
Hello everyone and thanks for coming. This training will be taped and a copy will be on the 
EDC SUDS webpage later this week.

Everyone attending will be sent a link to the Course Evaluation. Please take a few minutes 
to fill it out and let us know how we are doing.

Certificates of attendance will be sent out to all attendees. You will need to complete the 
Course Evaluation to receive them. 

And now in with the training.

Welcome to the Practice Guidelines Training

1



All Policies & Documents are accessible online the link show.

A copy of this Power Point or the links that will be discussed can be sent out upon request.
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Substance use services are responsible to meet minimum regulations.  For a full description 
of regulations review the practice guidelines can be found at 
https://www.edcgov.us/Government/MentalHealth/Pages/SUD.aspx
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Today we will be looking at 
these five areas in order to 
understand how the practice 
guidelines are applied

I. Care Coordination
II. Access to Services
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III. Continuing Services
IV. Grievances, Appeals, Fair 

Hearing, NOABD
V. Required Reporting 
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Before we move forward, let’s discuss some common definitions we will see throughout 
today's training:

Prepaid Inpatient Health Plan (PIHP) Provides services to enrollees under contract with 
the state.  This is what EL Dorado County HHSA, Behavioral Health Division, Substance Use 
Disorder Services has become.

 In fact, our unit is now simultaneously a PIHP and a direct service provider.
 Also referred to as The Plan, Managed Care Plan, EDC DMC ODS, The County 

Plan, and The County
“Provider” means any individual or entity that is engaged in the delivery of services 
(everyone that provides services).
“Network Provider” means any provider, group of providers, or entity that has a network 
provider agreement with the PIHP (this includes contracted providers such as Progress 
House, RIA, CoRR, New Morning, Aegis, their staff, and EDC workers).
“Beneficiary" means a person who: (a) has been determined eligible for Medi-Cal; (b) is 
not institutionalized; (c) has a substance-related disorder per the current "Diagnostic and 
Statistical Manual of Mental Disorders (DSM)” criteria; and (d) meets the admission criteria 
to receive DMC covered services. 
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Under DMC ODS coordination of care is vital to whole person care.
Providers must ensure that beneficiary services are coordinated.
These services must be coordinated in a manner that, within timeliness standards, 
secures placement and care.

Placement and care must be in appropriate ASAM Level of Care that meets 
behavioral and physical health care needs.
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El Dorado County (EDC) DMC-ODS policy ensures that beneficiaries have a person or entity 
formally designated as primarily responsible for coordinating services.

This means all beneficiaries should have a case manager coordinating their care.
Case Managers can be EDC and/or contracted network providers. 

Case Managers are responsible for coordinating beneficiary care:
Between settings and levels of care (like between residential and 
outpatient), including appropriate discharge planning.
With the services that the beneficiary receives from any other managed 
care organization and/or through fee-for-service providers.
With the services that the beneficiary receives from community and social 
support providers. 
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The Drug Medi-Cal Organized Delivery System was created with the overarching objective 
of providing whole person care in a patient-centered manner with the goal of improved 
beneficiary health and wellbeing through more efficient and effective use of resources.

This is done by providing access to a full continuum of evidence based substance 
use disorder (SUD) services, modeled after ASAM Criteria, and coordinating with 
primary and mental health care.
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The range of Mental Health Providers is vast.  Some beneficiaries will meet medical 
necessity for SMI services through EDC, while others will seek treatment through FQHC’s 
such as El Dorado County Community Health Center.  What’s important is that we 
coordinate care.
Providers shall ensure coordination of care for beneficiaries with co-occurring mental 
health and SUD conditions.
 Providers should have procedures for linking/coordinating beneficiaries with needed 

MH services. 
 Coordination with mental health providers must be documented in the beneficiary’s 

treatment plan, case management notes, individual notes etc. 
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Providers shall ensure care coordination with beneficiary primary care.
 Providers shall have procedures for linking/coordinating plan beneficiaries’ physical 

health services, including, but not limited to, ensuring completion of mandated 
physical and ensuring the individual has a primary care provider.

