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Important Information about 
Language Assistance Services 

Interpreter Services 

You can get an interpreter at no cost to you if you need an interpreter to communicate with your 
doctor or to arrange health care services. To get an interpreter, please call 1-888-775-7888 
(TTY 1-877-681-8898) October 1 - March 31: 7 days a week from 8:00 a.m. to 8:00 p.m. 

April 1 - September 30: Mondays – Fridays 8:00 a.m. to 8:00 p.m. 

Translation of Written Information to Plan Enrollees 

The language most frequently spoken among the Plan’s membership is Chinese. Upon your 
request, the Plan will translate written information that impacts your healthcare coverage. To 
request a free translation, please call 1-888-775-7888 (TTY 1-877-681-8898)  

October 1 - March 31: 7 days a week from 8:00 a.m. to 8:00 p.m. 
April 1 - September 30: Mondays – Fridays 8:00 a.m. to 8:00 p.m. 

If unable to reach us, please contact the Department of Managed Health Care’s Help Center at 
1-888-466-2219 (TTY 1-877-688-9891).  It provides telephone translation services in over 100

languages. The Help Center also provides a written translation of the Independent Medical
Review and Complaint Forms in Spanish and Chinese.

IMPORTANT: Can you read this document? If not, we can have somebody help you read it. You 
may also be able to get this document written in your language. 

For free help, please call 1-888-775-7888 right away. 

重要通知：您是否能夠閱讀此文件？如果您無法閱讀，我們有專員為您提供協助。此外，我們也可以將此

文件翻譯成您使用的語言。如需要免費服務，請立即致電 1-888-775-7888。 

IMPORTANTE: ¿Puede leer este documento? Si no es así, podemos ayudarle a leerla. También 
es posible que usted pueda recibir este documento en su idioma. Para obtener ayuda gratuita, 

por favor llame de inmediato al 1-888-775-7888. 



語言服務的重要資訊 

口譯服務 

如果您需要協助與㊩生溝通或安排㊩療服務，我們可提供免費口譯服務。如要安排口譯服務，請致

電 1-888-775-7888，聽力殘障㆟士 TTY 1-877-681-8898。熱線時間：10 月 1 日至 3 月 31 日，每

週 7 天，上午 8 時至晚上 8 時；4 月 1 日至 9 月 30 日，星期一至五，上午 8 時至晚上 8 時。 

會員書面資訊翻譯服務 

在本計劃的成員中，中文是最常被使用的語言。本計劃可根據您的要求提供涉及您承保範圍的

書面資訊翻譯服務。如需免費翻譯服務，請致電 1-888-775-7888，聽力殘障㆟士  

TTY 1-877-681-8898。熱線時間：10 月 1 日至 3 月 31 日，每週 7 天，上午 8 時至晚上 8 時；

4 月 1 日至 9 月 30 日，星期一至五，上午 8 時至晚上 8 時。 

如果您無法與我們聯繫，請致電加州㊩療護理管理部 1-888-466-2219（聽力殘障㆟士  

TTY 1-877-688-9891）。 該部門提供超過 100 種語言的電話翻譯服務，同時也提供西班牙語及

中文的獨立㊩療審查及投訴的書面翻譯服務。 

Información importante sobre servicios 
 de asistencia con el lenguaje 

Servicios de interpretación 

Usted puede conseguir un intérprete sin costo alguno si usted necesita un intérprete para 

comunicarse con su médico u obtener servicios de atención médica. Para conseguir un 
intérprete, por favor llame al 1-888-775-7888 (TTY 1-877-681-8898) 
1 de octubre - 31 de marzo: 7 días a la semana de 8:00a.m. a 8:00p.m. 

1 de abril - 30 de septiembre: lunes a viernes de 8:00a.m. a 8:00p.m. 

Traducción de información escrita para miembros del plan 

El idioma que se habla con más frecuencia entre los miembros de CCHP es chino. Si usted así 

lo desea, podemos traducirle la información escrita que afecta su cobertura de atención 
médica. Para solicitor una traducción gratuita, por favor llame al 1-888-775-7888  
(TTY 1-877-681-8898) 1 de octubre - 31 de marzo: 7 días a la semana de 8:00a.m. a 

8:00p.m.1 de abril - 30 de septiembre: lunes a viernes de 8:00 a. m. a 8:00 p. m. 

