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Policy 
 
It is the policy of Shiawassee County Community Mental Health Authority (SCCMHA) 
that the Customer Service Representative will forward grievance and appeals to Access 
Alliance of Michigan (AAM) who will implement the Michigan Department of Community 
Health (MDCH) technical requirements for appeals and grievances for the affiliate 
Boards. If SCCMHA handles a grievance and or appeal at the local level the SCCMHA 
Local Dispute Resolution Process procedure will be followed for Medicaid and non-
Medicaid recipients. 
 
It is the policy of SCCMHA to establish and implement a grievance and appeals process 
for resolving applicant/consumer complaints regarding services and supports at a local 
level through the local dispute resolution process if not addressed by AAM. 
 
It is the policy of SCCMHA that grievance and appeals processes will enhance the goal 
of improving the quality of care. 
 
It is the policy of SCCMHA that if at anytime during the grievance and appeals process 
an applicant/consumer needs translator services those services will be provided in 
accordance with SCCMHA's "Service to Consumers with Limited English Proficiency" 
policy. If a consumer requires large print materials, all notices and written 
communication provided to that person will be typed in a font large enough for the 
individual to read. 
 
Purpose 
 
To ensure that all consumers have the right to a fair and efficient process for resolving 
complaints regarding their services and supports managed and/or delivered by 
SCCMHA. 
 
To ensure compliance with the Michigan Mental Health Code, the MDCH/CMHSP 
Managed Care and Supports and Services Contract, and federal law, 42 CFR 434.32. 
 
Application 
 
This policy applies to all consumers of services managed or provided by SCCMHA, all 
staff of the agency, and all contract providers. 
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Definitions 
 
Action:  A decision that adversely impacts a Medicaid beneficiary's claim for services 
due to: 

 
a. Denial or limited authorization of a requested service including the type of level of 

service 
 

b. Reduction, suspension or termination of previously authorized service 
 

c. Denial, in whole or in part, of payment for a service 
 

d. Failure to make a standard authorization decision and provide notice about the 
decision within 14 calendar days from the date of a recipient of a standard 
request for service 
 

e. Failure to make an expedited authorization decision within three (3) working days 
from the date of receipt of a request for expedited service authorization 
 

f. Failure to provide services within 14 calendar days of the start date agreed upon 
during the person centered planning and as authorized by the community mental 
health program 
 

g. Failure of the community mental health program to act within 45 calendar days 
from the date of a request for a standard appeal 

 
h. Failure of the community mental health program to act within three (3) working 

days from the date of a request for an expedited appeal 
 

i. Failure of the community mental health program to provide disposition and notice 
of a local grievance/complaint within 60 calendar days of the date of the request. 

 
For Non-Medical Recipients:  An action occurs when there is a suspension, reduction or 
termination of existing service. 

 
Appeal:  Process to access local dispute resolution process for Medicaid and Non-
Medicaid recipients to request a review of an "action." 
 
Fair Hearing:  Impartial state level review of a Medicaid beneficiary's appeal of an action 
presided over by a DCH Administrative Law Judge.  Also referred to as "Administrative 
Hearing." 

 
Grievance: Medicaid beneficiary's and Non-Medicaid recipient's expression of 
dissatisfaction regarding SCCMHA service issues, other than an action. Possible 
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subjects for grievances include, but are not limited to, quality of care or services 
provided and aspects of interpersonal relationships between a service provider and the 
beneficiary or recipient. 

 
Local Appeal and Grievance Request (LAGR):  Form to initiate a grievance or appeal 
through the local dispute resolution process. 

 
Local Dispute Resolution Committee (LDRC):  The Local Dispute Resolution Committee 
reviews local appeal and grievances and makes a decision on the resolution of an 
appeal and the disposition of a grievance for Medicaid and Non-Medicaid recipients. 
Membership of the LDRC is determined by the Chief Executive Officer (CEO) and will 
vary depending on the appeal or grievance. Membership will always include healthcare 
professionals with the appropriate clinical expertise in treating the recipient's condition 
or disease when the appeal is of a denial based on lack of medical necessity or involves 
other clinical issues. Members will be appropriate staff that were not involved in the 
initial determination of adverse action and were not involved in the service and or 
services with which the grievant expressed dissatisfaction. Membership will also include 
an administrator with the authority to require corrective action. 