 Coordination of primary care must be documented in the beneficiary’s treatment 
plan, case management notes, individual notes etc.
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DOCUMENT, DOCUMENT, DOCUMENT!!!!
In progress notes, case management notes, tx plans

IF IT ISN’T DOCUMENTED IT DIDN’T HAPPEN.
EDC’S ANNUAL MONITORING WILL BE FOCUSED ON THE DOCUMENTATION OF 
COORDINATED CARE. 
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DMC-ODS builds on the standard program by expanding services to include case 
management, multiple levels of residential SUD treatment, withdrawal management, 
recovery services, physician consultation, and the option to provide medication-assisted 
treatment (MAT) and partial hospitalization. 

Approaching substance use disorders as a disease assists with framing interventions aimed 
at managing the condition through a model of care that provides a continuum of services 
tailored to an individual's needs. El Dorado County DMC-ODS provides the continuum of 
care modeled after the American Society of Addiction Medicine (ASAM) Criteria.

How we get there as a network is through the following process
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Most every services begins with 
screening. Screenings are 
accessed via three portals.

El Dorado County Medi-Cal 
Beneficiaries are able to access 
SUD services through:
The 24/7 toll-free access 
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line. 
1-800-929-1955 

The EDC DMC-ODS Office Hours 
line
530-621-6290, #5.

Community based SUD 
treatment providers.
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The process for County staff
Determine individual’s Medi-Cal eligibility; base data will be collected for entry into the 
EHR.
Conduct screenings for SUD and MH services, if needed, using approved scripts and brief 
screening instrument based on ASAM criteria and  approved MH screening tool.
If MH screening indicates further assessment for SMI is indicated, refer individual to MHP 
Access Team and document in beneficiary  file
Schedule appointment within 10 business days for a full bio-psychosocial assessment 
with ASAM criteria assessment with SUDS staff (72 hours for urgent conditions).
Determine whether the individual should be referred directly to DMC ODS outpatient or 
intensive outpatient services.

Contact network provider to obtain an appointment for beneficiary. Beneficiaries 
must receive an appointment within 10 business days for Outpatient Services and 

within 3 business days for Opioid Treatment Programing
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The brief screening must rule out the need for emergency interventions.  
Emergencies shall be immediately referred for services at the most 
appropriate local hospital. 

Urgent Conditions requiring immediate attention but that do not require hospitalization 
are screened for ASAM Levels of Care, 3.1, 3.5, or 3.2-WM using in person assessments 
within 72 hours.

15



Urgent condition is a situation that without immediate intervention is highly likely to result 
in an immediate emergency condition (as defined by 22 CCR § 51056, 9 CCR §
1810.253) and/or highly likely to risk the life and limb of the beneficiary and others. Such 
situations include, but are not limited to, actively using pregnant beneficiaries, 
beneficiaries known to be actively driving or operating heavy equipment under the 
influence, and those in an active sexually or physically abusive situation. At the time of first 
contact, each beneficiary’s needs will be triaged to identify the presence of an urgent 
condition. Once a network provider is made aware of an urgent condition, it must be 
addressed or the beneficiary must be seen within 48 hours.
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Beneficiaries must be able to access SUD services by calling or walking into provider 
outpatient program during business hours.
The County’s 24/7 toll-free access line should be made available on the contracted 
provider’s  voicemail and posted on the front door of the provider’s facility for times 
provider is closed.
1. Verify Medi-Cal eligibility.  
2. In instances when the individual requests services from the SUDS outpatient 

contract provider without a scheduled appointment, a qualified staff will conduct 
the initial brief assessment, if available.  

3. If no qualified staff person is available, the individual will be given an appointment 
to return for a face-to-face appointment, at the earliest time available, 

 The next available appointment will be offered. 
4. Beneficiaries must receive an appointment within 10 business days for Outpatient 

Services and within 3 business days for Opioid Treatment Programing
 Inability to meet these deadlines must be reported to QA
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5. If the network provider’s full assessment determines that the individual does not 
meet medical necessity and that the individual is not entitled to any DMC-ODS 
services, refer matter to EDC DMC ODS QA for review 

 EDC DMC ODS QA will issue the eligibility notice and appeal rights 
information to individual as appropriate.

6. Following the full assessment, determine appropriate ASAM level of care 
7. If the network provider does not offer the identified level of care, the network 

provider will offer referrals to the individual for the appropriate care level and 
documents the referral.

8. If MH screening indicates further assessment for SMI is indicated, refer individual 
to County MH Dept. and document in beneficiary  file.

