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POLICY 

In the event that a Request for an Expedited Appeal has been denied, DBH will ensure 
transition and resolution as a Standard Appeal.   
 

 
PROCEDURES 

1.0 If DBH denies a request for an expedited resolution of an appeal, DBH will 
transfer the appeal to the standard time frame of no longer than 30 calendar days 
from the day DBH receives the appeal, with a possible 14 calendar day extension 
for resolving the appeal and providing a Notice of Appeal Resolution to affected 
parties.  

 
2.0 DBH will make reasonable efforts to give the enrollee prompt oral notice of the 

denial. 
 
3.0 A written notice will be mailed within two calendar days explaining the denial, 

specifying the standard time frame that will be followed, and informing the 
affected parties that the enrollee may file a grievance regarding the Denial of 
Expedited Resolution of the Appeal. 

 
4.0 In the event that the time frame for the resolution of the Expedited Appeal will not 

be met, the enrollee will receive a Notice of Adverse Benefit Determination letter.     
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POLICY 
DBH will provide the appropriate duration of services when any Enrollee files and 
Appeal or requests a State Fair Hearing 

 
 

PROCEDURES 
1.0 If an Enrollee has filed an Appeal or Request for State Fair Hearing, DBH will 
continue or reinstate services until one of the following occurs: 
 
 1.1 Enrollee withdraws the Appeal 

1.2 Ten days pass after DBH mails the written Notice of Adverse Benefit 
Determination, Appeal Resolution and Right to Medicaid hearing and within that 
10-day time period the Enrollee does not request a State Fair Hearing with 
continuation of services until a State Fair Hearing decision is reached 
1.3 A State Fair Hearing officer issues a hearing decision adverse to the 

Enrollee 
1.4 The time period or service limit of the previously authorized service has been 

met 
 
2.0 If DBH or the State Fair Hearing officer reverses an Adverse Benefit Determination 

to deny, limit, or delay services that were not furnished while the Appeal was 
pending, DBH will authorize or provide the disputed services promptly and as 
expeditiously as the Enrollee’s health condition requires, but no later than 72 hours 
from the date the Adverse Benefit Determination is reversed. 

 
3.0 If DBH or the State Fair Hearing officer reverses a decision to deny authorization of  

services and the Enrollee received the disputed services while the Appeal was 
pending, DBH will pay for those services in accordance with State policy and 
regulations. 

 
4.0   If the final resolution of the Appeal is adverse to the Enrollee, that is, it upholds 

DBH’s Adverse Benefit Determination, DBH may recover the cost of the services 
furnished to the Enrollee while the Appeal or State Fair Hearing was pending, to the 
extent that the services were furnished solely because of the requirements of the 
regulation set forth in 42 CFR 438.420 regarding continuation of benefits. 
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POLICY 

DBH will maintain a Grievance System which will allow an Enrollee, the Enrollee’s 
legally authorized representative (including the legal representative of a deceased 
Enrollee’s estate), or a provider with the Enrollee’s written consent to file an expedited 
Appeal, either orally or in writing.  
 

 
PROCEDURES 

1.0 When DBH determines (from a request from an Enrollee) or a provider indicates 
(in making the appeal on the Enrollee’s behalf or supporting the Enrollee’s 
request) that the time frame for a standard resolution could seriously jeopardize 
the Enrollee’s life or health or ability to attain, maintain, or regain maximum 
function, the DBH Grievance Officer will initiate an expedited review for Appeals.   

 
2.0 The request for an Expedited Appeal may be filed either orally or in writing by the 

Enrollee or a provider with the Enrollee’s written consent.  Oral inquiries seeking 
to appeal an Adverse Benefit Determination are treated as an Appeal, to 
establish the earliest possible filing date for the Appeal. 

 
3.0 The Enrollee or provider may file an Appeal of an Adverse Benefit Determination 

within 60 days from the date on the Adverse Benefit Determination.   
 
4.0 DBH will continue the Enrollee’s benefits during the Appeal process if the 

Enrollee requests extension of benefits in the Appeal, the Adverse Benefit 
Determination being appealed is to terminate, suspend, or reduce a previously 
authorized course of treatment, the services were ordered by an authorized 
provider and the original period covered by the original authorization has not 
expired, and the Enrollee files the Appeal timely, which means filing the Appeal 
on or before the later of the following: 

 
4.1 Within 10 days of DBH mailing the Adverse Benefit Determination 
4.2 By the intended effective date of DBH’s proposed Adverse Benefit 

Determination  
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5.0 When an Enrollee or provider requests an expedited resolution of an Appeal, 

DBH will provide reasonable opportunity, and the Enrollee or provider will be 
notified of the limited time available, for the Enrollee or provider to present 
evidence, testimony and allegations of fact or law, in person or in writing.   DBH 
will provide the Enrollee and his or her legally authorized representative an 
opportunity, before and during the appeals process, to examine the Enrollee’s 
case file, including medical records, and any other documents and records, and 
any new or additional documents considered, relied upon, or generated by DBH 
in connection with the appeal.  This information will be provided free of charge 
and sufficiently in advance of the appeals resolution timeframe.  
 