Si no puede comunicarse con nosotros, por favor póngase en contacto con el 
Departamento de Centro de Ayuda de Atención Médica Administrada llamando al  
1-888-466-2219 o TTY 1-877-688-9891. Ellos proporcionan servicios de traducción telefónica 

en más de 100 idiomas. El Centro de Ayuda también proporciona una traducción escrita de la 
Revisión Médica Independiente y de los Formularios de Reclamaciones en español y en 

chino. El Centro de Ayuda está disponible de lunes a viernes de 8:00 am a 6:00 pm para 
responder preguntas. 
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All Balance Members have the right to: 
1. Courteous and considerate treatment; to be treated with respect and recognition of their dignity and right to

privacy.
2. Receive information about Balance, its services, its practitioners/providers, and members’ rights and

responsibilities.
3. Make recommendations regarding Balance’s member rights and responsibilities policy.
4. Be informed about their available health plan benefits, including a clear explanation about how to obtain

services.
5. Receive appropriate preventive health services as indicated in their Evidence of Coverage (EOC).
6. Receive upon request, names, specialties, and titles of the professionals responsible for their care.
7. Amend their own health care information that Balance has when they consider it is incorrect or incomplete.
8. Participate with practitioners in the decision-making regarding their health care.
9. Inspect and copy their own medical information used to make decisions about their health care.
10. Request a confidential or candid discussion with Balance’s qualified Medical Management staff regarding

one's health matter and appropriate or medically necessary treatment options for their conditions, regardless
of cost or benefit coverage.

11. Receive reasonable information regarding the risk for a given treatment, the length of disability, and the
qualifications of the care provider prior to giving consent for any procedure.

12. Additional medical or surgical opinions from out–of–network providers, in situations when your treating
physician or the Plan feels this would be helpful in determining a diagnosis or course of treatment (with an
approved referral).

13. Opt-in or opt-out of participating in optional health plan activities.
14. Be represented by parents, guardians, family members, or other conservators for those who are unable to

fully participate in their treatment decisions.
15. Be fully informed of Balance’s grievance procedure and how to use it without fear of prejudicial treatment

from their health care provider.
16. Voice complaints or appeals about Balance or the care provided.
17. A timely response to requests for services, complaints, and inquiries regarding their health benefits and

services.
18. Request a copy of Balance’s Notice of Privacy Practices.

Members are responsible: 
1. For knowing and understanding their health benefits and services and how to obtain them.
2. For contacting their physician or Balance coordinator with any questions or concerns regarding health

benefits or services.
3. To provide, to the extent possible, information that Balance and its practitioners/providers need in order to

care for them.
4. To understand their health problems and participate in developing mutually agreed-upon treatment goals, to

the degree possible.
5. For cooperating with those providing health care services; however, they have the right to refuse medical

treatment.
6. To follow the plans and instructions for care that they have agreed upon with their practitioners.
7. To provide Balance with information when another source responsible to pay for health care is involved,

such as liability insurance after an accident. In these cases, members have the responsibility to cooperate
with their health plan for proper reimbursement of injury treatment by the other source to their health plan.
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Balance wants you to be satisfied with the services you receive as a member.  Balance wants to hear from you when you have 
any problems or issues with the health plan. When you have a problem or a complaint, call Member Services at 1-888-775-7888 
(TTY 1-877-681-8898) from 8:00 a.m. to 8:00 p.m., Monday - Friday). Member Services can explain your health plan benefits, 
or, if your problem is about another matter, they will try to solve it right away. If Member Services cannot solve your problem, 
they will help you file an appeal or grievance.  Balance by CCHP will not discriminate against you because you file an appeal or 
grievance. 

We are committed to providing you with quality care and with a timely response to your concerns. You can discuss your 
concerns with our Member Services Center. 

What is a Grievance or an Appeal? 
A grievance is a complaint about a problem you observe or experience, including complaints about the quality of services that 
you receive, complaints regarding such issues as office waiting times, physician behavior, adequacy of facilities, or other similar 
concerns. 

An appeal is a complaint about a coverage decision, including a denial of payment for a service you received, or a denial in 
providing a service you feel you are entitled to as a Balance Member.  Coverage decisions that may be appealed include a 
denial of payment for any health care services you received, or a denial of a service you believe should have been arranged for, 
furnished, or paid for by Balance by CCHP. 

