononi 877-833-0870 (TTY 711).

Korean FO St 0 &AM ESHA =42, 0 X H - MH AE-F 220|854 %=
UAELITH g77-833-0870 (TTY 711) Ho =z Jats)-F AR

Bengali 5P - A - -HIA -1, -FUT -0 -AAN, -OIR(e - [N Yo - Ol -
STETT@l - AU - BHeAH -S| - CFW -FP -5 877-833-0870
(TTY 711)

Polish UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy
jezykowej. Zadzwon pod numer 877-833-0870 (TTY 711).

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfliigung. Rufnummer 877-833-0870
(TTY 711).

Italian ATTENZIONE: In caso Lisa Anderson lingua parlata sia l'italiano, sono disponibili servizi
di assistenza linguistica gratuity. Chiamare il numero 877-833-0870
(TTY 711).

Japanese FEEE HESe RS URS EHOESEESTUHHEMIEAEL" «
877-833-0870 (TTY 711) FT. PEFICTIEHBIIZD L

Russian BHMMAHHEZ'ECI‘IH'BH'FOBD_pHTE'Ha:p_y'CCKOM'HSbIKe,'TO'BEIM'HDCT}-'I'IHbI'

becnnaTtHele-ycnyri-nepesoga. - 3BOHWTE 877-833-0870
(Tenetann711)

Serbo-Croatian

OBAVJESTENJE:-Ako-govorite-srpsko-hrvatski. -usluae-iezi¢ke -nomoci-
dostupne-su-vam-besplatno.-Nazovite'877-833-0870 (TTY Telefon za osobe sa
ostecenim govorom ili sluhom 711)

Tagalog

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang wlang bayad. Tumaway sa 877-833-0870
(TTY 711).

MDHHS-1557 (2-20)



Exhibit K

The Michigan Department of Health and Human Services will not exclude from participation in, deny
benefits of, or discriminate against any individual or group because of race, sex, religion, age, national
origin, color, height, weight, marital status, gender identification or expression, sexual orientation, partisan
considerations, or a disability or genetic information that is unrelated to the person’s eligibility.

Further, MDHHS:

e Provides free aids and services to people with disabilities to communicate with us, such as:
... Qualified sign language interpreters

... Written information in other formats (large print, audio, accessible electronic formats, other
formats); and

e Provides 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 Section 1557 Coordinator. The contact information is found below.

If you believe that MDHHS has not provided the above services, or discriminated in another way, you can
file a grievance with the Section 1557 Coordinator. You can file a grievance in person or by mail, fax, or
email. If you need help filing a grievance, the Section 1557 Coordinator is available to help you.

MDHHS Section 1557 Coordinator
Compliance Office, 4" Floor

PO Box 30195

Lansing, MI 48909

517-284-1018 (Main), [TTY number — if covered entity has one], 517-335-6146 (Fax), [Email]

You can also file a civil rights complaint with the responsible federal agency.

If your grievance or complaint is If your grievance or complaint is about your application for or
about your Medicaid application, current food assistance benefits, you can file a discrimination
benefits or services you can file a complaint with the U.S. Department of Agriculture (USDA)
civil rights complaint with the U.S. Program by:
Department of Health and Human
Services at https://bit.ly/2pBS4YG, Completing a Complaint Form, (AD-3027) found online at:
or by mail or phone at: https://bit.ly/2g9zzpU or any USDA office, or write a letter
addressed to USDA at the address below. In your letter, provide all
U.S. Department of Health and the information requested in the form.
Human Services
200 Independence Avenue, SW To request a copy of the complaint form, call 866-632-9992.
Room 509F, HHH Building Send your completed form or letter to USDA by mail:
Washington, D.C. 20201 U.S. Department of Agriculture
800-368-1019, 800-537-7697 Office of the Assistance Secretary for Civil Rights
(TDD) 1400 Independence Avenue, SW
Washington, D.C. 20250-9410
Complaint forms are available at
https://bit.ly/21KsHMS Fax: 202-690-7442; or Email: program.intake(@usda.gov

MDHHS is an equal opportunity provider.