5.1 Include as parties to the Appeal the Enrollee and his or her representative; 

or 
5.2 The legal representative of a deceased Enrollee’s estate. 

 
6.0 Punitive action will not be taken against a provider who either requests an 

expedited resolution to an Appeal or supports an Enrollee’s Appeal. 
 
7.0 DBH will provide the Enrollee with any reasonable assistance in taking 

procedural steps.  Reasonable assistance includes, but is not limited to, auxiliary 
aids & services upon request, providing interpreter services and toll-numbers that 
have adequate TTY/TTD and interpreter capability.  From anywhere in Davis 
County, the Enrollee may call toll-free (801) 447-8887 and ask for the Grievance 
Officer.  For TTY/TTD, the Enrollee may call 711 or call 1-888-346-3162 for 
Spanish.  If an Enrollee needs interpreter services or other assistance, the 
Enrollee may contact any DBH facility or call the Grievance Officer at (801) 447-
8887 and request an interpreter or other assistance.   

 
8.0 The Grievance Officer will provide an acknowledgment, either orally or in writing, 

of the receipt of the request for an expedited Appeal resolution and will explain to 
the Enrollee the process that will be followed to resolve the Appeal. 

 
 
9.0 DBH will maintain complete records of all Appeals and submit semi-annual 

reports summarizing Appeals using Department-specified reporting templates.  
The DBH Grievance Officer will maintain documentation for Appeals including, 
but not limited to:  

  
9.1 Written Adverse Benefit Determination 
9.2  A log of all oral Appeals and oral requests for expedited resolution of 

Appeals, including: 
a. date of the oral requests 
b. date of acknowledgment of oral requests for expedited resolution of 

Appeals and method of acknowledgment (e.g. orally or in writing) 
c. date of denials of requests for expedited Appeal resolution 
d. date of attempt to give prompt oral notice of denial of request for 

expedited Appeal resolution 
 
 



 
 
 
 
 
 
 

9.3   Copies of written standard or written expedited Appeal requests. 
9.4   Copes of written notices of denial of requests for expedited Appeal 

resolution 
9.5   Date and acknowledgement of written standard and written expedited  
       Appeal requests and method of acknowledgment (eg orally or in writing) 
9.6 Copies of written notices when extending the time frame for adjudicating 

standard or expedited Appeals when DBH initiates the extension. 
9.7 Copies of written Notices of Appeal Resolution. 
9.8 Name of the individual(s) who made the decision on an Appeal.  If the 

Appeal is regarding a denial that is based on lack of medical necessity or 
involves clinical issues, the title and credentials of the individual(s) who 
made the decision on the Appeal to demonstrate that DBH ensures that 
they are individuals who 1) were not involved in any previous level of 
review or decision-making and 2) are health care professionals who have 
the appropriate clinical expertise, as determined by the Utah Department 
of Health, in treating the Enrollee’s condition or disease 

9.9 For standard or expedited Appeals not resolved within the required time 
frames, copies of Adverse Benefit Determination letters informing enrollees 
they may request a State Fair Hearing.   

9.10 All other pertinent documentation needed to maintain a complete record 
of all Appeals and to demonstrate that Appeals were adjudicated 
according to contractual provisions governing Appeals.   

 
10.0 Individuals who make the decision on Appeal are individuals who: 

10.1 Take into account all comments, documents, records, and other information 
submitted by the members or their representative without regard to whether 
such information was submitted or considered in the initial Adverse Benefit 
Determination. 

10.2 were not involved in any previous level of review or decision-making 
10.3 if deciding on an Appeal of a denial that is based on lack of medical 

necessity or an Appeal that involves clinical issues, are health care 
professionals who have the appropriate clinical expertise in treating the 
Enrollee’s condition or disease. 

 
11.0  If DBH or the State Fair Hearing Officer reverses a decision to deny, limit, or 

delay services that are not furnished while the appeal is pending, DBH will 
authorize or provide the disputed service promptly, and as expeditiously as the 
enrollee’s health condition requires.  If the DBH or the State Fair Hearing Officer 
reverses a decision to deny authorization of services, and the enrollee receives 
the disputed services while the appeal is pending, DBH will pay for those 
services in accordance with State regulations. 

 



 
 
 
 
 
 
GRIEVANCES 
 
 
 
 
 
POLICY: 
 
Davis Behavioral Health (DBH) will appoint a person to receive and be responsible for 
grievances. All grievances, as defined above, received by DBH will be directed to this 
individual for proper processing and handling. 
  