You can file a grievance for any issue. Grievance means a written or oral expression of dissatisfaction regarding the plan and or 
provider, including quality of care concerns, and shall include a complaint, dispute, request for reconsideration, or appeal made 
by a Member or the Member’s representative. 

The following persons may file a grievance: 

• You may file for yourself
• You may appoint someone as your authorized representative by completing our authorization form.  Authorization forms

are available from your local Member Services Center at a Plan Facility or by calling Member Services.
• Your completed authorization form must accompany the grievance.
• You may file for your Dependent children, except that they must appoint you as their authorized representative if they

have the legal right to control the release of information that is relevant to the grievance.
• You may file for your ward if you are a court-appointed guardian.
• You may file for your conservatee if you are a court-appointed conservator.
• You may file for your principal if you are an agent under a health care proxy, to the extent provided under state law
• Your physician may request an expedited grievance as described under “Expedited Grievance” in the dispute resolution

section below.

How to File 
Your grievance must explain your issue, such as the reasons why you believe a decision was in error or why you are dissatisfied 
with the services you received. You must submit your grievance orally or in writing within 180 days of the date of the incident that 
caused your dissatisfaction as follows: 

By Telephone: 

By Fax: 

In Person: 

By Mail: 

Online: 

1-888-775-7888 (TTY 1-877-681-8898)

1-415-397-2129

Member Services Center 445 Grant Avenue, San Francisco, CA 94108

Member Services 445 Grant Avenue, San Francisco, CA 94108

You may file directly using a secure online form found in your Member portal. 
Or follow the Independent Medical Review & Enrollee Grievance Process found on our 
website: www.balancebycchp.com/grievance-appeal 

https://www.balancebycchp.com/grievance-appeal/
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What Happens After You File 
We will send you a confirmation letter within five days after we receive your grievance. We will send you our written decision 
within 30 days after we receive your grievance. If we do not approve your request, we will tell you the reasons and about 
additional dispute resolution options. 

Expedited Grievance 
You or your physician may make an oral or written request that we expedite our decision about your grievance if it involves an 
imminent and serious threat to your health, such as severe pain or potential loss of life, limb, or major bodily function.  We will 
inform you of our decision within 72 hours (orally or in writing). We will also expedite our decision if the request is for a 
continuation of an expiring course of treatment. 

You or your physician must request an expedited decision in one of the following ways and you must specifically state that you 
want an expedited decision: 

• Call Member Services Center at 1-888-775-7888 (TTY 1-877-681-8898), available Monday – Friday, 8 AM – 8 PM. 
After hours, you may leave a message and a representative will return your call the next business day.

• Send your written request to Member Service 445 Grant Avenue, San Francisco, CA 94108
• Fax your written request to Member Services at 1-415-397-2129
• Deliver your request in person to:

Member Services Center 445 Grant Avenue, San Francisco, CA 94108

If we do not approve your request for an expedited decision, we will notify you and we will respond to your grievance within 30 
days. If we do not approve your grievance, we will send you a written decision that tells you the reasons and about additional 
dispute resolution options. 

Note: If you have an issue that involves an imminent and serious threat to your health (such as severe pain or potential loss of 
life, limb, or major bodily function), you can contact the DMHC directly at any time without first filing a grievance with us. 

Expedited Appeals 
In some cases, you have the right to an expedited appeal when a delay in decision-making might pose an imminent and serious 
threat to your health, including but not limited to severe pain, potential loss of life, limb, or major bodily function.  If you request 
an expedited appeal, the health plan will evaluate your request and medical condition to determine if your appeal qualifies as 
expedited; expedited appeals are processed within 72 hours. While you are encouraged to contact Balance with your request for 
an expedited appeal, please note that you may contact the Department of Managed Health Care directly without first being 
required to use the Balance grievance and appeal process; please see the section below entitled “State of California Complaint 
Process” for information on how to make such a request. 

Arbitration 
Arbitration is the final process for resolution of any disputes, which may arise between a Member and the Plan.  When you enroll 
in this Plan, you agree that such disputes will be decided by neutral arbitration and you also agree to give up your right to a jury 
or court trial for the settlement of such disputes.  The Member Services Center can send you a copy of the arbitration provisions. 
In the arbitration provision, there is a fee required to file an arbitration claim. However, if paying your portion of the required fees 
and expenses would cause you extreme hardship you may petition for release from paying those fees and expenses by 
requesting an application to proceed In Forma Pauperis from the Plan. 

