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M E M B E R G R I E V A N C E F O R M * 

Member Name Alliance Member ID # 

Address Street City Zip 

Day Telephone Number Alternate Telephone Number Date of Birth 

Name of Person Filing Grievance (if not the same person as above) Telephone Number 

Where Incident Occurred Date Incident Occurred 

Please describe the problem you had. 

How have you tried to resolve this problem? 
(attach extra pages if needed) 

What do you think is a good solution to your problem? 

Signature Date 

http://www.hmohelp.ca.gov





All Medi-Cal Members

Healthy Families Program Members

Los Angeles County Medi-Cal Members

All Anthem Blue Cross Members





 

 

 

 

 

 
 

 
 
 
 

 

 
 



 

 
 

 

 
 





 
 
 

 
 
 
 

 
 

 

 



 

 





 

 

 

 

 

 

 

 

 

 

 

 

 

 





 

 

 

 

 













 
   

 







No signature is required for NMT

Additional verification information needed for approval.
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Please ref er  m em bers  w ith th e foll owin g  n eeds  t o assi gn ed cli n ic  SPOC’s/PCP:







https://www.dds.ca.gov/services/early-start/what-is-early-start/
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Hysterectomy – Informed Consent

 

 

Consent Form 

Treatment Authorization Request







Principal Diagnosis Code

Hysterectomy – Informed Consent

Remarks
Additional Claim Information

Remarks
Additional Claim Information



Sterilization

 

 

 

Figure 1
 Sterilization

Figure 1.
 

 
 
 

Remarks Additional claim
Information



 

 

Anesthesia



Figure 1.



(doctor or clinic)

(Name of procedure)

(Name of Individual to be sterilized)

(Name of procedure)

                                                                             Date:               /             /               
Signature of person obtaining consent                                               Mo          Day            Yr

Name of Facility where patient was counseled

/ /

Mo Day Yr

Last

First M. I.

(Doctor’s name)

(Name of procedure)

Date: / /
Signature of individual to be sterilized                                                    Mo           Day        Yr

Date: / /
Signature of Interpreter                                                                               Mo         Day       Yr



Address of Facility where patient was counseled City State Zip Code

(Name of individual to be sterilized)

/ / (Date of Sterilization),
Mo Day Yr

(Name of procedure) / /

Mo    Day   Yr

/ /
Mo Day Yr

Date: / /
Signature of Physician performing surgery Mo Day Yr



(doctor o clinica)

(Nombre del procedimiento)

/ /
Mes Día Año

Apellido

Nombre                                                                                                                                                                          I.

(Nombre del Doctor)

(Nombre del procedimiento)

Fecha: / /

Firma de la persona a se esterilizada                                                    Mes          Día        Año

(Nombre de la persona a ser esterilizada)

(Nombre del procedimiento)

Fecha: / /
Firma de quien recibe el consentimiento                                            Mes          Día          Año

Nombre del lugar donde el paciente recibió la información

Dirección del lugar donde el paciente recibió la información     Ciudad     Estado      Código Postal

(Nombre de la persona a ser esterilizada)

        /         /         (Fecha de esterilización),
Mes Día Año

(Nombre del procedimiento)

/ /
Mes Día Año

        /        /         
Mes Día Año

Fecha: / /
Firma del intérprete Mes Día Año

Fecha: / /
Firma del Doctor a cargo de la cirugía Mes Día Año







PM-330 Sterilization Consent Form 
Tips & Reminders for Successful Billing 

Consent Form







Attachment A

FEE-FOR-SERVICE SCHEDULE
The lower of the following fees or actual charges, minus the member’s co-payments if applicable. 
Consistent with 1375.4.1(b) of California Health and Safety Code, detailed payment policies, rules, non-standard coding methodology, 
and fee schedule for contracted providers is available in electronic format. 

CHCN Obstetrical (OB) Fee-For Service Payment Schedule
Service Provided CPT-4 Code

Initial Visit
Initial Visit 99205
Initial Visit if patient is transferred in 99204

Antepartum Care
Established Patient, minimal (5 minutes) 99211
Established Patient, moderate (10minutes) 99212
Established Patient, low-moderate (15 minutes) 99213
Established Patient, moderate-severe (25 minutes) 99214
Established Patient, moderate-high (40 minutes) 99215

Delivery Only (Does not include Antepartum or Postpartum Care)
Vaginal Delivery 59409
Cesarean Delivery 59514
VBAC Delivery 59612
Cesarean Delivery after VBAC Attempt 59620

Postpartum Office Visit
Postpartum Office Visit between 21-56 days 
(One visit may be billed/paid) Z1038

The following CLIA-waived laboratory services are reimbursable at the following rates when performed in the provider’s office. All other 
laboratory services not listed must be referred to Quest/Unilab, Community Health Center Network’s contracted lab. 

Laboratory Reimbursement Schedule

Description CPT 
Codes Description CPT 

Codes
UA dips w/ or w/out micro 81000 Glucose Blood Test 82962 
Urinalysis, non-auto w/o scope 81002 Assay of Lead 83655 
Urinalysis, auto, w/o scope 81003 Natriuretic Peptide 83880 
Urinalysis; qual or semi-quan 81005 Spun, Microhematocrit 85013 
Urine Screen for Bacteria 81007 Hematocrit 85014 

UA micro only 81015 Hemoglobin, 
Colorimetric 85018 

Urine Pregnancy Test 81025 INR, finger stick 85610 

Test for Blood, Feces 82270 Wet mount (provider 
only) 87210 

Glucose, finger stick 82947 Strep screen 87430 
Glucose Test 82950 Automated Hemogram 85025 
Glucose Tolerance Test (GTT) 82951 TB Test 86580 
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(Note: Must be original signature  in black or blue ink.)









 

 

 

 

 

 

 



        
        
        
        
        
        
        
        
        

        
        
        
        
        



 

        
        
        





 
 
 
 

 
 
 
 
 
 
 