A grievance is defined as an expression of dissatisfaction about any matter other than 
an Adverse Benefit Determination, as “Adverse Benefit Determination” is defined in 
Davis Behavioral Health’s Adverse Benefit Determination policy.  The term is also used 
to refer to the overall system that includes grievances and appeals handled by Davis 
Behavioral Health which includes access to the State Fair Hearing process.  
 
PROCEDURE:  
 
1.0 The Enrollee, his/her legally authorized representative (including the legal    

representative of a deceased enrollee’s estate) or a provider acting on behalf of the 
Enrollee as an authorized representative, may file a Grievance at any time.  

 
2.0 The Grievance may be filed either orally or in writing. 
 
3.0 DBH will give enrollees any reasonable assistance in completing required forms for 

submitting a written Grievance or taking other procedural steps. Reasonable 
assistance includes, but is not limited to, auxiliary aids & services upon request, 
providing interpreter services and toll-free numbers that have adequate TTY/TTD 
and interpreter capability. From anywhere in Davis County the Enrollee may call toll-
free (801)447-8887 and ask for the Grievance Officer. For TTY/TTD the Enrollee 
may call 711 or call 1-888-346-3162 for Spanish. If an Enrollee needs interpreter 
services or other assistance, the Enrollee may contact any DBH facility or call the 
Grievance Officer at (801)447-8887 and request an interpreter or other assistance. 

 
4.0 DBH will acknowledge the receipt of the Grievance either orally or in writing in a 

format & language that is easily understood by the enrollee. 
 
5.0 DBH will ensure that the individuals who make the decision on Grievances are 

individuals who: 
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5.1 Take into account all comments, documents, records, & other information 
submitted by the member or their representative without regard to whether 
such information was submitted or considered in the initial Adverse Benefit 
Determination.  

5.2 Were not involved in any previous level of review or decision-making, if 
applicable to the nature of the Grievance. 

5.3 If deciding on a Grievance regarding denial of a request for an expedited 
resolution of an Appeal; or a Grievance that involves clinical issues, are 
health care professionals who have the appropriate clinical expertise, that is, 
they have the appropriate level of clinical licensure and expertise in treating 
the Enrollee’s condition or disease. 

5.4 Grievances that involve quality of care concerns will be reviewed by our 
Clinical Director to ensure that appropriate measures are taken to resolve the 
grievance.  

 
6.0 DBH will notify the affected parties of the disposition of the Grievance either orally or 

in writing in a format & language that is easily understood by the enrollee. 
7.0 DBH will maintain complete records of all Grievances and submit semi-annual 

reports summarizing Grievances using reporting templates specified by the Utah 
Department of Health. 

 
8.0 DBH will maintain documentation for Oral grievances including, but not limited to: 
 

8.1 Date the oral Grievance was received and documented. 
8.2 The name of the person taking the oral Grievance. 
8.3 A summary of the nature of the Grievance, including the name of the Provider 

or other staff or individual involved/named in the Grievance, if it involves a 
person. 

8.4 Copies of written notices when extending the time frame for adjudicating oral 
Grievances when DBH initiates the extension.  

8.5 The date of resolution, and summary of the resolution of the oral grievance. 
This information may be documented in a written Notice of Grievance 
Decision if DBH chooses to inform the Enrollee of the Grievance decision in 
writing. 

8.6 The name of the individual(s) resolving the oral Grievance will ensure that the 
individuals who make the decision on grievances are individuals who were 
not involved in any previous level of review or decision-making, if applicable 
to the nature of the Grievance.  Grievances that involve quality of care 
concerns will be reviewed by our Clinical Director to ensure that appropriate 
measures are taken to resolve the grievance. If the Grievance is regarding 
denial of a request for an expedited resolution of an Appeal or involves 
clinical issues, the title and credentials of the individual(s) who made the 
decision on the Appeal to demonstrate that they are individuals who: 

a. were not involved in any previous level of review or decision-
making and  

b. are health care professionals who have the appropriate clinical 
expertise, that is, they have the appropriate level of clinical licensure 



and clinical expertise as determined by the Utah Department of 
Health, in treating the Enrollee’s condition or disease. 

 
 
 
 
 

(If DBH chooses to inform the Enrollee of the Grievance decision in writing, 
the information in 86 above may be documented in the Notice of Grievance 
decision) 

8.7 The date the Enrollee was notified of the grievance resolution and how the 
enrollee was notified (either orally or in writing). If the Enrollee was notified of 
the Grievance resolution in writing, DBH will maintain a copy of the written 
Notice of Grievance Decision. 

8.8  For oral Grievances not resolved within the required time frames, copies of 
Adverse Benefit Determination letters informing Enrollees that they may file 
an appeal. 

