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HEALTHY FAMILIES NOTICE OF ACTION - Delay
About Your Treatment Request

February 9, 2009

Member name Treating provider name
Address Address
City, State, Zip City, State, Zip

Identification number
RE: Type of treatment

Insert name of requesting provider has asked Kern Family Health Care to approve Type of
treatment. We cannot make a decision at this time because Insert a ciear explanation for the
decision. The detail must contain a description of the criteria used including a citation of the specific
regulations or plan supporting the action and the reasons for the decision and when they can expect
a ruling. If you have any questions or if you would like a copy of the actual benefit provision,
guideline, protocol or other similar criterion on which our decision was based, you may contact our
Member Services Department. They are available to answer any questions you may have
regarding this notice and can be reached at (800) 391-2000.

You may appeal this decision. The enclosed "Your Rights’ information notice tells you how. It also
telis you where to go to get help, including free legal help.

This notice does not affect any other services you are receiving from KFHC.
Bruce Wearda
Corporate Pharmacist
(661) 664-5101

Enclosed: “Your Rights Under Managed Care”

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You
may also be able to get this letter written in your language. For free help, please call Kern
Family Health Care’s Member Services Department at 1-800-391-2000 right away.

9700 Stockdale Highway Bakersfield, CA 93311 Fax (661) 664-5190
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AVISO DE ACCION- Demora
Acerca de Su Solicitud de Tratamiento

February 9, 2009

Member name Treating provider name
Address Address
City, State, Zip City, State, Zip

|dentification number
RE: Type of treatment

Insert name of requesting provider ha pedido al Plan de Salud de Kern Family Health Care la
aprobacion de Type of treatment No podemos tomar una decisién en este momento porque Insert a
clear explanation for the decision. The detail must contain a description of the criteria used including
a citation of the specific regulations or plan supporting the action and the reasons for the decision
and when they can expect a ruling. Si usted tiene alguna pregunta o si usted quiere una copia de la
provision verdadera de beneficios, pautas, protocolo o cualquier otro criterio similar bajo el cual
nuestra decision fue basada, usted puede llamar al Departamento de Servicios para Miembros.
Ellos estan disponibles para contestar cualquier pregunta que usted pueda tener referente a
ésta notificaciéon y puede comunicarse al (800) 391-2000.

Usted puede apelar esta decision. El aviso de informacion adjunto ‘Sus Derechos’ le dice como.
También le dice a donde acudir para obtener ayuda, incluyendo ayuda legal gratuita.

Bruce Wearda
Corporate Pharmacist
(661) 664-5101

Adjunto: “Sus Derechos de Bajo Atencion Médica Administrada”

IMPORTANTE: ;Puede leer esta carta? Si no, nosotros le podemos ayudar a leerla. Ademas,
usted puede recibir esta carta escrita en su propio idioma. Para obtener ayuda gratuita, llame
ahora mismo al Departamento de Servicios para Miembros al 1-800-391-2000.

9700 Stockdale Highway Bakersfield, CA 93311 Fax (661) 664-5190
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HEALTHY FAMILIES NOTICE OF ACTION - Denial
About Your Treatment Request
February 9, 2009

Member name Treating provider name
Address Address
City, State, Zip City, State, Zip

Identification Number
RE: Insert type of treatment

Insert name of requesting provider has asked Kern Family Health Care to approve Insert type of
treatment. This request is denied because Insert a clear explanation for the decision. The detail must
contain a description fo the criteria used including a citation of the specific regulations or plan
supporting the action and the reasons for the decision and when they can expect a ruling. If you
have any questions or if you would like a copy of the actual benefit provision, guideline, protocol or
other similar criterion on which our decision was based, you may contact our Member Services
Department. They are available to answer any questions you may have regarding this notice
and can be reached at (800) 391-2000.

You may appeal this decision. The enclosed 'Your Rights’ information notice tells you how. [t also
tells you where to go to get help, including free legal help.

This notice does not affect any other services you are receiving from KFHC.

Bruce Wearda
Corporate Pharmacist
(661) 664-5101

Enclosed: “Your Rights Under Managed Care”

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You
may also be able to get this letter written in your language. For free help, please call Kern
Family Health Care’s Member Services Department at 1-800-391-2000 right away.