Binding Arbitration 
All disputes, including without limitation disputes relating to the delivery of services under the Plan or issues related to the Plan, 
disputes arising from or relating to an alleged violation of any duty incident to, arising out of or relating to this Combined 
Evidence of Coverage and Disclosure Form or a Member’s relationship to CCHP, and claims of medical or hospital malpractice, 
must be resolved by binding arbitration if the amount in dispute exceeds the jurisdictional limit of small claims court. 

California Health & Safety Code section 1363.1 requires specific disclosures including the following notice: “It is understood that 
any dispute as to medical malpractice, that is, whether any medical services rendered under this contract were unnecessary or 
unauthorized or were improperly, negligently or incompetently rendered, will be determined by submission to arbitration as 
provided by California law, and not by a lawsuit or resort to court process except as California law provides for judicial review of 
arbitration proceedings. Both parties to this contract, by entering into it, acknowledge that they are giving up their constitutional 
right to have any and all disputes, including medical malpractice claims, decided in a court of law before a jury, and instead are 
accepting the use of arbitration.” 
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Member and Balance by CCHP agree to be bound by this binding arbitration provision and acknowledge that the right to a jury 
trial is waived for disputes relating to the delivery of services under the Plan or any other issue related to the Plan and medical 
malpractice claims. 

Arbitration shall be administered by Judicial Arbitration and Mediation Services (“JAMS”) in accordance with the JAMS 
Comprehensive Arbitration Rules and Procedures. The Federal Arbitration Act, 9 U.S.C. Sections 1-16, shall also apply. To the 
extent that the Federal Arbitration Act is inapplicable, or is held not to require arbitration of a particular claim, California State 
Law governing agreements to arbitrate shall apply. The arbitrator’s findings shall be final and binding except to the extent that 
State or Federal law provides for the judicial review of arbitration proceedings. The arbitrator shall prepare in writing and provide 
to the parties an award including factual findings and the legal reasons on which the award is based. 

Claimant shall initiate arbitration by serving a written demand for arbitration to the respondent in accordance with JAMS 
procedures for submittal of arbitration. The demand for arbitration shall include: the basis of the claim against the respondent; 
the amount of damages the claimant seek in the arbitration; the names, addresses, and telephone numbers of the claimant and 
their attorney, if any; and the names of all respondents. Claimant shall include all claims against respondent that are based on 
the same incident, transaction, or related circumstances in the demand for arbitration. 

Please send all demands for arbitrations to: 
Attn: Administration Balance by CCHP, 445 Grant Avenue, San Francisco, CA 94108 
All other respondents, including individuals, must be served as required by California Code of Civil Procedure. 

If the total amount of damages claimed is two hundred thousand ($200,000) dollars or less, a single neutral arbitrator shall be 
selected, unless the parties agree in writing, after a case or dispute has arisen and the request for arbitration has been 
submitted, to use a tripartite arbitration panel. The arbitrator shall not have authority to award monetary damages that are 
greater than $200,000. If the total amount of damages claimed is more than two hundred thousand ($200,000) dollars, the 
dispute shall be heard and determined by one neutral arbitrator and two party arbitrators, one appointed by claimant(s) and one 
appointed by respondent(s). If all parties agree, arbitration may be heard by a single neutral arbitrator. 

The costs of the arbitration will be allocated per JAMS Policy on Consumer Arbitrations, except in cases of extreme financial 
hardship, upon application and approval by JAMS, Balance by CCHP will assume all or a portion of the costs of the arbitration. 
The costs associated with arbitration, including without limitation attorneys’ fees, witness fees and other expenses incurred in 
prosecuting or defending against a claim shall be borne by the losing party or in such proportions as the arbitrator shall decide. 

General Provisions 
A claim shall be waived and forever barred if: (1) on the date the demand for arbitration is served, the claim, if asserted in a civil 
action, would be barred as to the respondent served by the applicable statute of limitations; (2) claimant fails to pursue with 
reasonable diligence, the arbitration claim in accord with JAMS rules and procedures; or (3) the arbitration hearing is not 
commenced within five (5) years after the earlier of (a) the date the demand for arbitration was served, or (b) the date of filing of 
a civil action based upon the same incident, transaction, or related circumstances involved in the claim.  A claim may be 
dismissed on other grounds by the arbitrator based on a showing of a good cause.  If a party fails to attend the arbitration 
hearing after being given due notice thereof, the arbitrator may proceed to determine the controversy in the party’s absence. 