8.9 Any other pertinent documentation needed to maintain a complete record of 
all oral Grievances and to demonstrate that they were adjudicated according 
to the Contract provisions governing Grievances. 

 
9.0  DBH will maintain documentation for written Grievances including, but not limited to: 

9.1 Date the written Grievance was received. 
9.2 Date and method of acknowledgement (e.g. Orally or in writing). 
9.3 Copies of written notices when extending the time frame for adjudicating oral 

Grievances when DBH initiates the extension. 
9.4 The date of resolution and summary of the resolution. This information may 

be documented in a written Notice of Grievance Decision if DBH chooses to 
notify the Enrollee of the Grievance decision in writing. 

9.5 The name of the individual(s) resolving the Grievance to ensure that the 
individuals who make the decision on Grievances are individuals who were 
not involved in any previous level of review or decision-making, if applicable 
to the nature of the Grievance. If the Grievance is regarding denial of a 
request for an expedited resolution of an Appeal or involves clinical issues, 
the title and credentials of the individual(s) who made the decision on the 
Appeal to demonstrate that they are individuals who: 

a. were not involved in any previous level of review or decision-making, 
if applicable to the nature of the Grievance, and 

b. are health care professionals who have the appropriate clinical 
expertise, that is, they have the appropriate level of clinical licensure 
and clinical expertise, as determined by the Utah Department of 
Health, in treating the Enrollee’s condition or disease. 

(If DBH chooses to inform the Enrollee of the Grievance decision in 
writing, the information in 9.5 above may be documented in the Notice of 
Grievance Decision) 

9.6 The date the Enrollee was notified of the grievance resolution. This 
information may be documented in the written Notice of Grievance Decision if 
DBH chooses to inform the Enrollee of the Grievance decision in writing. 

9.7 Copies of all written Notices of Grievance Decision to affected parties. 



9.8 For written Grievances not resolved within the required time frames, copies of 
Notices of Grievance Decision informing Enrollees that they may file an 
Appeal. 

9.9 Any other pertinent documentation needed to maintain a complete record of 
all written Grievances and to demonstrate that they were adjudicated 
according to contractual provision governing Grievances. 



 
 
 
 
 
 
 

 

POLICY 

DBH will maintain an appeals process whereby an Enrollee, his/her legally authorized 
representative (including the representative of a deceased Enrollee’s estate), or 
provider acting on behalf of the Enrollee with the Enrollee’s written consent, may file an 
Appeal of an Adverse Benefit Determination: 
 

PROCEDURES 

1.0 An Appeal may be filed either orally or in writing by either the Enrollee, his/her 
legally authorized representative (including the representative of a deceased 
Enrollee’s estate), or a provider acting on behalf of the Enrollee and with the 
Enrollee’s written consent 

 
1.1 The Appeal must be filed within 60 calendar days from the date on DBH’s 

Adverse Benefit Determination. 
1.2 DBH will continue the Enrollee’s benefits during the Appeal process if the 

Enrollee wants benefits to continue during the Appeals process and requests 
extension of benefits in the Appeal, the decision being appealed is to 
terminate, suspend, or reduce a previously authorized course of treatment, 
the services were ordered by an authorized provider and the original period 
covered by the original authorization has not expired, and the Enrollee files 
the Appeal timely, which means filing the Appeal on or before the later of the 
following: 

1.2.1 Within 10 days of DBH mailing the Adverse Benefit Determination 
1.2.2 The intended effective date of DBH’s proposed Adverse Benefit 

Determination 
 
2.0 Oral inquiries seeking to appeal an Adverse Benefit Determination are treated as an 

Appeal to establish the earliest possible filing date for the Appeal.  Unless the 
Enrollee or his or her provider requests an expedited resolution of the Appeal 
(which does not require a written follow-up request), the oral Appeal must be 
followed with a written, signed Appeal.  The written, signed Appeal must be 
received within five (5) working days from the date of the oral Appeal.  The 
written signed, Appeal should be sent to the DBH Grievance Officer at P.O. Box 
689, Farmington, UT  84025.  If an Enrollee or his or her provider requests an 
Appeal orally, DBH will inform or remind the Enrollee or provider of the following: 

  
2.1 The oral filing of an Appeal must be followed with a written, signed appeal 

within five (5) working days from the date of the oral Appeal 
2.2 If applicable, that the provider can file the written Appeal only with the 

Enrollee’s attached written consent 
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2.3 That the standardized form entitled “Appeal Request Form” can be used to 
submit the Appeal in writing 

2.4 if the Enrollee wants a continuation of benefits when the decision is to 
terminate, suspend, or reduce a previously authorized course of 
treatment, that this must be requested 