9. If the assessment indicates need for residential services then:
 Initiate Service Authorization Request to ODSAccess@edcgov.us for 

residential levels of care including residential withdrawal management (we 
will return to this process).

18



Beneficiaries determined to be in crisis shall be immediately linked to appropriate 
support (i.e Mental Health Crises Line or Primary Care Emergency Services) and case 
management. 
Beneficiaries screened as having an urgent need will be referred for an appointment, by 
calling access line, with a County practitioner within 72 hours. 
Beneficiaries screened as non-urgent shall receive a face-to-face appointment with the 
appropriate LOC provider within ten business days from the initial referral. 

And remember:
In instances where the network provider is unable to begin service delivery within the 
required 10 day time period due to non-budget related capacity issues, interim services 
shall be offered. In addition, the network provider must offer referrals to other network 
providers, when available, to ensure timely access to services.  
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To Outpatient, Intensive Outpatient, and Opioid/Narcotic Treatment Program (OTP/NTP): 
When a beneficiary accesses services through county operated sites, county 
access staff will contact the SUD network provider of the beneficiary’s choice to 
schedule an intake appointment. 

Beneficiaries must receive an appointment within 10 business days for 
Outpatient Services and within 3 business days for Opioid Treatment 
Programing.

Access line staff will provide appointment information to the beneficiary. 
Access line staff will forward screening information to the chosen network provider. 
SUD network providers will schedule a full intake/assessment with ASAM within 10 
business days for Outpatient Services and within 3 business days for Opioid Treatment 
Programing of receipt of referral. 
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Intake Assessment and ASAM Level of Care Determination Procedure
The provider (either in-county or contacted SUD Network Provider) will meet with 
the beneficiary and complete the full assessment to provide additional information 
for determining the diagnosis, medical necessity, and appropriate ASAM level of 
care. 
In instances when the beneficiary requests services from the treatment SUD 
Network Provider without a scheduled appointment, a qualified staff will conduct 
the initial assessment, if available.
If no qualified staff person is available, the beneficiary will be given an 
appointment to return for a face-to-face appointment, within 10 business days for 
outpatient treatment and within 3 business days for Opioid Treatment Program.
The assessment will be conducted by a Licensed Practitioner of the Healing Arts 
(LPHA), or certified registered Drug and Alcohol Counselor. 
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The assessment, diagnosis, and medical necessity will be clearly documented in the 
beneficiary’s electronic health record (EHR) and/or medical record. 

For beneficiaries under the age of 21, the diagnosis may also include an 
assessed risk for developing a SUD. Assessments will be conducted by a 
Licensed Practitioner of the Healing Arts (LPHA) or a certified /registered 
Drug and Alcohol Counselor.

Because once again’ if is not written down, it did not happen.
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All the other ODS counties make sure we provide each beneficiary with certain disclosures.  
Do we get to do this for El Dorado County too?

YES
When beneficiaries access DMC-ODS services they must be provided:

Member Handbook.
Rights and Problem Resolution Process.
What are grievances and appeals forms.
Disclosure of Privacy Practices including CFR 42 Part 2.
Interpreter information. 
Signed acknowledgment receipt. 
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Providers may use their standard forms as long as the meet minimum compliance 
standards.
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Disclosures Receipt Form
Standard:  100 percent of beneficiary files will have this signed receipt form
• It is the provider’s responsibility to make sure their files contain these forms
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When Beneficiaries access DMC ODS services through any county-ran site then county 
providers are responsible for providing each beneficiary with designated information and 
documenting the provision of information on the confirmation receipt
When Beneficiaries access DMC ODS services through any contracted network provider 
site then that site is responsible for providing and documenting the provision of 
information
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When beneficiaries first access services though county-ran sites, county providers will 
include acknowledgment receipt and necessary disclosures in the packet sent to contracted 
network providers.
However, it is the provider’s responsibility to place signed acknowledgment receipts in 
beneficiary file.