9700 Stockdale Highway Bakersfield, CA 93311 Fax (661) 664-5190
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AVISO DE ACCION-Negacion

Acerca de Su Solicitud de Tratamiento
February 9, 2009

Member name Treating provider name
Address Address
City, State, Zip City, State, Zip

Identification Number
RE: Insert type of treatment

Insert name of requesting provider ha pedido al Plan de Salud de Kern Family Health Care la
aprobacion de Insert type of treatment La peticion ha sido negada porque Insert a clear explanation
for the decision. The detail must contain a description fo the criteria used including a citation of the
specific regulations or plan supporting the action and the reasons for the decision and when they can
expect a ruling. Si usted tiene alguna pregunta o si usted quiere una copia de la provisién verdadera
de beneficios, pautas, protocolo o cualquier otro criterio similar bajo el cual nuestra decision fue
basada, usted puede llamar al Departamento de Servicios para Miembros. Ellos estan disponibles
para contestar cualquier pregunta que usted pueda tener referente a ésta notificacion y
puede comunicarse al (800) 391-2000.

Usted puede apelar esta decision. El aviso de informacién adjunto ‘Sus Derechos’ le dice como.
También le dice a dénde acudir para obtener ayuda, incluyendo ayuda legal gratuita.

Bruce Wearda
Corporate Pharmacist
(661) 664-5101

Adjunto: “Sus Derechos Bajo Atencion Médica Administrada”

IMPORTANTE: ¢ Puede leer esta carta? Si no, nosotros le podemos ayudar a leerla. Ademas,
usted puede recibir esta carta escrita en su propio idioma. Para obtener ayuda gratuita, llame
ahora mismo al Departamento de Servicios para Miembros al 1-800-391-2000.

9700 Stockdale Highway Bakersfield, CA 93311 Fax (661) 664-5190
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HEALTHY FAMILIES NOTICE OF ACTION - Modify
About Your Treatment Request

February 9, 2009

Member name Treating provider name
Address Address
City, State, Zip City, State, Zip

Identification Number
RE: Type of treatment

Insert name of requesting provider has asked Kern Family Health Care to approve Type of treatment
We cannot approve this treatment as asked. We will instead approve: Insert a clear and concise
explanation of the reasons for the decision. The detail must contain a description of the criteria used
including a citation of the regulations or plan authorization procedures supporting the action. If you
have any questions or if you would like a copy of the actual benefit provision, guideline, protocol or
other similar criterion on which our decision was based, you may contact our Member Services
Department. They are available to answer any questions you may have regarding this notice
and can be reached at (800) 391-2000.

You may appeal this decision. The enclosed 'Your Rights’ information notice tells you how. It also
tells you where to go to get help, including free legal help.

This notice does not affect any services you are receiving from KFHC.

Bruce Wearda
Corporate Pharmacist
(661) 664-5101

Enclosed: “Your Rights Under Managed Care”

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it. You
may also be able to get this letter written in your language. For free help, please call Kern
Family Health Care’s Member Services Department at 1-800-391-2000 right away.

9700 Stockdale Highway Bakersfield, CA 93311 Fax (661) 664-5190
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AVISO DE ACCION-Modificaciéon

Acerca de Su Solicitud de Tratamiento
February 9, 2009

Member name Treating provider name
Address Address
City, State, Zip City, State, Zip

Identification Number
RE: Type of treatment

Insert name of requesting provider ha pedido al Plan de Saiud de Kern Family Health Care la
aprobacion de Type of treatment No podemos aprobar este tratamiento tal como se solicité. En
cambio, aprobaremos: Insert a clear and concise explanation of the reasons for the decision. The
detail must contain a description of the criteria used including a citation of the regulations or plan
authorization procedures supporting the action. Si usted tiene alguna pregunta o si usted quiere una
copia de la provision verdadera de beneficios, pautas, protocolo o cualquier otro criterio similar bajo
el cual nuestra decision fue basada, usted puede llamar al Departamento de Servicios para
Miembros. Ellos estan disponibles para contestar cualquier pregunta que usted pueda tener
referente a ésta notificacion y puede comunicarse al (800) 391-2000.

Usted puede apelar esta decisiéon. El aviso de informacion adjunto ‘Sus Derechos’ le dice como.
También le dice a dénde acudir para obtener ayuda, incluyendo ayuda legal gratuita.

Bruce Wearda
Corporate Pharmacist

(661) 664-5101
Adjunto: “Sus Derechos Bajo Atencion Médica Administrada”

IMPORTANTE: ; Puede leer esta carta? Si no, nosotros le podemos ayudar a leerla. Ademas,
usted puede recibir esta carta escrita en su propio idioma. Para obtener ayuda gratuita, llame
ahora mismo al Departamento de Servicios para Miembros al 1-800-391-2000.