 
Local Dispute Resolution Process (LDRP):  Impartial local level review of a Medicaid 
beneficiary or Non-Medicaid recipient's appeal of an action presided over by individuals 
not involved with decision making or previous level of appeal. Impartial local level 
review of a Medicaid beneficiary or Non-Medicaid recipient's grievance expression of 
dissatisfaction about SCCMHA service issues other than an action. 

 
Recipient Rights Complaint:  Written or verbal statement by a consumer, or anyone 
acting on behalf of the consumer, alleging a violation of a Michigan Mental Health Code 
protected right cited in Chapter 7, which is resolved through the processes established 
in Chapter 7A. 
 
Standards 
 
1. The grievance and appeals processes of the SCCMHA will be: 

 
a. Timely 
 
b. Fair to all parties 
 
c. Administrative simple 
 
d. Objective and credible 
 
e. Accessible and understandable to recipients and providers 
 
f. Cost and resource efficient 
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g. Subject to quality improvement review 

 
2. The design of the grievance and appeals processes and their application will be 

such as to ensure non-interference between recipients and their service 
provider(s). 

 
3. Service providers who participate in a grievance and appeal process on behalf of 

consumers will be free from discrimination or retaliation. 
 
4. Consumers who file a grievance will be free from discrimination or retaliation. 
 
5. All recipients of or applicants for public mental health services will receive a written 

notice of their rights and an explanation of the grievance and appeal processes. 
 
6. The person reviewing the grievance/appeal will not be the same person involved in 

making the initial decision that is the subject of the grievance/appeal. If the 
grievance/appeal involves clinical issues or issues of medical necessity, the 
reviewer will be a professional who has the appropriate clinical expertise in treating 
the recipient's condition. 

 
7. Although it is preferred that grievances/appeals be resolved at the level closest to 

service delivery, all grievance/appeals processes for which they are eligible will be 
available to applicants/recipients simultaneously or sequentially. The exception is 
that the Local Dispute Resolution process must be utilized by non-Medicaid 
recipients before accessing the DCH Alternative Dispute Resolution Process. 

 
8. Applicants/recipients will be provided with written notification of dispute resolution 

decisions and subsequent avenues available if they are not satisfied with the 
result. 

 
9. The Grievance and Appeals Officer will assist applicants/recipients or their legal 

representatives to access all grievance and appeal processes for which they are 
eligible. The Grievance and Appeal Officer will maintain a log of second opinion 
requests, Family Support Subsidy appeals, Local Dispute Resolution Committee 
requests (appeals and grievances) and DCH Alternative Dispute Resolution 
requests. The Medicaid Fair Hearing Officer will maintain a log of all Medicaid Fair 
Hearing requests. 

 
10. Quarterly reports of grievances/appeals will be provided to the Performance 

Improvement program and to AAM. 
 
11. A recipient may file a recipient rights complaint pursuant to Chapter 7 and 7A of 

the Michigan Mental health Code without first exhausting the grievance or 
alternative dispute resolution processes. An individual receiving mental health 
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services and supports may pursue his/her complaint within multiple options 
simultaneously. 

 
12. Local Dispute and Grievance Resolution Process 

 
a. The purpose of the Local Dispute Resolution Process (LDRP) is to provide a 

mechanism for addressing decisions by SCCMHA and/or its provider networks 
which have an impact on the consumer's access to or satisfaction with services 
and supports. 
 

b. The local LDRP may not supplant or replace a Medicaid beneficiary's right to 
file a fair hearing request with the Michigan Department of Community Health 
which may occur simultaneously. It may not supplant or replace any recipient's 
right to file a recipient rights complaint as protected by the Michigan Mental 
Health Code. 
 

c. The LDRP will be administered through the Office of Recipient Rights 
Grievance and Appeals Officer. 
 

d. A recipient will be informed about the LDRP when services are initiated, at any 
time during the course of service when dissatisfaction with services is 
expressed, or when a change in service occurs. 

 
i. The recipient will be offered a "Local Grievance or Appeal Request" form 

(LGAR) by any staff person or provider when the recipient indicates his/her 
intent to file a complaint. Assistance in completing the complaint will be 
offered and provided at the recipient's request. 
 

ii. The recipient may directly contact the Grievance and Appeals Officer to file 
a complaint. The Grievance and Appeals Officer will offer to assist the 
recipient in completing the LGAR form and will provide assistance if 
assistance is requested. 

 
e. The LGAR form will be received by the Grievance and Appeals Officer within 24 

working hours of its being completed by the recipient. The Grievance and 
Appeals Officer will maintain a log of all LDRP appeals and grievances 
received. 

