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Instructions and Forms
for the

Non-Medicaid State Appeal System

DMH/DD/SAS Non-Medicaid Appeal Process
NCGS 143B-147(a) and 10A NCAC 271.0600-.0609






10A NCAC 271 .0608 is adopted as published in NC Register Volume 20 Issue 20 Pages 1713-
1716 as follows:

10A NCAC 271.0608 PANEL DECISION FINDINGS

(1) The panel findings and decisions are based on the record and any new evidence that would be

material to the issues on appeal.

(2) The standard of review for the panel is whether the decision of the area authority or county
program is supported by evidence presented. |

(3) The panel shall vote on each specific item being appealed.

(4) Findings and decisions of the panel shall be by majority vote.

(5) Any decision may be rescheduled for a subsequent meeting if the panel determines that it
lacks sufficient information to render a decision at the initial hearing,.

(6) All panel findings and decisions shall be reached and sent in writing within 60 days of the

written request for appeal to the client, the area authority or county program and the Director.

Authority G.S. 143B-147;
Effective Date October 1, 2006

10A NCAC 271 .0609 is adopted as published in NC Register Volume 20 Issue 20 Pages 1713-
1716 as follows:

10A NCAC 271 .0609 FINAL WRITTEN DECISION

(1) Upon receipt of the panel’s findings and decisions, the area authority or county program shall

issue a final decision based on those findings. The area authority or county program shall

issue the decision in writing within 10 days of receipt of the panel’s findings and decisions.
(2) Neither the panel findings and decisions nor the area authority or county program final

decision shall be interpreted as an agency decision granting a non-Medicaid eligible client

the right to appeal by requesting a contested case hearing pursuant to G.S. 150B.

Authority G.S. 143B-147;
Effective Date October 1, 2006
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Non-Medicaid Appeals Process

Area/County Program/LME Responsibilities:

Receive complaint regarding UM decision,

Follow UM complaint portion of DMH/DD/SAS Bulletin #38 (pp. 4 - 5),
Conduct clinical Review,

Issue clinical review decision letter with State appeal information and
Issue the final written decision after State Appeals Panel finding.

i o

DMH/DD/SAS Customer Service and Community Rights Team Responsibilities:

Receive and review appeal,

Log initial filing in ACCESS system,

Send appeal acknowledgement letter,

Begin paper file,

Answer consumer questions about process and
Transfer hearing request file to Hearing Office.

kLN

DMH/DD/SAS Hearing Officer (Panel Chairperson) Responsibilities:

—

Receive the appeal request from CSCR Consultant,
Log in the appeal information,
Coordinate and Notifies the appellant and LME, in writing, of
a. time and place of the hearing
b. request for documentation offered in support of the decision under appeal
Convene the Non Medicaid Hearing panel,
Convene the hearing at the prearranged time and place,
Conduct the Non-Medicaid hearing proceedings in an orderly manner,
Log in the outcome and closing date of appeal,
Communicate the panel decision to the client and the LME.

W

® N o v A

This appeal shall not be construed to create an entitlement to mental health, developmental disabilities
and substance abuse services. Neither the Division panel decision nor the LME Director’s final decision
is considered a final agency decision in accordance with NCGS 150B. Non-Medicaid eligible consumers
do not have the right to a contested case hearing pursuant to NCGS 150B.
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Notification of Non-Medicaid Service UM Decision

Purpose:

Letterhead:

Date:
Dear:

Decision:

Service:

Service Options:

Filing a Complaint:

Local Information:

Acknowledgement:

Caveat;

Updated 12/18/2006

This letter notifies the consumer of the utilization management (UM)
deciston regarding Non-Medicaid services. The letter is required by
DMH/DD/SAS Bulletin #38 Policy for Consumer Complaints to an
Area/County Program.

Correspondence to consumers shall be on official Area/County
Program/LME letterhead.

The letter must be dated no later than one day after the UM decision.
Address the letter to the consumer or legally responsible person.
Indicate which type of UM decision applies:

= Denial of a requested service,

» Reduction of a current service,

= Suspension of a current service or a

®» Termination of a current service.

Insert the specific Non-Medicaid service at issue.

Insert whether or not you will authorize alternative services and, if
applicable, the time period of the authorization. You may also suggest
other community resources.