2.5 That the written, signed Appeal should be sent to the DBH Grievance 
Officer at P.O. Box 689, Farmington, UT  84025. 

 
3.0 DBH will give Enrollees any reasonable assistance in completing required forms 

for submitting a written Appeal or taking other procedural steps.  Reasonable 
assistance includes, but is not limited to, auxiliary aids & services upon request, 
providing interpreter services and toll-free numbers that have adequate TTY/TTD 
and interpreter capability.  From anywhere in Davis County, the Enrollee may call 
toll-free (801) 447-8887 and ask for the Grievance Officer.  For TTY, the Enrollee 
may call 711 or call 1-888-346-3162 for Spanish.  If an Enrollee needs interpreter 
services or other assistance, the Enrollee may contact any DBH facility or call the 
Grievance Officer at (801) 447-8887 and request an interpreter or other 
assistance 

 
4.0 Each Enrollee and his or her legally authorized representative who has filed an 

Appeal will be entitled to the following.   
 

4.1 An acknowledgement of the receipt of the Appeal (either orally or in writing 
by a form entitled “Notice of Receipt of Appeal”) and an explanation of the 
process that will be followed to resolve the Appeal. 

4.2 Reasonable opportunity to present evidence, testimony, and allegations of 
fact or law, in person as well as in writing. The enrollee will be informed of 
the limited time available for this sufficiently in advance of the resolution 
timeframe in case of expedited resolution. 

4.3 An opportunity, before and during the appeals process, to examine the 
Enrollee’s case file, including medical records, any other documents or 
records, and any new or additional documents considered, relied upon, or 
generated by DBH in connection with the appeal, will be considered during 
the appeals process: 

a. include as parties to the Appeal the Enrollee and his or her 
representative; or 
b. the legal representative of a deceased Enrollee’s estate.  

This information will be provided at no cost and sufficiently in advance of the 
appeal resolution timeframe. 

 
5.0 DBH will ensure that Individuals who make the decision on an Appeal (Standard 

or Expedited, see also Expedited Appeals policy) are individuals who  
 

5.1 Take into account all comments, documents, records and other information 
submitted by the enrollee or their representative without regard to whether 
such information was submitted or considered in the initial Adverse Benefit 
Determination. 

5.2 Were not involved in any previous level of review or decision-making. 
5.3 If deciding on an appeal of a denial that is based on lack of medical necessity 

or an appeal that involves clinical issues, are health care professionals who 
have the appropriate clinical expertise in treating the Enrollee’s condition or 
disease 



 
6.0 If the Grievance Officer determines that the required Appeal time frame will not 

be met, the Enrollee will be mailed a Notice of Appeal Extension informing 
him/her that DBH will need another 14 days to make the decision and providing 
the reason for the delay.   

 
7.0 DBH will maintain complete records of all Appeals and submit semi-annual 

reports summarizing Appeals using Department-specified reporting templates.  
The DBH Grievance Officer will maintain documentation for Appeals including, 
but not limited to: 

  
7.1 Written Adverse Benefit Determination 
7.2 A log of all oral Appeals and oral requests for expedited resolution of 

Appeals, including: 
a. date of the oral requests 
b. date of acknowledgment of oral requests for expedited resolution of 

Appeals and method of acknowledgment (eg orally or in writing) 
c. date of denials of requests for expedited Appeal resolution 
d. date of attempt to give prompt oral notice of denial of request for 

expedited Appeal resolution 
7.3   Copies of written standard or written expedited Appeal requests. 
7.4  Copies of written notices of denial of requests for expedited Appeal 

resolution 
7.5   Date and acknowledgement of written standard and written expedited  
       Appeal requests and method of acknowledgment (eg orally or in writing) 
7.6 Copies of written notices when extending the time frame for adjudicating 

standard or expedited Appeals when DBH initiates the extension. 
7.7 Copies of written Notices of Appeal Resolution. 
7.8 Name of the individual(s) who made the decision on an Appeal.  If the 

Appeal is regarding a denial that is based on lack of medical necessity or 
involves clinical issues, the title and credentials of the individual(s) who 
made the decision on the Appeal to demonstrate that DBH ensures they are 
individuals who 1) were not involved in any previous level of review or 
decision-making and 2) are health care professionals who have the 
appropriate clinical expertise, as determined by the Utah Department of 
Health, in treating the Enrollee’s condition or disease. 

7.9 For standard or expedited Appeals not resolved within the required time 
frames, copies of Adverse Benefit Determination letters informing enrollees 
they may request a State Fair Hearing.   

7.10 All other pertinent documentation needed to maintain a complete record of 
all Appeals and to demonstrate that Appeals were adjudicated according to 
contractual provisions governing Appeals.   