9700 Stockdale Highway Bakersfield, CA 93311 Fax (661) 664-5190



'HEALTHY FAMILIES YOUR RIGH ('S
UNDER MANAGED CARE

If you believe that this determination is not correct, you have the right to appeal the decision by filing
a grievance with Kern Family Health Care (KFHC). You have at least 180 days from the postmark
date of this notice to file a grievance/appeal. You or someone you name to act for you (your
authorized representative) may file a grievance/appeal verbally or in writing. You have the right to be
represented by anyone you choose, including an attorney and have that representative act on your
behalf at all levels of appeal. You can also name a relative, friend, advocate, doctor, or someone
else to act for you. Others also already may be authorized under state law to act for you. For more
information on filing a grievance/appeal or to learn how to name your authorized
representative, call, Fax, or write:

Kern Family Health Care
9700 Stockdale Highway
Bakersfield, CA 93311
Telephone 1-800-391-2000
Fax 661-664-5179
www.kernfamilyhealthcare.com

There are two types of appeals: standard and expedited.
Standard Appeal Process

A standard appeal will be resolved within 30 days. You may submit a copy of your denial notice and
a brief explanation of your situation, or other relevant information to the address listed below, or
simply by calling:

Expedited/72 hour Appeal Process

Your health plan makes every effort to resolve your appeal as quickly as possible. In some cases,
you have the right to an expedited appeal when a delay in the decision making might pose an
imminent and serious threat to your health, including but not limited to sever pain, potential loss of
life, limb, major bodily function, or the normal timeframe for the decision making process would be
detrimental to your life, or health or could jeopardize your ability to regain maximum function. If you
request an expedited appeal, your health plan will evaluate your appeal and health condition to
determine if your grievance qualifies as expedited. If so, your appeal will be resolved within 72
hours. If not, your appeal will be resolved within the standard 30 days.

You or someone you designate may submit your expedited appeal verbally or in writing. Specifically
state that you want an expedited appeal or that you believe your health might be seriously
jeopardized by waiting for the standard appeal process.

Your health plan will make a decision on your expedited appeal and will notify you in writing of the
decision within 72 hours of receiving your appeal.

Grievances

You may ask for a grievance by calling Kern Family Health Care at 1-800-391-2000 or by sending a
letter to 9700 Stockdale Highway Bakersfield, CA 93311. Your doctor will have grievance forms.
Kern Family Health Care will review its decision based on your grievance and you will get an answer
within 30 days. If you think that waiting 30 days will harm your health, be sure to say why when you
ask for your grievance. Then you might be able to get an answer within 3 calendar days.



Department of Managed Health Care

The California Department of Managed Health Care is responsible for regulating health care service
plans. If you have a grievance against your health plan, you should first telephone your health plan
at 1-800-391-2000 and use your health plan's grievance process before contacting the department.
Utilizing this grievance procedure does not prohibit any potential legal rights or remedies that may be
available to you. If you need help with a grievance involving an emergency, a grievance that has not
been satisfactorily resolved by your health plan, or a grievance that has remained unresolved for
more than 30 days, you may call the department for assistance. You may also be eligible for an
Independent Medical Review (IMR). If you are eligible for IMR, the IMR process will provide an
impartial review of medical decisions made by a health plan related to the medical necessity of a
proposed service or treatment, coverage decisions for treatments that are experimental or
investigational in nature and payment disputes for emergency or urgent medical services. The
department also has a toll-free telephone number {1-888-HMO-2219) and a TDD line (1-877-688-
9891) for the hearing and speech impaired. The department's Internet Web site
http://www.hmohelp.ca.gov has complaint forms, IMR application forms and instructions online."

Other Information

Kern Family Health Care wants to try to help you with your problem, so we hope you will call
us first.

Prepared by the California Department of Health Services to help you understand your rights

KFHC 02/2007



HEALTHY FAMILIES SUS DERECHOS
BAJO ATENCION MEDICA ADMINISTRADA

Si usted piensa que esta decision no es correcta, usted tiene el derecho de apelar la decisién
presentando una queja con Kern Family Health Care (KFHC). Usted tiene por lo menos 180 dias a
partir de la fecha postal o matasellos de este aviso para someter una queja/apelacion. Usted o
alguien que usted designe para actuar en su nombre (su representante autorizado) puede someter
una queja/apelacién verbalmente o por escrito. Usted tiene el derecho de ser representado por
cualquier persona que usted elija, incluyendo un abogado y hacer que el representante actle en su
nombre en todos los niveles de apelacion. Usted también puede nombrar a un familiar, amigo,
defensor, doctor, o alguien mas para que actie por usted. Otros pueden ya estén autorizados para
actuar por usted bajo las leyes estatales. Para mas informacion sobre como someter una
queja/apelacion o para enterarse de como nombrar su representante autorizado, llame, envie
un fax o escriba a:

