\ SONOMA COUNTY
Q DEPARTMENT OF HEALTH SERVICES

BEHAVIORAL HEALTH DIVISION: MENTAL HEALTH SERVICES

CHANGE OF PROVIDER REQUEST

Return completed form to the receptionist, or

Mail to:
Grievance Coordinator
2227 Capricorn Way, Suite 207
Santa Rosa CA 95407-5419

Phone: 707-565-7895/1-800-870-8786
TTY: 711

CLIENT RIGHTS

As a client of Sonoma County Behavioral Health (SCBH), you are entitled to:

e Be treated with dignity, respect and the utmost consideration for your privacy;
e Services provided in a safe environment;
e Request free interpreter services;

e Receive information on treatment options and alternatives, presented in a language and format
you can understand;

e Request a change of provider, a second opinion, or a change in level of care;
e Participate in decisions regarding your health care, including the right to refuse treatment;

e Request and receive a copy of your medical records upon request (costs may apply) and ask that
they be amended;

e Authorize a person to act on your behalf during the grievance, appeals or State Hearing process;

e Be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience or retaliation;

e File a grievance, and SCBH clients with Medi-cal can file an appeal, expedited appeal, or a
request for a State Hearing without retaliation.

2227 Capricorn Way, Suite 207 Santa Rosa, CA 95407 . phone (707) 565-4850 . fax (707) 565-4892



Sonoma County Department of Health Services - Behavioral Health Division: Mental Health Services
CHANGE OF PROVIDER REQUEST

To request a change in your current provider, return this completed form to the receptionist, your case
manager, or mail to: Grievance Coordinator 2227 Capricorn Way, Suite 207 Santa Rosa, CA 95407-5419. Every
effort will be made to accommodate your request. You will receive a decision within 10 business days from
receipt of the request. Sonoma County Behavioral Health cannot guarantee that your provider will be
changed. If you need assistance with completing this form you may ask any Behavioral Health staff or call
707-565-7895.

Date: Service Location: Provider Name:

Client Name: Birth Date:

Address: City: State: Zip Code:

Phone Number ( ) Email:

Best Time(s) to Call: Contact Preference: L1Phone [lEmail [Mail

Please select the reason(s) for requesting a change:

ITime/Schedule Change [IMore Compatible Personality CINot Helpful

[ILocation Change CIMore Culturally Sensitive Cinsensitive/Unsympathetic
[ILanguage Preference [ITreatment Concerns LINot Professional

[IGender Preference [IMedication Concerns [IDoesn’t Listen

[JAge Preference [LINot Receptive to Concerns 11 do not want to give a
LIFormat Preference [IDelay/Lack of Response reason
(telehealth/in-person) ClLack of Trust 1 Other

Please describe the reason(s) for requesting the change:

How many times has the client seen the current provider? [11 time [2-3times [dMore than 3 times
Has the concern been discussed with the current provider? [Yes [INo

Signature of Person making request: LISelf [CIParent [dGuardian

Phone Number of person making request if not client:

MHS 109 (07-22)



Sonoma County Department of Health Services - Behavioral Health Division: Mental Health Services
CHANGE OF PROVIDER REQUEST

RECEIPT OF CHANGE OF PROVIDER REQUEST (FOR MENTAL HEALTH PLAN USE ONLY)

To be completed by receiving staff:

Received by: Date: Program Name:

To be completed by Program Manager/Specialist (PM/Spc):

PM/Spc Name: Date received by PM/Spc: Decision: C1Approved [1Denied

Reason for Decision:

Next Appointment Date & Time: New Provider Name (if applicable):

Date Communicated to Client: Date Communicated to Impacted Providers:

MHS 109 (07-22)



LANGUAGE ASSISTANCE

English
ATTENTION: If you speak another language, language assistance services, free of charge, are

available to you. Call 24/7 toll-free 1-800-870-8786 toll free number or 707-565-6900 (TTY: 1-800-
735-2929 or 711).

ATTENTION: Auxiliary aids and services, including but not limited to large print documents and
alternative formats, are available to you free of charge upon request. Call 707-565-6900 or 1-800-
870-8786 (TTY: 1-800-735-2929 or 711).

Espaiiol (Spanish)
ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica.
Llame al 7-800-870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or 711).

Tiéng Viét (Vietnamese)
CHU Y: Neéu ban ndéi Tiéng Viét, cé cac dich vu hé tro ngdn nglr mién phi danh cho ban. Goi so 7-
800-870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or 711).

Tagalog (Tagalog — Filipino)

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 7-800-870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or
711).

2t 0] (Korean)
TO|: SHLO{E ALESIAlE E 2, A0 XY MH|AE RE2 0| 88tA 5= S LICE 1-800-870-8786
or 707-565-6900 (TTY: 1-800-735-2929 or 711) HO 2 M3ls| FAUA| 2.

B3 (Chinese)

AR ARG T LR BIERSE SRR - SREER 1-800-870-8786 or 707-565-
6900 (TTY: 1-800-735-2929 or 711) »

Swjbntu (Armenian)

NFSUNCNFE@3NFLY Grb hununwd Gp hwytpbl, wwyw é6gq wuddwp Ywnnn U tnpwdwnpyb)
(Gaqwywu wowygnipjwl swnwnipyntblutp: Qwuqwhwntp 7-800-870-8786 or 707-565-6900 (TTY:
1-800-735-2929 or 711).

Pycckui (Russian)
BHMMAHWE: Ecnu Bbl roBopuTe Ha pyCCKOM 53blKe, TO BaM AOCTYMHbI 6ecnnaTtHble ycrnyru
nepesoga. 3BoHuTe 71-800-870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or 711).




4 (Farsi)
Lad 5l OB @)y emn S ) Oagad (1S e SIS )l gy 4 S Aa
250 i 1-800-870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or 711) & .28 (o= a8l i

HAEE (Japanese)
AEREE: BRBFHEINDGES., BHOESEXEX BV TET, 1-800-870-8786 or 707-
565-6900 (TTY: 1-800-735-2929 or 711) £ T. HBEEICT TEEK &L,

Hmoob (Hmong)

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-800-870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or 711).

Ydrst (Punjabi)
s fe -1 3At YAt 9%e 3 31 g f&g Ages AeT 3973 Bet He3 Busau J1 1-800-870-8786 or
707-565-6900 (TTY: 1-800-735-2929 or 711) 3 A& |

iy 2 (Arabic)
1-800-870-8786 0r 707-565- i doal avally &l il 55 2 sl B2 lusal) last (ofd Aall SH Caanti i€ 1Y -4k sale

1-800-735-2929 or 711 18 5 auall Cila 28 5) 6900

& (Hindi)
o[ < I 3y fE) aerd € ot 3iues o gud & 1T JeTadr QaTd SUas § | [71-800-870-8786 or 707-
565-6900 (TTY: 1-800-735-2929 or 711) R BId PR |

A g (Thai)

Fou: dhaswan nuasaunsalgusmsthowmdavnensn lews Tus 7-800-870-8786 or 707-565-6900
(TTY: 1-800-735-2929 or 711).

i2i(Cambodian)
Uhg: M1 SSMERSUNW MaANT8  IhSSWUSSAM INWESAN; S

AMRGEISIN O 01 HI1O SHY G § 106 1-800-870-8786 or 707-565-6900
(TTY: 1-800-735-2929 or 711)

WIY9290 (Lao)
t0g90: 12199 BIE” MWIFI 299, MWL 3 NIVFOBCHLBAIVWIFI, L0eD &¢I 38 9,
e LB W oule v an. s 1-800-870-8786 or 707-565-6900 (TTY: 1-800-735-2929 or 711).
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