MDHHS-1557 (2-20)



Exhibit L

HEARING SUMMARY

MICHIGAN ADMINISTRATIVE HEARING SYSTEM
FOR THE DEPARTMENT OF HEALTH AND HUMAN SERVICES

INSTRUCTIONS: If you have questions, you may call toll free
Complete this form and mail it at least seven (7) 1 (877) 833-0870
calendar days prior to the scheduled hearing to:
e MICHIGAN ADMINISTRATIVE HEARING SYSTEM
FOR THE DEPARTMENT OF
HEALTH AND HUMAN SERVICES
PO BOX 30763
LANSING MI 48909

e AND TO THE CLIENT/BENEFICIARY

SECTION 1 - Client Information:

Client Name Client Number Co. Dist. Sect. Unit Wkr.

SECTION 2 - Hearing Summary:

1. Effective Date of Action 2. Date Client was Notified of Department Action 3. Date Hearing Requested

4. Where Medicaid services continued pending outcome of the hearing? 5. Was Conference Held Prior to Hearing?
ONO OYES ONO OYES

6. Explanation of Action(s) Taken:

7. Facts and Fact Sources Used in Taking This Action(s):

8. Law(s), Regulation(s) or Policy Manual Item(s) Used in Taking This Action(s):

SECTION 3 - Signature:

9. Prepared By: (Signature) 10. Date Signed 11. Phone Number

The Michigan Department of Health and Human Services does not
discriminate against any individual or group because of race, | COMPLETION: Is Voluntary
religion, age, national origin, color, height, weight, marital status,
genetic information, sex, sexual orientation, gender identity or
expression, political beliefs, or disability.

DCH-0367 (MAHS) (Rev. 10/15)



ORDER CERTIFICATION
Michigan Department of Community Health

Exhibit M

INSTRUCTIONS: ADMINISTRATIVE TRIBUNAL
e Complete this form and mail it to the following MICHIGAN DEPARTMENT OF COMMUNITY HEALTH
address within 10 days of the Department's receipt PO BOX 30763
of the hearing request LANSING MI 48909-7695
SECTION 1 - Case Information:
Case Name Case Number
Docket Number Date of Decision and Order Co. Dist. | Sect. | Unit | Wkr.
SECTION 2 - Certification:
[] I certify that the action(s) contained in the decision and order were completed by
on
Name of Agency Date
L] has not been able to
Name of Agency
comply with the decision and order within 10 days for the following reasons:
The expected Action Date is:
Date Staff Signature Date
[l I certify that the actions contained in the decision and order were completed
after 10 days by: on
Name of Agency Date
L] will never be able to

Name of Agency
comply with the decision and order for the following reasons:

Staff Signature Date

SECTION 3 - Signatures:

Prepared By: (Name and Title) Date Phone Number
Supervisor Signature Date Phone Number
The Department of Community Health will not discriminate against AUTHORITY: 42 CFR 431.200 - 431.250
any individual or group because of race, sex, religion, age, national COMPLETION: Is Voluntary
origin, marital status, political beliefs, or disability. CONSEQUENCE: None
COPY DISTRIBUTION: WHITE - Administrative Tribunal

YELLOW - DCH / Agency

DCH-0107 (8-99) Previous Editions Obsolete

PINK - DCH / Agency




REQUEST FOR REVIEW

BY THE DEPARTMENT OF HEALTH AND HUMAN SERVICES

Name (Individual)

Date of Request

Guardian Name

Daytime Phone

Address

City State Zip

CMHSP where services are in question

Description of Service being denied, suspended, reduced or terminated

Description of the adverse impact on the individual

Mediation requested? (circle one)