Kern Family Health Care
9700 Stockdale Highway
Bakersfield, CA 93311
Teléfono 1-800-391-2000
Fax 661-664-5179
www.kernfamilyhealthcare.com

Existen dos tipos de apelaciones: regular y apresurada
Proceso de apelaciones regular

Una apelacion regular sera resuelta en un plazo de 30 dias. Usted puede someter una copia del
aviso de denegacién y una breve explicacion de su situacion, u otra informacién pertinente a la
direccion que aparece abajo, o simplemente llamando:

Proceso de apelacion apresurada/72 horas

Su plan de salud hace el mayor esfuerzo de resolver su apelacién lo mas pronto posible. En algunos
casos tendra el derecho a una apelacion apresurada cuando un retraso en la decisién puede posar
una inminente y seria amenaza para su salud, incluyendo pero sin estar limitado a ello, severos
dolores, potencial perdida de la vida, de una extremidad, o de una importante funcion corporal, o el
tiempo normal que toma hacer una decision pudiera ser perjudicial para su vida, o salud o puede
poner en peligro su habilidad de recuperar al maximo sus funciones corporales. Si usted solicita

una apelacién apresurada, su plan de salud evaluara su apelacién y su estado de salud para
determinar si su queja califica para un proceso apresurado. De ser asi, su apelacion se resolvera en
un plazo de 72 horas. De lo contrario, su apelacién se resolvera en el plazo regular de 30 dias.

Usted o la persona que usted designe, puede presentar su apelacidon apresurada verbalmente o por
escrito. Mencione especificamente que usted quiere una apelaciéon apresurada o que cree que su
salud pudiera estar en grave peligro si tiene que esperar el tiempo que tarda el proceso regular de
una apelacién.

Su plan de salud tomara una decisidn acerca de su apelacién apresurada y le avisara sobre su
decisidon por escrito en un plazo de 72 horas después de recibir su apelacion.

Quejas



PLEASE TYPE OR USE BLACK INK

U.S. Department of Health and Human Services

MEDWATCH

The FDA Safety Information and
Adverse Event Reporting Program

A. PATIENT INFO
1. Patient identifier |2.

In confidence

1. D Adverse Event

RMATION

Age at Time
of Event:

or

Date
of Blrth:

B. ADVERSE EVENT OR PRODUCT PROBLEM
[ Product Problem (e.g., defects/matfunctions)

and/or

3. Sex

] Female
D Male

For VOLUNTARY reporting of

adverse events and product problems

Page

kgs

(Check all that apply)

D Death:

2. Outcomes Attributed to Adverse Event

] oisabmty

Attachment T

Form Approved: OMB No. 0910-0291, Explres: 03/31/05
See OMB statement on reverse,

Trage unit
sequence ¥

C. SUSPECT MEDICATION(S)
1. Name (Glve labeled strength & mfiflabeler, if known)

of

D Life-threatening

(mo/dayiyr)

] Hospitatization - inttiat of proionged

D Congenital Anomaty

D Required Intervention to Prevent
Permanent lmpaiment/Damage

D Other:

3. Date of Event (ma/daylyear)

4. Date of This Report (ma/day/lyear)

6. Describe Event or Problem

6. Relevant Tutleabontpry Data, Including Dates

7. Other Relevant Histo
race, pregnancy, smoki

, Including Preexisting Medical Conditions (e.g., allergles,
'Zm nd alcohol usa, hepatic/renal dysfunction, etc.)

DA

Mail to: MeoWATcH
5600 Fishers Lane

-or-  FAXto:

Rockville, MO 20852-9787

FORM FDA 3500 (9/03)

1-800-FDA-0178

#1
#2
2. Dose, Frequency & Route Used 3. Therapy Dates (if unknown, give duration)
fromAo (or best estimate)
#1 #1
#2 #2
4. Dlagnosis for Use (Indication) 5. Event Abated After Use
“ Stopped or Dose Reduced?
#1 [ ves [Juo [[]Doesnt
0 Apply
Doesnt
6. Lot # (i known) T Exp. Date firkaonmy | #2 O ves CInvo O Apply
#1 1 8. Event Reappeared After

Relintroduction?