EDCBH-SUDS will verify through annual monitoring of beneficiary charts. 
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Wherever a beneficiary accesses services that provider is responsible for disclosing and 
documenting said disclosures. This includes the following:

Member Handbook.
Member & Applicant Rights.
Grievance, Appeal, and State Fair Hearing.
Disclosure of Privacy Practices including CFR 42 Part 2 and information about 
interpreter availability.
Signed acknowledgment receipt

And……
Every chart must have a signed acknowledgment receipt
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Medical necessity will be 
determined for all beneficiaries.
Each beneficiary must be diagnosed with a DSM 5 Substance Related Disorder by 
a licensed LPHA, licensed physician, or Medical Director. 
DMC Title 22 requires that all SUD Network Providers include documentation of 
medical necessity in the beneficiary’s file. 
Once the assessment process is complete, the diagnosis, placement 
recommendations, and information about treatment services will be authorized and 
discussed during a face-to-face meeting with the beneficiary by an LPHA.

However………
If the assessment determines that the beneficiary does not meet medical necessity and 
that the beneficiary is not entitled to any DMC-ODS substance use disorder treatment 
services then a written Notice of Action (NOA) will be issued in accordance with 42 CFR 
438.404.
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If the SUD Network Provider does not offer the identified level of care, the SUD 
Network Provider will immediately refer the beneficiary to another DMC-ODS SUD 
Network Provider that offers the indicated ASAM level of care, or link the beneficiary 
to the ODS Staff, for linkage to the appropriate care. 
The SUD Network Provider and the ODS staff will document the referral and the 
outcome of the linkage to the appropriate level of care.

The SUD Network Provider will determine the appropriate level of care. If services 
other than outpatient services are indicated, the SUD Network Provider will provide 
a copy of the full ASAM and any supporting documentation to the EDC Access Staff 
email and request service authorization. 

In instances where the SUD Network Provider is unable to begin service 
delivery within the required 10 day time period due to non-budget related 
capacity issues, interim services will be offered. 
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When higher levels of care (such as withdrawal management, residential, or inpatient 
services) are identified by the county Access line screening, beneficiary  will be assigned to 
county ODS staff.
 ODS Staff will complete the full assessment or review the provider treatment 

authorization request and determine/verify and document diagnosis and medical 
necessity for the appropriate level of care.

 However, in unique situations when an a full assessment is completed by a network 
provider, and that assessment indicates a need for a residential level of care, the 
provider can initiate the request for authorization with County ODS staff!
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In those instances that a network provider has assessed a beneficiary and finds that they 
meet need for a higher level of care the provider can:

Submit all paperwork to EDC ODS access staff at ODSAccess@edcgov.us.
Once submitted SUDS will have 24 hours to respond.

For provider submitted treatment authorizations requests ODS staff will provide one of the 
following response to the requesting provider:

Approved
Pending – Requesting additional information
Denied
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Requests should be sent securely to: ODSAccess@edcgov.us
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SUD Network provider will have 24 hours to respond to county requests for 
additional information for requests in a Pending status.
Upon authorization for services, the beneficiary will be given a list of SUD 
Network Providers and ODS Staff will contact the selected SUD Network Provider to 
schedule an appointment for the beneficiary.
ODS Staff will securely send to the residential provider, the completed 
assessment and ASAM, signed acknowledgment receipt, the treatment 
authorization, and confirmation of the appointment time and date. 
If an authorization request is denied, a written Notice of Action will be sent to the 
beneficiary notifying them of the authorization decision. 

ODS Staff will also refer the beneficiary to the appropriate ASAM Level of 
Care. 

If the beneficiary’s selected SUD Network Provider is not available within 10 
business days, linkage with other SUD Network Providers will be offered.
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Alright we’ve got them in now what?
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Medi-Cal verification is a major component of continuing services.

We strongly suggest you recheck Medi-Cal eligibility at least twice a month, once on day 
one of each month, and then sometime in week three or four.

If Medi-Cal coverage lapses payment may not be forthcoming.

42



Re-assessments are conducted in order to:
Ensure that beneficiaries are served at the most appropriate level of care, and
The beneficiary’s response to treatment, current level of functioning and severity is 
evaluated regularly.

Beneficiaries may be referred to higher or lower levels of care, depending upon medical 
necessity and response to treatment. Reassessments will be conducted according to the 
timeline shown below.
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Specific situations that necessitate re-assessment and potential placement in a different 
level of care may include: 

Completion of treatment and agreed upon goals.
Inability or incapacity of beneficiary to demonstrate progress toward 
achievement of treatment goals.
Inability to achieve treatment plan goal despite amendments to the treatment 
plan .
Change in service needs based upon clinical necessity.
Requests for a different level of care by the beneficiary.