Bulletin #38 allows the consumer to file a complaint orally.

Insert local contact information for Customer Service and Consumer
Affairs office.

Contact the complainant ASAP to inform him/her of receipt and the
complaint procedures.

It is important to reinforce that a Non-Medicaid services complaint process
at the local (and state level) does not create entitlement rights.
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Notification of Non-Medicaid Service UM Decision

Dear

4 Jee af e .h1snot1 '
explains the reason for the decision and tells you how to file a complaint regarding the decision
if you disagree.

The reason(s) for this decision i

If you wish to file a complaint regarding the above decision, complete the accompanying
complaint form and send it and this letter by mail or fax to our office within 10 calendar days of
the date of this letter. You may also file a complaint orally by calling the number below within
10 calendar days of the date of this letter. Complaints are filed to:

We will acknowledge receipt of your complaint. We will send you a written clinical review
decision regarding your complaint no later than seven days after we receive the complaint.

NOTE: Filing a complaint regarding a Non-Medicaid service does not create an entitlement or a
guarantee to mental health, developmental disabilities or substance abuse services.

Sincerely,

UM Coordinator
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Purpose:

Letterhead:

Insert Name:

Deadline:

Filing Requirements:

Contact Information:

Updated 12/18/2006

Non-Medicaid Service Complaint Form

This form shall be used by consumers who desire to file a complaint about
the UM decision noted in the letter.

The form shall be on the Area/County Program/LME letterhead.

Insert the Area/County Program/LME name in the first paragraph.

The filing deadline is 10 days from the date of the UM decision letter. If
the 10" day is on a weekend or holiday, the deadline is the next business
day.

By sending form and the letter, the UM history can be tracked for
subsequent reviews. A copy is ideal so that the consumer can keep his/her

own records.

Insert the appropriate staff person and Area/County Program/LME contact
information for the local Customer Service/Consumer Affairs office.
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Non-Medicaid Service Complaint Form

If you wish to file a complaint about the utilization review decision described in the letter,
complete the information below and send the form along with the letter or a copy to the

10 calendar days from the date of the letter. Please note: If the 10"

day is on a weekend or a holiday, the deadline falls on the next business day.

What is the local UM decision(s) you are appealing?

Name of consumer: Last

Consumer Date of Birth (month, day, year)

Address of Consumer:

, First

Consumer’s Telephone Number:

Day

Evening

Name of Guardian (if appropriate):

Address of Guardian:

Guardian’s Telephone Number:

Day

Evening

Consumer or Guardian Signature:

Date

Send the form and the letter or copy to:

(mm/dd/yyyy)

Updated 12/18/2006
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Purpose:

Letterhead:

Date:

Consumer Name:
Dear:

Decision Basts:

Service Options:

Filing Information:

Caveat:

Signature:

Updated 12/18/2006

Clinical Review Decision Letter

This letter conveys the clinical review decision according to procedures in
DMH/DD/SAS Bulletin #38. The letter is issued by the Area/County
Program/LME Medical/Clinical Director.

All correspondence shall be on the Area/County Program/LME letterhead.

DMH/DD/SAS Bulletin #38 requires that the decision letter be dated no
later than two days after the clinical review decision.

Insert the consumer’s name.
Insert the consumer/legally responsible person’s name.

Insert the reason(s) for the clinical review decision (e.g. not clinically
appropriate, inconsistent with service definitions, insufficient funds to pay
for the service, etc).

The Area/County Program/LME has the option of authorizing other Non-
Medicaid services that are appropriate. The duration of the authorization
shall be noted. Note that services may be authorized for the duration of the
State appeal period at the discretion of the Area/County Program/LME.
Other community resources may also be referred to the consumer for
support.

The State Non-Medicaid Appeal citation is provided with the deadline
information.

The statement reinforces that the State appeal statute does not create
entitlement rights or the right to a hearing at the Office of Administrative

Hearings.

The Area/County Program/LME Medical/Clinical Director shall sign.
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Clinical Review Decision Letter

Dear

The above decision is based on

If you wish to appeal this decision to the Division of Mental Health, Developmental Disabilities
and Substance Abuse Services (DMH/DD/SAS), you must complete the accompanying appeal
form. The DMH/DD/SAS hearing office must receive your appeal within 11 calendar days from
the date on this LME Clinical Review letter NCGS 143B-147(a)) and (10A NCAC 271 .0600 -
.0609). Ifthe 11™ day falls on a weekend or holiday, the deadline is the next business day.