YES NO

Exhibit N



Exhibit O

Time Frames for Requests and Resolutions

of Grievance and Appeals

TYPE of REQUEST TIMEFRAME for TIMEFRAME for CMH / MAHS /
Consumers’ Requests MDHHA to provide a resolution
MEDICAID
Grievance Any Time Within 90 calendar days from receipt of the
P6.3.1.1 (p.14) grievance (orally or in writing) - CMH
Local Appeal “60 calendar days from the date of the Within 30 calendar days from receipt of
P6.3.1.1 (p. 10 Notice” appeal request (orally or in writing) - CMH

Fair Hearing with the Administrative
Tribunal - MOAHR
P6.3.1.1 (p. 15, 26)

“120 calendar days from the date of the
applicable [CMH written] notice of
[Local Appeal] resolution”

Within 19 calendar days from receipt of
hearing request - MOAHR

To request that existing services
continue during the Local Appeal/Fair
Hearing Process P6.3.1.1 (p. 9)

“10 calendar days from the date of the
notice” [Advance Notice only]

n/a

NON-MEDICAID

Grievance
C€6.3.2.1 (p.2)

Any time

Within 60 calendar days from receipt of the
grievance (orally or in writing) - CMH

Local Appeal / Dispute Resolution
€6.3.2.1 (p. 2)

“30 days from the time Notice is
received”

Within 45 calendar days from receipt of
appeal request (orally or in writing) - CMH

Alternative Dispute Resolution with
MDHHS
€6.3.2.1 (p. 5)

“Has 10 days from the [CMH] written
notice of the Local Dispute Resolution
Process outcome.”

“Within 15 business days” from receipt of
consumer’s written Alternative Dispute
Resolution request for review - MDHHS