In regards to Reassessment and Medical Necessity 
Beneficiaries will be re-assessed for reauthorization of medical necessity every 6 months 
(continuing services justification).

Except for NTP services which require annual reauthorization.
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Treatment requests must be sent securely to assigned EDC Case Manager for review.
At least 7 business days before conclusion of current authorization

Sent securely to ODSAccess@edcgov.us
Treatment reauthorization requests should include treatment plan and any 
documentation that supports the request for additional residential services. 
Including updated ASAM properly signed by LPHA
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Whenever an ASAM assessment indicating need for level of care is completed by a certified 
substance use disorder counselor, the ASAM must be reviewed and approved by a qualified 
LPHA.
As part of the review the LPHA shall confirm that medical necessity for this LOC remains 
valid.

The LPHA’s signature is verification of this
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Page 1-Make sure that everything is filled out

Detail matters- Vague descriptions of in the Treatment Plan Goals Progress and Treatment 
Plan Goals to be Addressed boxes may lead to a request for a resubmission and/or a denial 
of the extension request.
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Once again, details matter.

Each dimension should be descriptive.

A very thorough exit plan is expected.
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An updated ASAM is used to determine if the level of care is still medically necessary for 
the beneficiary and only an LPHA or Medical Director is qualified to make that 
determination. 
Therefore, all ASAMs (initial and updated) conducted by a counselor must be reviewed and 
approved by the Medical Director or an LPHA.

All Reauthorization requests must have an Updated ASAM.
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When it is determined that a beneficiary is in need of an increase or decrease in level of 
care, the SUD Network Provider will make a referral to the appropriate level of treatment. 

Placement transitions to other levels of care will occur within 5-10 
business days from the date of reassessment. 
The exception to this will be when a beneficiary requires residential 
treatment. Provider will then follow the ASAM Residential Level of Care 
Placement Procedure.
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Case management services are defined as a service that assists a beneficiary to access 
needed medical, educational, social, prevocational, vocational, rehabilitative, or other 
community services
The focus of case management services includes: coordination of SUD care, integration 
around primary and mental health care especially for beneficiaries with a chronic substance 
use disorder, and interaction with the criminal justice system, if needed.
1. Case management is available at all levels of care.
2. Meant to enhance the capacity of each beneficiary to achieve long-term recovery.
3. Case management will be utilized as a method to provide thorough discharge 

planning, access to ongoing recovery support services, vocational rehabilitation, 
sober living housing, and access to childcare and parenting services.

4. A progress note must be written for each case management interaction and 
documented in the beneficiary’s chart.
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EDC DMC-ODS will automatically, per beneficiary, per treatment episode, allow a certain 
number of case management hours that do not need to be authorized.
Should the beneficiary need more hours a case management request form must be 
submitted.
Automatic case management hours per treatment episode are as follows:

For Residential services-2 Hours
For Intensive Outpatient Services- 3 Hours
For Outpatient Services, including NTP-3 hours

These hours are automatic, no authorization request needed at or under these limits.
Any case management needed above these limits must be authorized through the 
County Access team.
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A progress note must be written for each case management interaction and documented 
in the beneficiary’s chart.
Case management services must reflect treatment plan or case management plan 
goals/action steps etc.
Case management notes must reflect the time spent. 
EDC DMC-ODS will review case management notes for accuracy during annual site 
monitoring reviews. 

