
  

          
                                               

    
       
 
 

    
   
  
  

 
   

  
 
 

 

 

 

 

 

 

 

<<logo>>  
<<Health Net of California, Inc. or delegate name>> 
[<<21281 Burbank Boulevard or delegate address 1>>] 
[<<Woodland Hills or delegate city>>, <<CA or delegate state>>  <<91367-6607 or delegate zip>> 

<<Date>> 
<<Primary Provider/Facility>>  
<<Primary Provider Address 1>> 
<<Primary Provider Address 2>> 
<<Primary Provider City>>, <<Primary Provider State>>  <<Primary Provider Zip>> 

Enrollee name: <<enrollee name>>
Date of birth: <<enrollee dob>> 
Enrollee ID: <<subscriber_id>><<subscriber dependent num>> 
Health plan: Health Net of California, Inc. 
Facility: <<primary provider name>> 
Requested service: <<CPT code and Descriptions including inpatient days (if any)>>       
Authorization request: <<Authorization Number>> 

Dear Provider: 

Unless the requested service has been rendered to the enrollee listed above, <<Health Net of California, Inc. 
(Health Net) or delegate name>> rescinds its authorization for coverage of the service, effective immediately. 
Our decision is based on the enrollee’s suspended eligibility with Health Net, effective <<date>>. 

Coverage for this enrollee is currently suspended due to his or her nonpayment of premiums. The enrollee’s 
premiums are more than one month past due. Any outstanding authorizations for service provided by Health 
Net or a delegated entity are no longer valid. There is no further coverage for services rendered until premiums 
are paid in full. <<Health Net or delegate name>> encourages you to discuss treatment options and financial 
arrangements directly with your patient.  

If you render services to this enrollee while coverage is suspended, the claims will be pended. If the enrollee 
pays outstanding premiums in full before the end of the three-month grace period, his or her coverage will be 
reinstated and claims for covered services rendered at any time during the three-month grace period will be 
processed. If Health Net does not receive payment, coverage is terminated on the last day of the first month of 
the three-month grace period, and no claims for any services rendered after the first month will be eligible for 
coverage or payment. 

Please be advised that during the time the enrollee’s coverage is suspended, a Health Net contracted provider is 
not contractually required to provide services to this enrollee, and the provider is free to require payment from  
the enrollee at the time services are rendered.  

If you have any questions or concerns regarding this information, please contact <<Health Net or delegate 
name>> at <<Health Net or delegate telephone>> or the Health Net Provider Services at <<1-800-641-7761>>.   

Sincerely, 

<Delegated Entity Name> NOSAUTHHNTYPE4V2 
OTH006457EW00 (3/16) 



  

 

 
 

 
 

 
 

                                    

<<Health Net Medical Management or delegate name>> 

cc: <<Requesting Provider>> 
<<Requesting Provider Address 1>> 
<<Requesting Provider Address 2>> 
<<Requesting Provider City>>, <<Requesting Provider State>>  <<Requesting Provider Zip>> 

<<enrollee name>> 
<<enrollee address 1>> 
<<enrollee address 2>> 
<<enrollee city>>, <<enrollee state>><<enrollee zip>> 
Enrollee Enclosures: Notice of Language Assistance (NOLA) 

Enrollee Rights - How to Dispute this Determination 

<Delegated Entity Name> NOSAUTHHNTYPE4V2 
OTH006457EW00 (3/16) 



  

 

 
  

 

 
 

 

 

 

 
 

 
 
 
 
 

Enrollee Rights – How to Dispute this Determination 
If you believe that this determination is not correct, you have the right to appeal the decision by 
filing an appeal with your health plan.  Your health plan requests that you submit your appeal 
within 365 days from the receipt of this notice.  You or someone you designate (your authorized 
representative) may submit your appeal by telephone, or in writing.  You can call your health 
plan at the Customer Contact Center number listed below to learn how to designate your 
authorized representative. 

In appealing this decision, you may submit written comments, documents, records or other 
information relevant to your appeal.  A full and fair review of your appeal that does not give 
deference to the denial decision will be conducted.  At each level, a person who was not involved 
in a prior decision and who is not a subordinate of (i.e., directly supervised by) that individual 
will be appointed to review your appeal.  

There are two types of appeals: standard and expedited. 

Standard 30 Day Appeal Process 
A standard appeal will be resolved within 30 days.  Please submit a copy of your denial notice 
and a brief explanation of your appeal, or other relevant information to the address listed below, 
or call. 

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 severe 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 appeal 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.

For Standard or Expedited Appeals 
Customer Contact Center: 1-800-522-0088 / Hours: Mon.-Fri, 8:00am – 6:00pm PST. 

Mailing Address: Health Net of California, Inc. 
For Expedited (only): Attn: Expedited Enrollee Appeals 

Appeals & Grievances Department 
P.O. Box 10348, Van Nuys, CA 91410-0348 



 

TTY/TDD:  1-800-995-0852 (telephone for the hearing impaired).   
Fax: 1-877-831-6019    
Website:    www.healthnet.com 

Simultaneous External Review 
If you believe that your situation is urgent, you may request an expedited appeal by following the 
instructions above for filing an internal appeal and also by following the instructions below for 
filing a request for simultaneous external review with the Department of Managed Health Care. 

Department of Managed Health Care Grievance Process  
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 1-800-522-0088 (Health Net Customer Contact Center) or for the hearing 
impaired, please call our Telecommunication Device for the Deaf (TTY/TDD) line at 1-800-
995-0852 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 of Managed Health Care 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. 

http:http://www.hmohelp.ca.gov
http:www.healthnet.com
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