4/15/19 mh



	Providing Notice of Rights
	Informal Review with NeMCMHA Worker and/or Worker’s Supervisor
	Second Opinion – Denial of Hospitalization
	Second Opinion – Denial of Initial Services
	Recipient Rights Complaint
	Local Dispute Resolution Process
	Denial of Family Support Subsidy
	To all Board programs
	Proceed with the hearing.
	Exhibit F – Letter of Ineligibility
	Administrative Fair Hearing
	All individuals served who are Medicaid beneficiaries
	A Medicaid beneficiary or his/her legal representative has one hundred twenty (120) calendar days from the date of the notice of appeal resolution to request a Fair Hearing.  A Fair Hearing may only be requested AFTER exhausting the local appeal proce...
	A DCH-0092 (Exhibit J), Request for Hearing Form and a return postage paid envelope shall be provided to the applicant/individual when requested.  All hearing requests must be in writing and provide the name, address and telephone number of the person...
	Michigan Office of Administrative Hearings and Rules (MOAHR)
	PO Box 30763
	Lansing, MI  48909
	FAX: (517) 763-0146
	HEARING SUMMARY
	Upon receipt of a hearing request, the Tribunal will assign a docket number and fax a copy of the hearing request to the Agency identified in the hearing request.  A hearings coordinator will be designated by the Agency and is responsible for receivin...
	The Hearing Summary form (Exhibit L), or its equivalent, must include all of the following:
	 Clear statement of the action and/or decision being appealed, including all programs involved in the action.
	 Facts which led to the action or decision.
	 Policy which supported the action or decision.
	 Correct address of the Appellant or AHR.
	 Description of the documents the Agency intends to offer as exhibits at the hearing.
	The hearings coordinator will provide a copy of the hearing request to Customer Services in order to maintain a log.  Contents of the log are provided on a quarterly basis to the designated staff at the PIHP for recording and trending purposes.
	Appellants and AHRs have the right to review the case record and obtain copies of needed documents and materials relevant to the hearing.  The hearing coordinator will send a copy of the hearing summary and all documents and records to be used by the ...
	NOTICE AND PLACE OF HEARING:
	Notice of time, date and place of hearing shall be mailed to the parties or their AHR not less than ten (10) calendar days before the date of the hearing by the Tribunal.  Hearings are routinely scheduled for telephone conference calls.  The Administr...
	APPEARANCES:
	A person may appear at the hearing on that person’s own behalf or through an Authorized Hearing Representative (AHR).  The Agency may appear through designated staff.
	ADJOURNMENTS:
	The appellant or his/her AHR may request an adjournment (also called a postponement) of a scheduled hearing.  Only the Administrative Tribunal can grant or deny a request for an adjournment.
	PRE-HEARING CONFERENCES:
	Pre-hearing conferences with the Administrative Law Judge (ALJ) are scheduled at the discretion of the ALJ at the request of the parties or on the ALJ’s own motion.  The ALJ will not routinely conduct a pre-hearing conference.  The Agency may offer a ...
	SUBPOENAS:
	A subpoena may be requested when the Appellant/AHR or Agency requires:
	 A person outside the agency to come to a hearing to testify; or
	 A document from outside the agency to be offered as evidence in a hearing, only if not available voluntarily.
	Request a subpoena by sending a memo to the Tribunal.  Allow adequate time to mail or hand-deliver the subpoena.  The memo must include all of the following:
	 The case number
	 The docket number
	 The date and time the hearing is scheduled
	 The name and address of the person whose testimony is required
	 What document is to be subpoenaed
	 Why the person’s presence and/or the document is needed at the hearing
	 How the person’s testimony or the document relates to the hearing issue
	The requestor is responsible for serving the subpoena.  The Administrative Procedures Act explains when subpoenas may be issued and how subpoenas are enforced.
	If the Appellant or Agency’s staff responsible for presenting the hearing cannot arrange for the participation of a staff member, send a memo to the Tribunal giving:
	 The name and location of the employee;
	 Why the employee’s participation is needed; and
	 How the employee’s testimony related to the hearing issue.
	The Tribunal will decide whether to require the employee’s participation.
	THE HEARING:
	The Administrative Procedures Act of 1969, as amended, applies to cases heard before the Administrative Tribunal.  The Agency and Appellant will each present their positions to the ALJ, who will determine whether the actions taken are correct accordin...
	Following opening statements, if any, the ALJ will direct the Agency’s case presenter to explain the position of the Agency.  The hearing summary, or highlights of it, may be read into the record at this time.  The hearing summary may be used as a gui...
	 An explanation of the action(s) taken including all programs involved.
	 The facts which led to the action.
	 A summary of the policy or laws relied upon to take the action.
	 Any clarification by the Agency’s staff of the policy or laws relied upon in taking the action.