During Monitoring Review EDC DMC-ODS will be looking for the following:
For each beneficiary provided case management services, the LPHA or counselor who 
provided the treatment service shall record a progress note. 
The LPHA or counselor shall type or legibly print their name, and sign and date the 
progress note within seven calendar days of the case management service. The signature 
shall be adjacent to the typed or legibly printed name. 
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For each beneficiary provided a case management service, the services shall be recorded in 
a progress note and the notes shall include 
1. Beneficiary’s name.
2. The purpose of the service.
3. A description of how the service relates to the beneficiary's treatment plan problems, 
goals, action steps, objectives, and/or referrals.
4. Date, start and end times of each service.
5. Identify if services were provided in-person, by telephone, or by telehealth.
6. If services were provided in the community, identify the location and how the provider 
ensured confidentiality.
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Because of time constraints, We aren’t going to delve deeply into documentation at this 
time but requirement for documentation will be attached to each contract. 
A full Documentation Training will be offered March 28, 2022..
There should be no surprises. These requirements for services are not county-specific so 
those providers working with other ODS counties should be implementing them.
If you are super fired up about documentation find me after this training and we can talk 
about getting you a copy.
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Progress notes shall be legible and completed as follow (IA Contract # 18-95146 Ex. A. Attachment I, 
Program Specifications. PP.15.i.a):
Each individual and group session, the LPHA or counselor who conducted the counseling 
session or provided the service shall record a progress note for each beneficiary who 
participated in the counseling session or treatment service. 
The LPHA or counselor shall type or legibly print their name, and sign and date the 
progress note within seven calendar days of the counseling session. The signature shall be 
adjacent to the typed or legibly printed name. 
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Progress notes are individual narrative summaries and shall include all of the following:
1. The topic of the session or purpose of the service.
2. A description of the beneficiary's progress on the treatment plan problems, goals, action 
steps, objectives, and/or referrals.
3. Information on the beneficiary's attendance, including the date, start and end times of 
each individual and group counseling session or treatment service.
4. Identify if services were provided in-person, by telephone, or by telehealth.
5. If services were provided in the community, identify the location and how the provider 
ensured confidentiality.
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For intensive outpatient services and residential treatment services(IA Contract # 18-95146 Ex. 
A. Attachment I, Program Specifications. PP.15.i.b):
the LPHA or counselor shall record, at a minimum, one progress note, per calendar week, 
for each beneficiary participating in structured activities including counseling sessions or 
other treatment services.
The LPHA or counselor shall type or legibly print their name, and sign and date progress 
notes within the following calendar week. The signature shall be adjacent to the typed or 
legibly printed name. 
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IOS and Residential Progress notes are individual narrative summaries and shall include all 
of the following: 
1. A description of the beneficiary's progress on the treatment plan, problems, goals, action 
steps, objectives, and/or referrals. 
2. A record of the beneficiary's attendance at each counseling session including the date, 
start and end times and topic of the counseling session. 
3. Identify if services were provided in-person, by telephone, or by telehealth. 
4. If services were provided in the community, identify the location and how the provider 
ensured confidentiality. 
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Services provided as part of an Medication Assisted Treatment shall include: 
Assessment, treatment planning, individual and group counseling, patient education, 
medication services, collateral services, crisis intervention services, treatment planning, 
medical psychotherapy, and discharge services. 
Beneficiaries shall receive between 50 and 200 minutes of counseling per calendar 
month with a therapist or counselor, and, when medically necessary, additional counseling 
services may be provided. 
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The County’s grievance system includes a grievance process, appeal process, and access 
to the State’s Fair Hearing process. 
The Grievance and Appeal System operates in accordance with all applicable federal 
regulations and DMC-ODS contract requirements. 
 El Dorado County DMC-ODS must ensure minimum standards are met at all times. 
El Dorado County DMC-ODS will ensure minimum standards are met at all times through:

Annual, quarterly, and monthly  monitoring activities, along with weekly, monthly, 
and quarterly reports. 
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What is a grievance?
An expression of dissatisfaction about any matter other than an Adverse Benefit 
Determination. Grievances may be filed at any time, orally or in writing. Possible 
subjects for grievances include, but are not limited to:

The quality of care of services provided.
Interpersonal relationships (such as rudeness of a provider or 
employee). 
Failure to respect the enrollee’s rights. 
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A complaint is the same as a formal grievance. A complaint shall be considered a 
grievance unless it meets the definition of an “adverse benefit determination.  Even 
if a complainant expressly declines to file a formal grievance, their complaint shall 
still be categorized as a grievance. 
A complaint  can also be levied against an individual provider or program.  

Serious accusations i.e abuse, breach of confidentiality etc.
These must be reported by the Plan to DHCS

There is no distinction between an informal and formal grievance. 
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Applicants and plan members may submit a grievance in either written or verbal format. 
Applicants and members may report a verbal grievance to the 24/7 access line, Patient’s 
Rights Advocate, any County SUD staff, or direct service provider. 
Grievances can be filed by phone, in writing, in person, or electronically.
Grievances can be submitted:
By phone

1-530-621-6290  #5 or 1-800-929-1955 Monday through Friday, 8:00 
a.m. through 5:00 p.m. or 711 for the California Relay Service.