#2 #2

#1 [ ves [Ine Dm‘ﬂ

Doesnt
#2 [Jves [Ono DApply
10. Concomitant Medical Products and Therapy Dates (Exciude teatment of event)

9. NDC# (For product problems only)

D. SUSPECT MEDICAL DEVICE

2. Tyhe of Device

3. Manuf)%mmo. City and State

yd

e

4. Model # \ Lot# ZOpsrator of Device
D Health Professional
Catalog # \\ Explratian Date (m?;/yr) [ tay UsadPatnt
Serial ¥ Other # / O other:

6. if Implanted, Give Date (ma/d%q / 7. ¥ Explanted, Give Date (mo/day/yr)

8. ts thls a Singls-use Device that

Yes DNo

9. f Yas to [tem Ntyﬁﬂ and Ad?lxocum

10, Dovlco Avaljdble for Evaluation? (Do not send to
D Yes No D Retumed to Manu(aclurer
\ (mo/daylyr)

11. Cop€omitant Medical Products and Therapy Dates (ExdoAQamm of avent)

eprocessed and Reused on a Patient?

E. REPORTER (See confidentiality section on back)
1. Name and Address

2. Health Professional? |3. Occupatl &, Afso Reported to:
Cves OO [ manctacturer

5, i you do NOT want your identity dleclosed [ user Facity
to the manufacturer, place an “X" in this box: E] Distributor/importer

Submisslon of a report doas not constitute an admission that medical personnel or the product caused or contributed to the event.



]

AD..CE ABOUT VOLUNTARY REP\_,RTING

Report adverse experiences with:

* Medications (drugs or blologics)

* Medical devices (including in-vitro diagnostics)

« Speclal nutritional products (dietary supplements,
medical foods, infant formulas)

+ Cosmetics

+ Medication errors

Report product problems - quality, performance or
safety concerns such as:

 Suspected contamination

* Questionable stability

* Defective components .

+ Poor packaging or labeling

* Therapeutic failures

Report SERIOUS adverse events. An event Is serlous
when the patient outcome is:

How to report:

+ Just fill in the sections that apply to your report

* Use section C for all products except medical devices
+ Attach additional blank pages if needed

+ Use a separate form for each patlent

+ Report either to FDA or the manufacturer (or both)

Confidentiality: The patient's Identity is held in strict
confidence by FDA and protected to the fullest extent of
the law. FDA will not disclose the reporter's identity in
response to a request from the public, pursuant to the
Freedom of Information Act. The reporter's identity,
inciuding the identity of a self-reporter, may be shared with
the manufacturer unless requested otherwise.

If your report involves a serious adverse event with a
device and it occumred in a facllity outside a-doctor's
office, that facility may be legally required to report to FDA
and/or the manufacturer. Please nofify the person in that

+ Death
_FoM Here- « Life-threatening (real risk of dying) facility who would handle such reporting. .Fou Hare-
+ Hospitalization (initial or prolonged) .
* Disability (significant, perslstent or permanent) important numbers:
 Congenital anomaly « 1-800-FDA-0178 — To FAX report
+ Required intervention to prevent permanent + 1-800-FDA-1088 — ;?or:np:trito:y phone or for more
impairment or damage
° g « 1-800-822-7967 - For a VAERS form for vaccines
Report even if:
« You're not certain the product caused the event To Report via the internet:
* You don't have all the details http:/fwww.fda.govimedwatch/report.htm
The public reporting burden for this collection of information has been estimated to average 30 OMB statement:
minutes per response, including the time for reviewlng instructions, searching existing data "An agency may not conduct or sponsor,
sources, gathering and maintaining the data needed, and completing and reviewing the and a person is not required to respond t0, a
collection of information, Send comments regarding this burden estimate or any other aspect collection of information unless it displays a
of this collection of information, including suggestions for reducing this burden (o: currently valid OMB control nurmber.
Department of Health and Human Services Please DO NOT
Food and Drug Administration RETURN this form
MedWatch; HFD410 fo this address.
5600 Fishers Lane
Rockville, MD 20857 _
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Food and Drug Administration
FORM FDA 3500 (9/03) (Back) Please Use Address Provided Below - Fold In Thirds, Tape and Mall
DEPARTMENT OF || I | || NO POSTAGE
HEALTH & HUMAN SERVICES Rreiiing

Public Health Service
Food and Drug Administration
Rockville, MD 20857

Officlal Busl :
Penal?y fo:l;rri‘:astz Use $§00 B U S I N ES S

IN THE
UNITED STATES
OR APOIFPO
I
]
REPLY MAIL E——
FIRST CLASSMAIL  PERMITNO.946  ROCKVILLE MO (R
]
POSTAGE WILL BE PAID BY FOOD AND DRUG ADMINISTRATION
. R
MEDWATCH S

The FDA Safety Information and Adverse Event Reporting Program
Food and Drug Administration

5600 Fishers Lane
Rockville, MD 20852-9787