 
8.0 If DBH or the State Fair Hearing Officer reverses a decision to deny, limit, or 

delay services that are not furnished while the appeal is pending, DBH will 
authorize or provide the disputed service promptly, and as expeditiously as the 
enrollee’s health condition requires.  If the DBH or the State Fair Hearing Officer 
reverses a decision to deny authorization of services, and the enrollee receives 
the disputed services while the appeal is pending, DBH will pay for those 
services in accordance with State regulations. 



 
 
 
 
 
 
 

 

 

 

POLICY 

When DBH makes the final Appeal decision, and it is not wholly in favor of the Enrollee, 
or DBH is not able to make a decision on the Appeal within the required time frame, the 
Enrollee, or a provider acting on behalf of the Enrollee, has the right to request a State 
Fair Hearing.   

 
PROCEDURES 

The Utah Department of Health (“Department”) is responsible to implement the 
procedures for State Fair Hearings; however, DBH includes this information in this 
policy as follows: 
 
1.0 DBH’s appeal procedures must be exhausted before an Enrollee may request a 

State Fair Hearing.   
 
2.0 When DBH makes the final Appeal decision, and it is not wholly in favor of the 

Enrollee, or DBH is not able to make a decision on the Appeal within the required 
time frame, the Department will permit the Enrollee, or a provider acting on the 
Enrollee’s behalf, to request a State Fair Hearing within 120 days from the date 
of DBH’s Adverse Benefit Determination, Appeal Resolution and Right to Medicaid 
Hearing.   

 
3.0 A request for a State Fair Hearing and continuation of benefits must be made by 

the Enrollee within 10 days from the date of DBH’s Adverse Benefit Determination, 
Appeal Resolution and Right to Medicaid Hearing if the Enrollee wants to 
continue benefits pending the outcome of the State Fair Hearing.  DBH will 
continue the Enrollee’s benefits during the Appeal process and pending the 
outcome of a State Fair Hearing if: 
3.1 the Adverse Benefit Determination being appealed is to terminate, suspend, 

or reduce a previously authorized course of treatment;  
3.2 the services were ordered by an authorized provider; and  
3.3 the original period covered by the original authorization has not expired 
3.4 The Enrollee files the Appeal timely, which means filing the Appeal on or 

before the later of the following: 
a. Within 10 days of DBH mailing the Adverse Benefit Determination 
b. By the intended effective date of DBH’s proposed Adverse Benefit 

Determination. 
3.5      Enrollee requests extension of benefits in the Appeal 
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4.0 Parties to a State Fair Hearing include DBH as well as the Enrollee and his/her 
representative(s), which may include legal counsel, a relative, a friend or other 
spokesman, or the representative of a deceased Enrollee’s estate. 

 
5.0 The Enrollee or his/her representative(s) will be given an opportunity to examine, 

at a reasonable time before the date of the hearing and during the hearing, the 
content of the Enrollee’s case file and all documents and records to be used by 
DBH.   

 
6.0 The Enrollee will be given the opportunity to: 

6.1 Bring witnesses 
6.2 Establish all pertinent facts and circumstances 
6.3 Present an argument without undue interference 
6.4 Question or refute any testimony or evidence, including opportunity to 

confront and cross-examine adverse witnesses 
 
7.0 The State Fair Hearing with the Department is a de novo hearing.  If the Enrollee 

or provider requests a State Fair Hearing with the Department, all parties to the 
hearing are bound by the Department’s decision until any judicial reviews are 
completed and are in the Enrollee’s or provider’s favor.  Any decision made by 
the Department pursuant to the hearing shall be subject to appeal rights as 
provided by State and Federal laws and rules. 

 
8.0 The Enrollee will be notified in writing of the State Fair Hearing decision and any 

appeal rights as provided by State and Federal laws and rules. 
 
9.0 For Standard State Fair Hearing requests, the Department will reach its hearing 

decision within 90 calendar days from the date the Enrollee filed the Appeal with 
DBH, not including the days the Enrollee takes to file the request. 

 
10.0 For Expedited State Fair Hearing requests, the Department will reach its hearing 

decision within three working days from the date the Department receives from 
DBH all needed information, including information from the Enrollee’s medical 
record, for a State Fair Hearing request for a denial of a service that: 
10.1 Meets the criteria for the expedited appeals process but was not resolved 

using DBH’s required expedited Appeal time frames, or 
10.2 Was resolved wholly or partially adversely to the Enrollee using DBH’s 

expedited Appeal time frames. 
 
11.0  If DBH or the State Fair Hearing Officer reverses a decision to deny, limit, or 

delay services that are not furnished while the appeal is pending, DBH will 
authorize or provide the disputed service promptly, and as expeditiously as the 
enrollee’s health condition requires.  If the DBH or the State Fair Hearing Officer 
reverses a decision to deny authorization of services, and the enrollee receives 
the disputed services while the appeal is pending, DBH will pay for those 
services in accordance with State regulations. 