In Writing

 El Dorado County Health and Human Services 
Agency
Behavioral Health Division
ATTN: Problem Resolution Coordinator
929 Spring Street

 Placerville, CA 95667

In person at network provider locations
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Members and applicants may initiate the process at any SUD Provider site.
Grievances received by telephone or in-person or by a network provider that are 
resolved to the applicant or plan member’s satisfaction by the close of the next 
business day are exempt from the requirement to send a written acknowledgment 
and disposition letter.
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Grievance Report Forms will be made available at all provider locations.  
The formal process begins when a members or applicant submit a grievance in writing to 
the Quality Assurance Coordinator. 

Efforts are made, either by phone or in person, to resolve service problems 
within ninety (90) calendar days or sooner. 
Will receive a letter explaining the resolution, or why the matter is not yet 
resolved, within ninety (90) days from receiving grievance.
May file a written appeal of the first level grievance decision to the Director 
of HHSA, who will make a determination within ninety (90) calendar days or 
sooner.
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For grievances vocalized to network providers via in-person network providers shall:
Track each complaint/grievance by logging  each along with the network provides 
response and or resolution of said grievance/ complaint.
If grievances/complaints are not resolved by the close of the next business day 
(after the complaint is made) then they must be reported to Quality Assurance at 
SUDSQualityAssurance@edcgov.us
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By the 5th day of the following month, QA will receive copies of all monthly complaint logs.  
Complaint logs shall be sent to SUDSQualityAssurance@edcgov.us
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Once a grievance is received EDC ODS will send complainants a written (postmarked within 
5 calendar days from receipt) acknowledgement of receipt of the grievance. 

The acknowledgment letter shall be on El Dorado County Behavioral Health 
letterhead and include:

Date of receipt.
Name, telephone number, and address of the EDC DMC ODS Plan.
Representative to contact about the complaint.

Please note that:
Grievances received by telephone or in-person or by a network provider that are resolved 
to the applicant or plan member’s satisfaction by the close of the next business day 
following receipt are exempt from the requirement to send a written acknowledgment and 
disposition letter.
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Grievances shall be investigated by the Problem Resolution Coordinator or designee 
Grievances must be resolved no later than 90 calendar days from receipt. The timeframe 
for resolving grievances related to disputes of a decision to extend the timeframe for 
making an authorization decision shall no exceed 30 calendar days. 

Ass a side note:
This timeline can be extended for an additional 14 calendar days if the complainant 
requests the extension or the EDC DMC ODS shows (to the satisfaction of DHCS, upon 
request) that there is need for additional information and how the delay is in the 
complainant’s interest.

72



Which leads us to Notice  of Adverse Benefit Determinations, otherwise known as 
NOABDs

NOABDs are only sent to Medi-Cal Beneficiaries
NOABDs letters are sent by the County, EDC DMC-ODS, specifically me.

Providers notify County, of situations through Notice of Adverse Benefit Determination 
Form.

What does that form look like you may ask?
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Here is the NOABD form.

All NOABD forms shall be sent to SUDSQualityassurance@edcgov.us or faxed to 520-295-
2596
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When provider decides that a beneficiary do not qualify to receive any Medi-Cal SUD 
treatment services because you do not meet the medical necessity criteria. 
When provider thinks a beneficiary needs SUD services and asks the County  Plan for 
approval, but the County Plan does not agree and denies the provider’s request, or changes 
the type or frequency of service. 
When a provider has asked the County Plan for approval, but the County Plan needs 
more information to make a decision and doesn’t complete the approval process on time(If 
providers do not submit reauthorization request within timeframe Plan should be notified 
through NOABD Form). 
When the provider or plan does not provide services based on the timelines guidelines.
When a grievance with the County Plan and the County Plan does not get back with a 
written decision on grievance within 90 calendar days. If  appeal with the County Plan and 
the County Plan does not get back to  with a written decision on your appeal within 30 
calendar days or, or filed expedited appeal and did not receive a response within 72 hours.
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a) The agency has factual information confirming the death of a beneficiary;
(b) The agency receives a clear written statement signed by a beneficiary that -

(1) He no longer wishes services; or
(2) Gives information that requires termination or reduction of services and indicates that he 
understands that this must be the result of supplying that information;