	Both the Agency and the Appellant or AHR must have adequate opportunity to present the case, bring witnesses, establish all pertinent facts, argue the case, refute any evidence, cross-examine adverse witnesses, and cross-examine the author of a docume...
	The ALJ must ensure that the record is complete and may do the following:
	 Take an active role in questioning of witnesses and parties
	 Assist either side to be sure all the necessary information is presented on the record
	 Refuse to accept evidence that the ALJ believes is unduly repetitious, immaterial, irrelevant or incompetent.
	Either party may:
	 State on the record its disagreement with the ALJ’s decision to exclude evidence and the reason for the disagreement; and
	 Object to evidence the party believes should not be part of the hearing record.
	When refusing to admit evidence, the ALJ must state on the record the nature of the evidence and why it was not admitted.  The ALJ may allow written documents to be admitted in place of oral testimony if the ALJ decides this is fair to both sides in t...
	DENIAL OF REQUEST FOR HEARING:
	Only the Administrative Tribunal may deny a request for a hearing.  Forward all hearing requests to the Administrative Tribunal.  If the Agency believes a request is inappropriate, or, if the request was filed beyond the required deadline, do the foll...
	Complete a Hearing Summary stating:
	 Why you believe the request should not be heard; or
	 The request was received after the required deadline for filing a hearing request (attach a copy of the notice): and
	 Forward the hearing request and the summary to the Tribunal.
	The Tribunal will inform the Appellant, the AHR and the hearings coordinator if the request is denied.  The Tribunal will deny hearing request signed by unauthorized persons and requests without original signatures.
	WITHDRAWAL:
	An Appellant or AHR may agree to withdraw the hearing request at any time during the hearing process.  Instruct the Appellant or AHR to fill out the Request for Withdrawal of Appeal form (Exhibit K, DCH-0093) or its equivalent and return it immediatel...
	When any issue is still in dispute, do not:
	 Suggest that the Appellant or AHR withdraw the request; or
	 Mail a withdrawal form to the Appellant or AHR unless requested.
	Do not ask for a withdrawal that is based on an action you plan to take in the future.
	Prior to mailing the request to the Tribunal:  When all issues are resolved and the Appellant or AHR wishes to withdraw the request, ask for a signed, written withdrawal.  The withdrawal must clearly state why the Appellant or AHR has decided to withd...
	After mailing the request to the Tribunal:  When all issues are resolved and the Appellant or AHR wishes to withdraw the request, do the following:
	 Appellant or AHR in the Agency’s office: Ask for a signed, written withdrawal.  Fax a copy to the Tribunal and file the original in the case record.  The withdrawal must include all of the following:
	1. Program(s) in dispute
	2. Case number
	3. Tribunal register number, if known
	4. Correct address of the Appellant or AHR
	 Appellant or AHR on the Telephone:  Ask the caller to promptly send a signed, written withdrawal to the Tribunal.
	1. On the DCH withdrawal form, enter required identifying information and mail the form to the Appellant.  NOTE: The Appellant/AHR may use some other written means to withdraw a hearing request but the Tribunal needs all the identifying information li...
	2. Telephone or fax the Tribunal to inform them that the request may be withdrawn.  NOTE: The Agency should be available to present the case until notified by the Tribunal that the request has been dismissed.
	DISMISSAL:
	The Tribunal may deny or dismiss a request for a hearing if the Appellant/AHR fails to appear at a scheduled hearing without good cause.
	ALJ DECISIONS:
	Hearing recommendations or decisions must be based exclusively on evidence introduced at the hearing.
	The record must consist only of:
	 The transcript or recording of testimony and exhibit or an official report containing the substance of what happened at the hearing;
	 All papers and requests filed in the proceeding; and
	 The recommendations or decision of the Administrative Law Judge.
	The Appellant must have access to the record at a convenient place and time.
	In any hearing, the decision must be a written one that:
	 Summarizes the facts; and
	 Identifies the regulation, policy statute, contract, or case law supporting the decision; and
	 Specify the reasons for the decision; and
	 Identify the supporting evidence.
	The ALJ’s Decision and Order is the final determination of the Department.  Rehearings or reconsiderations may be granted in some circumstances.  The Tribunal will send the Decision and Order to the Appellant/AHR and Hearings Coordinator.  If the Deci...
	Do not provide a notice of case action.  The Decision and Order serve as notice of action.  Complete the yellow copy of the Certification Order form within ten (10) calendar days of the mailing date on the hearing decision.  Send it to the Administrat...
	If implementation of the decision was incomplete when the yellow copy was sent to the Administrative Tribunal, fill out and mail the pink copy of the Order Certification form (Exhibit M, DCH-0107) when implementation is complete.  This certifies the c...