The California Medical Injury Compensation Reform Act of 1975, including sections establishing the right to introduce evidence 
of any insurance or disability benefit payment to the patient, the limitation on recovery for noneconomic losses, and the right to 
have an award for future damages conformed to periodic payments, shall apply to any claims for professional negligence or any 
other claims as permitted or required by law. 

State of California Complaint Process 
Health plans in California are regulated by a department of the state government. The paragraph below is information from this 
department about assistance you may be able to receive from that department. 

The California Department of Managed Health Care is responsible for regulating healthcare service plans. If you have a 
grievance against your health plan, you should first telephone your health plan at 1-888-775-7888 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 
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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-
466-2219) and a TDD line (1-877-688-9891) for the hearing and speech impaired. The department’s internet website
www.dmhc.ca.gov has complaint forms, IMR application forms and instructions online.

Independent Medical Review 
If you qualify, you or your authorized representative may have your issue reviewed through the Independent Medical Review 
(IMR) process managed by the California Department of Managed Health Care (DMHC). The DMHC determines which cases 
qualify for IMR. This review is at no cost to you. If you decide not to request an IMR, you may give up the right to pursue some 
legal actions against us. 

You may qualify for IMR if all of the following are true: 

• You have a recommendation from a provider requesting Medically Necessary Services
• You have received Emergency Care or Urgent Care from a provider who determined the Services to be Medically

Necessary
• You have been seen by a Plan Provider for the diagnosis or treatment of your medical condition
• Your request for payment or Services has been denied, modified, or delayed based in whole or in part on a decision that

the Services are not Medically Necessary
• You have filed a grievance and we have denied it or we haven’t made a decision about your grievance within 30 days

(or three days for expedited grievances). The DMHC may waive the requirement that you first file a grievance with us in
extraordinary and compelling cases, such as severe pain or potential loss of life, limb, or major bodily function.

You may also qualify for IMR if the Service you requested has been denied on the basis that it is experimental or investigational 
as described under “Experimental or investigational denials.” If the DMHC determines that your case is eligible for IMR, it will ask 
us to send your case to the DMHC’s Independent Medical Review organization. The DMHC will promptly notify you of its 
decision after it receives the Independent Medical Review organization’s determination. If the decision is in your favor, we will 
contact you to arrange for the Service or payment. 

Experimental or Investigational Denials 
If we deny a Service because it is experimental or investigational, we will send you our written explanation within five days of 
making our decision. We will explain why we denied the Service and provide additional dispute resolution options. Also, we will 
provide information about your right to request Independent Medical Review if we had the following information when we made 
our decision: 

• Your treating physician provided us a written statement that you have a life-threatening or seriously debilitating condition
and that standard therapies have not been effective in improving your condition, or that standard therapies would not be
appropriate, or that there is no more beneficial standard therapy we cover than the therapy being requested.  “Life-
threatening” means diseases or conditions where the likelihood of death is high unless the course of the disease is
interrupted or diseases or conditions with potentially fatal outcomes where the end point of clinical intervention is
survival.  “Seriously debilitating” means diseases or conditions that cause major irreversible morbidity

• If your treating physician is a Plan Physician, he or she recommended a treatment, drug, device, procedure, or other
therapy and certified that the requested therapy is likely to be more beneficial to you than any available standard
therapies and included a statement of the evidence relied upon by the Plan Physician in certifying his or her
recommendation

• You (or your Non-Plan Physician who is a licensed, and either a board-certified or board-eligible, physician qualified in
the area of practice appropriate to treat your condition) requested a therapy that, based on two documents from the
medical and scientific evidence, as defined in California Health and Safety Code Section 1370.4(d), is likely to be more
beneficial for you than any available standard therapy. The physician’s certification included a statement of the evidence
relied upon by the physician in certifying his or her recommendation. We do not cover the Services of the Non-Plan
Provider.

Note: You can request IMR for experimental or investigational denials at any time without first filing a grievance with us. 

https://www.dmhc.ca.gov/
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