 



 
 
 
 
 
 
 

 

 

POLICY 

DBH will set time frames to expeditiously resolve each Expedited Appeal of an Adverse 
Benefit Determination. 

 
 

PROCEDURES 

1.0 DBH will resolve each Expedited Appeal of an Adverse Benefit Determination and 
provide written notice to all affected parties, as expeditiously as the Enrollee’s 
health condition requires, but no later than 72 hours after DBH receives the 
Expedited Appeal Request.  An additional 14 calendar days may be allowed if:   
 

1.1 The Enrollee requests an extension, or  
1.2 DBH shows that there is a need for additional information.   
1.3 DBH states how the delay is in the Enrollee’s interest (upon request from 

the Utah Department of Health) 
1.4 DBH extends the time frame (and the extension was not requested by the 

Enrollee), and DBH gives Enrollee written notice of the reason for the delay. 
 
2.0 For expedited appeals resolved within the required time frames, DBH will make 

reasonable efforts to provide oral notice of the expedited resolution in addition to 
providing a written Adverse Benefit Determination, Appeal Resolution and Right to 
Medicaid Hearing.  When DBH determines that the time frame for the resolution of 
the Expedited Appeal will not be met, DBH will make reasonable efforts to give the 
enrollee prompt oral notice of the delay.  In addition, written notice of the reason for 
the delay will be given within 2 calendar days. DBH will give the Enrollee a Adverse 
Benefit Determination, Appeal Resolution and Right to Medicaid Hearing. 

 
3.0 If the Appeal was not resolved wholly in favor of the Enrollee, written notice will 

explain: 
 

3.1 Right to request a State Fair Hearing and how to do so  
3.2 Right to request continuation of benefits if the Appeal decision is to 

terminate, suspend, or reduce a previously authorized course of treatment 
that was ordered by an authorized provider and the original authorization 
has not expired 

3.3 How to request continuation of benefits 
3.4 A statement that the Enrollee may be liable for the cost of services provided 

the State Fair Hearing decision upholds DBH’s Adverse Benefit Determination 
3.5 Time frame for requesting a State Fair Hearing when continuation of 

benefits is not requested and when continuation of benefits is requested. 

TIME FRAME  
FOR  
EXPEDITED  
APPEALS 
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POLICY 
 
DBH will resolve grievances within required time frames. 
 
 
PROCEDURE  
 
1.0 When an Enrollee, his/her authorized representative, or a provider with the 

Enrollee’s consent files a Grievance, DBH will dispose of the Grievance 
with written notice to all affected parties as expeditiously as the Enrollee’s 
health condition requires, but not to exceed 45 days from the day DBH 
receives the Grievance.  An extension of up to 14 calendar days for 
disposition of a grievance is allowed if: 

 
1.1 the Enrollee requests an extension, or  
1.2 DBH can justify (to the Utah Department of Health upon request) the 

need for additional information  
1.3 DBH states how the extension is in the Enrollee’s interest 

 
2.0 If there has been no Adverse Benefit Determination identified by staff to resolve 

the matter within one week, supervisors will be notified to take on resolution. 
 

3.0 If DBH extends the time frame, and the Enrollee did not request the 
extension, DBH will give the Enrollee written notice of the reason for the 
delay within 2 calendar days.  In addition, reasonable efforts to give the 
member prompt oral notice of the delay will be attempted.   

 
4.0 If DBH does not resolve a Grievance within the required time frame, DBH will 

give the Enrollee an Adverse Benefit Determination letter at the time DBH 
determines the required time frame will not be met. 

 
5.0 By declaring DBH’s failure to provide resolution of the Grievance within the 

required time frame is an Adverse Benefit Determination, the Enrollee may now 
file an Appeal. 

 
 

 

Grievance Policies 

1 of 1 

Time Frames for Grievances 

 

10/2018 

TIME FRAMES FOR 
GRIEVANCES 



 
 
 
 
 
 
 

 

 

POLICY 

DBH will set time frames to expeditiously resolve each Standard Appeal of an Action. 
 

 
PROCEDURES 

1.0 DBH will resolve each Standard Appeal of an Action and provide notice of 
resolution to affected parties, as expeditiously as the enrollee’s health condition 
requires, but no later than 30 calendar days from the day DBH receives the Appeal 
(oral or written).  An additional 14 calendar days may be allowed if:   
 

1.1 The enrollee requests an extension, or  
1.2 DBH shows that there is a need for additional information. 
1.3 DBH states how the delay is in the enrollee’s interest (upon the Utah 

Department of Health’s request).   
 
2.0 DBH will provide the enrollee with a written notice entitled “Notice of Appeal 

Extension” containing the reason for the delay when the extension was initiated by 
DBH and not the enrollee. 