NOTE: North Carolina law states that appealing the service noted in this decision letter does not
create entitlement rights or the right to appeal to the Office of Administrative Hearings (NCGS
143B-147(a) (9)).

Sincerely,
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Purpose:

Deadline:

Insert Information:

Decision(s) appealed:

Signature:

Representation:

Caveat:

Updated 12/18/2006

Non-Medicaid Appeal Filing Form

This form is to be used by Consumers/Guardians to request a Non-
Medicaid Appeal Panel Hearing with the Division of Mental Heaith,
Developmental Disabilities, and Substance Abuse Services
DMH/DD/SAS.

The filing deadline is 11 days from the date of the UM decision letter. If
the 11™ day is on a weekend or holiday, the deadline is the next business
day.

Insert Non-Medicaid recipient’s name, date of birth, address, and the name
of the Area/County Program/LME which made the decision under appeal.

Insert specifically what decision(s) was denied, suspended, reduced, or
terminated by the LME.

Consumer/Guardian should sign the form and complete this section
identifying his/her relationship to the consumer, phone number and
address.

This section is completed only if the consumer will have a lawyer or
representative assisting with the appeal. The Consumer is to provide the
name, address, phone number of his/her representative and sign and date
this section of the form.

The form advises the Consumer/Guardian that the Non-Medicaid appeal
does not create an entitlement to mental health, developmental disabilities,
or substance abuse services. The form further advises the
Consumer/Guardian that there is no right to appeal the decision of the
Non-Medicaid Appeal Hearing to the Office of Administrative Hearings.
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North Carolina Division of Mental Health, Developmental Disabilities and Substance Abuse Services j

NON- MEDICAID APPEAL REQUEST FORM

Please complete the information below to request a Non-Medicaid hearing, in Raleigh, with the Division
of Mental Health, Developmental Disabilities and Substance Abuse Services (DMH/DD/SAS).

Mail or fax to: DMH/DD/SAS Hearing Office
c¢/o Customer Service and Community Rights
Mail Service Center 3009, Raleigh, NC 27699-3009,
Phone: (919)-715-3197 Fax: (919)-733-4962

‘We must receive this form no later than ELEVEN (11) days from date of the enclosed notice. Please
attach a copy of the LME clinical review decision letter when sending your request.

%

I would like to appeal the decision regarding the following service
. Please be very specific in describing what services you are
appealing from the LME decision letter.

Signature of Non-Medicaid recipient or parent/guardian/legally responsible party Date

Relationship to recipient:

Phone Number (with area code): ( )
Address (if different than above):

Complete next section only if you have a lawyer or other representative to assist you with
this appeal:

“I authorize the following individual to represent the above recipient. Upon request, I authorize you to
release any and all medical records and other documents and confidential information which may pertain
to the Non-Medicaid hearing process.”

Name of Representative:

Representatives Address:

Phone Number: ( )

Signature of Non-Medicaid Recipient or Responsible Party Date
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If you have questions about the appeal process, you may call DMH/DD/SAS Customer Service and
Community Rights at 919-715-3197 or CARE-LINE toll-free at 1-800-662-7030 or TTY 1-877-452-

2514.

This appeal does not create an entitlement to mental health, developmental disabilities and substance
abuse services. Neither the Division panel decision nor the LME Director’s final decision is
considered a final agency decision in accordance with NCGS 150B. Non-Medicaid eligible consumers
do not have the right to a contested case hearing pursuant to NCGS. 150B.
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LME Final Written Decision Letter

Dea

We have reviewed the Division of Mental Health Developmental Disabilities and
bus: [ peal Panel findings regarding (
i and have made the following decision:

North Carolina law requires that the above decision is final.

Filing an appeal regarding a non-Medicaid service does not create an entittement to
mental health, developmental disabilities or substance abuse services or the right to a
hearing at the Office of Administrative Hearings (G.S. 143B-147 (a) (9) and 10A NCAC
271.0600-.0609).

For questions, please call the LME Customer Service/Consumer Affairs office at

Sincerely,

LME Director
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