 
f. The Grievance and Appeals Officer will forward the LGAR form to the CEO or 

his/her designee(s). The CEO will assign resolution of the grievance or appeal 
to the Local Dispute Resolution Committee (LDRC). Membership of the LDRC 
will be determined by the CEO and will vary depending on the appeal. 
Membership will always include healthcare professionals with the appropriate 
clinical expertise in treating the recipient's condition or disease when the appeal 
is of a denial based on lack of medical necessity or involves other clinical 
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issues and who were not involved in the initial determination of adverse action. 
Membership will also include an administrator with the authority to require 
corrective action. The person or persons reviewing the grievance or appeal 
may not be the person or persons who made the initial decision that is the 
subject of the local appeal or grievance. 

 
g. If access to psychiatric inpatient services is denied the individual or if a minor, 

his/her parent or guardian, will be informed of his/her right to a second 
opinion and his/her rights to file an appeal through the LDRP process. When 
an Individual denied hospitalization requests a second opinion the procedures 
established by the Michigan Mental Health Code Sections 409(4), 498e(4) 
and 498h(5) for reaching a determination will be followed. 
 
In the event that a physician, licensed psychologist, registered professional 
nurse, master's level social worker, or master's level psychologist external to 
SCCMHA attests orally or in writing that the individual (applicant or currant 
recipient) meets the definition of an emergency situation as defined in Section 
100a(23)(a) or (c) of the Mental Health Code, SCCMHA will assess the 
individual to determine if the individual meets the inpatient admission 
certification criteria, as defined in the MDCH Service Selection Guidelines. If  
psychiatric inpatient services are denied the individual, his/her guardian, or 
his/her parent in the case of a minor child will be informed of his/her right to a 
second opinion as defined by the Michigan Mental Health Code and his/her 
right to further contest an unfavorable second opinion through the LDRP with 
the LDRC decision to be reached within three (3) business days. 
 
If SCCMHA does not recommend hospitalization and an alternative service 
requested by the individual, his/her guardian or his/her parent are denied, 
SCCMHA will inform the individual, his/her guardian, or in the case of minor 
his/her parent of his/her ability to access the LDRP. The LDRC decision for 
these persons must be reached within 3 business days. 
 
The Grievance and Appeals Officer will communicate the decision of the 
LDRC and inform the individual, his/her guardian, or his/her parents of a 
minor child of his/her right to access the MDCH Alternative Dispute 
Resolution Process. 
 

h. When an initial applicant for SCCMHA services is denied such services, 
SCCMHA will inform the individual, his/her guardian, or in the case of a minor 
his/her parents of his/her right to a second opinion. If the applicant or his/her 
guardian requests a second opinion, the procedures established by the 
Michigan Mental Health Code, Section 705 will be followed. 
 

i. Timeframes for Resolving Medicaid Appeals and Grievances: 
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i. An expedited resolution process will be used for any appeal 
concerning denial, reduction, suspension, or termination of services 
and/or supports. 
 

1. If an emergency situation exists that would seriously jeopardize 
the recipient's life, health or safety as defined by the Michigan 
Mental Health Code and results in the filing of an appeal the 
appeals will be reviewed by the LDRC and a written 
determination completed within three (3) business days 
following the receipt of the appeal. 
 

2. Situations involving initial denial of access for service resulting 
in the filing of an appeal will be resolved in three (3) business 
days. 
 

3. All appeals other than emergency situations concerning denial, 
reduction, suspension, or termination of services and/or 
supports will be resolved in forty-five (45) business days. 
 

ii. For any Medicaid grievance other than those concerning denial, 
resolution, suspension, or termination of services and/or supports 
resolution will be reached within sixty (60) calendar days. 
 

j. The Grievance and Appeals Officer will provide the appellant and the grievant 
with written notification of the appeal or grievance decision and subsequent 
avenues to the individual if he/she is not satisfied with the decision. These 
avenues include: 
 

i. The right of a Medicaid beneficiary to request a fair hearing. 
 

ii. The right of individuals without Medicaid coverage to have access to 
the Michigan Department of Community Health Alternative Dispute 
Resolution process after exhausting local procedures. 
 

iii. The right of all recipients or their guardians, parent(s) of a minor child 
to file a complaint with the Recipient Rights Office alleging a violation 
of the recipient's right to treatment suited to his/her condition. 

 
k. Medicaid Beneficiaries: 

 
Advance notice must be mailed twelve (12) days before the intended action 
takes effect. Within forty-five (45) days of receipt of the advance notice of 
adverse action the applicant or recipient or his/her legal representative may 
file a LGAR through the Local Dispute Resolution process. The Grievance 
and Appeals Officer will: 