(c) The beneficiary has been admitted to an institution where he is ineligible under the plan for 
further services;
(d) The beneficiary's whereabouts are unknown and the post office returns agency mail directed to 
him indicating no forwarding address (See § 431.231 (d) of this subpart for procedure if 
the beneficiary's whereabouts become known);
(e) The agency establishes the fact that the beneficiary has been accepted for Medicaid services by 
another local jurisdiction, State, territory, or commonwealth;
(f) A change in the level of medical care is prescribed by the beneficiary's physician;
(g) The notice involves an adverse determination made with regard to the preadmission screening 
requirements of section 1919(e)(7) of the Act; or
(h) The date of action will occur in less than 10 days, in accordance with § 483.15(b)(4)(ii) and 
(b)(8), which provides exceptions to the 30 days notice requirements of § 483.15(b)(4)(i) of this 
chapter.

We understand that managed care rules were probably not written with residential SUD treatment 
programs in mind
EDC DMC-ODS has taken the stance that when it comes to safety issues we will stand by 
providers in waiving the 10 day rule as we want to ensure the safety of staff and clients. There must 
be clear documentation that there was a clear and evident safety concern.
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EDC DMC-ODS must also communicate our decisions to the affected provider within 24 
hours of making the decision. 
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All Notices of Adverse Benefit Determinations will be issued by the Plan.  Meaning the 
County. More than likely, me.
All Providers are REQUIRED to submit a form to the County site at 
SUDSQualityAssurance@edcgov.us.
Submission MUST be sent securely.

NOABDs can be confusing.  Remember, it is the County that issues the NOABD, you are just 
informing us of the situation.
If you are ever uncertain you are always welcome to contact the QA at 530-621-6146 or at 
SUDSQualityAssurance@edcgov.us and we will walk you through it.
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The level of care is of no consequence all beneficiaries have a right to request a change of 
provider, this can be both organizational and individual providers.
Requests are not guaranteed or always feasible.
Change of Provider Request Form should be submitted to QA.
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This is the view from the top of the Level of Care Report on an excel spreadsheet
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This is the view from the top of the Timeliness Report on an excel spreadsheet
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ASAM Data Reporting 
All ASAM data shall be 
documented in timeliness 
spreadsheet.
Must be documented within 
7 calendar days of 
occurrence.
Spreadsheet must be 
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submitted to QA by the 5th of 
each month.

Note: If timeliness timeframes are not met must be documented 
and must notify QA immediately for issuance of NOABD
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CalOMS and DATAR Reporting remain the same.
CalOMS admissions, discharges, and updates are to be submitted as they occur.
DATAR still should be submitted by the 10th of the month following the report activity.

March’s report must be submitted by April 10th and so on.
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For Residential Providers: 
Please send bed availability daily to ODSAccess@edcgov.us
What is sent to Placer Daily is acceptable and appreciated
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EDC DMC-ODS mandates that providers submit monthly attestation documentation 
notifying the plan of any changes which require an update.
Monthly attestation documentation will be due by the 10th of each month.
Providers shall print, sign, and keep copy on file for review during monitoring.

Monthly Attestation Topics include
Suspension or revocation of licenses, certifications, registrations
Recertification, change in ownership, change in services, remodel of facility, change 
location, closure of facility
New hires and statement of exclusion checks
CalOMS and DATAR submission verifications
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All Providers MUST determine the exclusion status anyone who has an ownership or 
control interest, is an agent, and/or a managing employee
These checks must be done no less frequently than monthly.

These checks must be done through the following sites
Social Security Administrations Death Master File
National Plan and Provider Enumeration System (NPPES)
List of Excluded Individuals/Entities (LEIE)
The System for Award Management (SAM)
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Providers must demonstrate that these checks have been done no less frequently than 
monthly

For those providers that work with multiple counties, we will except what you are 
already using.  As long as you can demonstrate these checks are being completed 
monthly for all staff.
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Thank you for attending this training.

A survey will be sent out shortly. Please take a few minutes to fill it out for us.

Certificate of attendance will be emailed later this week.

Next month we offer two training opportunities.

Monday December 6, 2021 @ 1:30 pm-Evidence Based Practices
Monday December 22, 2021 @ 1:30 pm-Case Management

We hope to see you there. Until next time, have a great week.
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