	REHEARING / RECONSIDERATION:
	The Agency or the Appellant/AHR may file a written request for a rehearing/reconsideration.  The Tribunal will grant a rehearing/reconsideration request if it meets specific criteria (see below), and there is time to rehear/reconsider the case and imp...
	An Appellant’s request for a rehearing/reconsideration must be sent directly to the Tribunal.
	The Tribunal will grant a rehearing/reconsideration when it is believed that one of the following has occurred:
	 Newly discovered evidence or evidence that should have been discovered that existed at the time of the original hearing and that could affect the outcome of the original hearing decision; or
	 Misapplication of manual policy or law in the hearing decision which led to a wrong conclusion; or
	 A typographical, mathematical or other obvious error in the hearing decision that affects the rights of the Appellant; or
	 Failure of the ALJ to address in the hearing decision relevant issues raised in the hearing request.
	Agency staff must request a rehearing/reconsideration when it is believed that one of the above situations has occurred.  Specify all reasons for the rehearing/reconsideration and send to the Hearing Coordinator, who will forward the request to the Tr...
	Agency staff request for a rehearing or reconsideration must be received by the Tribunal within 30 days from the date of the Hearing Decision and Order as long as the 90-day time frame has not been exceeded.
	The Administrative Tribunal will either grant or deny a rehearing/reconsideration and send a written notice of the decision.
	A rehearing is a full hearing which is granted when:
	 The original hearing record is inadequate for purposes of judicial review; or
	 There is newly discovered evidence that could affect the outcome of the original hearing decision.
	A reconsideration is a paper review of the facts, law and any new evidence or legal arguments.  It is granted when the original hearing record is adequate for purposes of judicial review and a rehearing is not necessary, but one of the parties believe...
	Exhibit J – Request for Hearing (DCH-0092)
	Exhibit K – Request for Withdrawal of Appeal (DCH 0093)
	Exhibit L – Hearing Summary (DCH 0367)
	Exhibit M – Order Certification (DCH 0107)
	MDHHS Alternative Dispute Resolution Process
	All individuals receiving services who are not Medicaid beneficiaries
	MDHHS has established this process in an effort to implement the principle that all individuals served are treated in the same manner whenever possible, inasmuch as by law, Medicaid beneficiaries are entitled to a fair hearing process with MDHHS.  MDH...
	If the Agency denies services or supports and a second opinion is requested; denies access to psychiatric inpatient services and a second opinion is requested; or takes adverse action, the Agency must notify the individual in writing of the action and...
	The Agency must also offer to assist the individual in filing a grievance with MDHHS.
	Prior to using the MDHHS Grievance Process, the individual must make use of the Agency’s local appeal process.
	Access to the MDHHS process does not require agreement by both parties, but may be initiated solely by the individual receiving services.
	The individual has ten (10) calendar days from the written notice of the Agency’s local appeal process outcome in which to request access to the MDHHS Alternative Dispute Resolution Process.
	MDHHS shall review all requests within two (2) business days of receipt.
	If the MDHHS representative, using a “reasonable person” standard, believes that the denial, suspension, termination or reduction of services and/or supports will pose an immediate and adverse impact upon the individual’s health and safety, the issue ...
	In all other cases, the MDHHS representative shall attempt to resolve the issue with the individual and the community mental health services program within fifteen (15) business days from the receipt of the individual’s written request for review.  Th...
	Requests for mediation should be made to the MDHHS and should include:
	a) name of consumer
	b) name of parent or legal guardian
	c) phone number where person legally empowered may be reached
	d) name of the community mental health services program where service is in contention
	e) description of service being denied, suspended, reduced or terminated
	f) description of the adverse impact to the consumer
	The request (Exhibit N) should be directed to:
	Department of Health and Human Services
	Division of Program Development, Consultation & Contracts
	Bureau of Community Mental Health Services
	Attn:  Request for DCH Level Dispute Resolution
	Elliott-Larsen Building – 6th Floor
	Lansing, MI  48913
	The complainant will be contacted by an MDHHS staff person and given an opportunity to express concerns.  MDHHS will consult with staff of the community mental health services program to confirm the outcome of the local appeal process.  The CMH staff ...
	If mediation is chosen, MDHHS staff will then gather information and schedule an informal review.  Mediation will be completed within fifteen (15) business days of receipt of the complaint, providing that the disputants are able to attend a review wit...
	Exhibit N – Request for Review by the Department of Health and Human Services
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