 
3.0 DBH will give the enrollee a notice entitled “Notice of Adverse Action, Appeal 

Resolution, and Right to Medicaid Hearing” if and when DBH determines that the 
required appeal time frame will not be met.   

 
4.0 By declaring DBH’s failure to provide resolution of the appeal within the required 

time frame an action, the enrollee may now file a request for a State Fair Hearing 
as the enrollee has already exhausted DBH’s internal appeals process. The 
enrollee need not go through DBH’s internal appeals process again. 

 
 

TIME FRAMES FOR 
STANDARD APPEAL  
RESOLUTION 
AND 
NOTIFICATION 
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MANAGEMENT 
 
 

 
 
 
POLICY 

 
DBH will admit clients to the least restrictive, most clinically appropriate program/service as defined in the 
PMHP contract. The medical necessity and level of service is determined by the clinical assessment. Changes 
in the level of care will be based on an on-going assessment that substantiates medically necessary treatment, 
and a written treatment plan that is negotiated with the client and that guides treatment.   
 
    
PURPOSE  
 
To provide the mechanism to the consistent application of review criteria for authorization and denial decisions 
for all levels of care, thereby supporting clients to receive the appropriate services in the appropriate level of 
care (LOC). 
 
PROCEDURE 
 
1.0 Procedures to monitor the clinical necessity, appropriateness, and efficacy may include but are not 

limited to examination of electronic medical records for prospective, concurrent and retrospective 
reviews. 
 

2.0 DBH will adopt the written criteria for all levels of care.  
 
3.0 Clients may move from one program/service or level of care to another as is clinically indicated.  

 

3.1 The change in LOC will be reviewed according to established criteria. 
 

4.0 LEVEL 1 – OUTPATIENT 
 
4.1 Therapists may authorize initial, outpatient behavioral healthcare as is consistent with current 

policies and procedures as determined from the information in the assessment and evaluation.  
Continued authorization for on-going treatment or an increase in number or type of service(s) 
provided in this level of care will not be required as long as the documentation supports medical 
necessity. 
 

4.2 To ensure the appropriateness and consistency of utilization management decisions, a 
Utilization Management Team (UMT) will review small team submissions of Utilization Form 
1015 reviews in the bi-weekly Clinical Director’s meeting.   

 
 

 

 

 

5.0 LEVEL 2 – RESIDENTIAL 
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5.1 Authorization for services established in level 2 will be determined by the crisis worker and unit 
director or their designee. 
 

5.2 Mechanisms to ensure consistent application of review criteria: 
5.2.1 Documentation in Credible will support the level of care decision.  

 
5.2.2 Daily reviews for continued medical necessity are conducted by a physician and 

treatment team for the CRU, and by the AMRC Program Supervisor and Crisis Director 
(or their designee) for AMRC. Out of home placements are reviewed weekly by the 
clinical team. 
 

 
6.0 LEVEL3 – INPATIENT HOSPITALIZATION 

 
6.1 To participate in services established in LEVEL 3, the initial authorization for admission will be 

determined by the DBH crisis worker, in consultation with the DBH on-call physician when 
indicated.   

6.2 A hospital-based crisis worker or inpatient facility staff member will also conduct their own 
evaluation to determine whether the client will be admitted to the acute inpatient unit.  

6.3 Continued authorization will be reviewed at predetermined intervals by the DBH Crisis Director 
and designated DBH hospital liaison. 

6.4 Mechanisms to ensure consistent application of review criteria:  
6.4.1 Review, at predetermined times, of hospital status as documented in the 

Appropriateness of Admission Criterion tool as established by the Utah Office of 
Inspector General.  

6.4.2 Evidence will be documented using the DBH “Continued Stay” review forms which are 
scanned into the client’s electronic record.  
 

7.0 SUBCONTRACTED SERVICES 
 
7.1 Initial request regarding need for services is reviewed and approval is determined by the 

Corporate Compliance Officer (CCO) or her designee.   
7.2 For current clients receiving Levels 1 & 2, the review and approval is determined by the client’s 

clinical team.  
7.3 A clinical review by the CCO is conducted when an authorization for continued services is 

received from subcontracted providers.  
7.4 Mechanisms to ensure consistent application of review criteria: 

7.4.1 Review of notes/documentation by CCO from subcontracted providers is conducted 
when a new request for authorization is received.   

7.4.2 Evidence will be available through the Utilization Review (UR) clinical information note 
entered into each client’s electronic record. A UR report is available in Credible, which 
identifies each client who has a UR service entered.  

 
8.0 APPEALS REGARDING A LEVEL OF CARE CHANGE 

 
8.1 All appeals are the responsibility of the Corporate Compliance Officer and follow the Service 

Authorization and Appeal policies.  
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