Section:  Recipient Rights  Page 8 of 17 
Policy Number:  24 
Subject:   Grievance and Appeal Process 
 

 
i. Log receipt of the appeal for reporting to SCCMHA's Performance 

Improvement program. 
 

ii. Advise the individual, guardian, or in the case of a minor, the parent 
that he/she may file a request for MDCH fair hearing in lieu of or in 
addition to the appeal. Information will include the process for filing the 
request for a hearing, an offer of assistance in filing the request and an 
explanation of time frames and circumstances under which services 
will be continued pending the hearing decision. 
 

iii. Submit the appeal to the CEO or his/her designee for assignment to 
the Local Dispute Resolution Committee (includes an administrator 
with the authority to require corrective action), all of whom were not 
involved in the initial determination to deny, suspend, terminate, or 
reduce the service. 
 

iv. Facilitate resolution of the appeal within forty-five (45) days of receipt. 
 

v. Assure an expedited review of an appeal involving an emergency 
situation where the standard forty-five (45) day time frame would 
seriously jeopardize the health or life of the individual. Such a review 
will be completed within three (3) working days. 
 

Within the expedited three (3) day or the standard forty-five (45) day time 
frame the Grievance and Appeals Officer will provide the individual, guardian, 
or parent of a minor child or his/her legal representative written notification of 
the decision in regard to the appeal. Notice will also include: 
 

i. An explanation of the individual, guardian, or parent of a minor child 
or his/her legal representative's right to request a MDCH fair hearing 
and an offer of assistance in filing the request 
 

ii. An explanation of and an offer of assistance in the processes for 
withdrawing any request for MDCH fair hearing should the individual, 
guardian, or parent of a minor child be satisfied with the resolution of 
the appeal if a fair hearing was filed simultaneously. 

 
l. The Performance Improvement program of SCCMHA will receive quarterly 

reports of grievances and appeals filed and their resolution. Data derived from 
these reports will be incorporated into the performance improvement process 
of the agency. 
 

m. Appeal records will be made available to the Michigan Department of 
Community Health for review upon request. 
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13. Recipient Rights requirements regarding the denial of service 

 
a. Denial of hospitalization 

 
i. If an individual is denied authorization for hospitalization as a result of pre-

admission screening performed by SCCMHA, the individual, his/her 
guardian, or his/her parent in the case of a minor child may request a 
second opinion from the CEO. The denial of authorization will be 
communicated in writing. 
 
The request for the second opinion will be processed in compliance with 
Sections 409(4), 498e(4) and 498h(5) of the Mental Health Code and 
completed within three (3) days excluding Sundays and legal holidays 
after the CEO receives the request. 
 

ii. If the conclusion of the second opinion is different from the conclusion of 
the original pre-admission screening, the CEO in conjunction with the 
Medical Director will make a decision based upon all clinical information 
available within one (1) business day. This decision will be communicated 
in writing to the individual requesting the second opinion.  
 

iii. If the request for a second opinion is denied, the individual or someone on 
his/her behalf may file a recipient rights complaint with the SCCMHA's 
Recipient Rights Officer. The individual requesting the second opinion will 
be informed of his/her right to file a recipient rights complaint in the written 
communication containing the denial. 
 

iv. If the initial request for inpatient admission is denied and the individual is a 
current recipient of other SCCMHA services, the individual or someone on 
his/her behalf may file a recipient rights complaint alleging a violation of 
his/her right to treatment suited to condition. 
 

v. If the second opinion determines that the individual is not clinically suitable 
for hospitalization and the individual is a current recipient of other 
SCCMHA services and a recipient rights complaint has not been filed 
previously on behalf of the individual or someone on his/her behalf may 
file a complaint with the SCCMHA for processing under Chapter 7A of the 
Mental Health Code. 

 
b. Denial of access to SCCMHA services 

 
i. If an initial applicant for SCCMHA services is denied services, the 

applicant or his/her guardian, or the applicant's parent in the case of a 
minor will be informed of their right to request a second opinion from the 
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CEO. The request will be processed in compliance with Section 705 of the 
Mental Health Code and must be resolved within five (5) business days. 

 
ii. The applicant may not file a recipient rights complaint for denial of 

services suited to condition as he/she does not have standing as a 
recipient of mental health services. He/she may, however, file a rights 
complaint if the request for a second opinion is denied. 

 
c. Denial of family support subsidy 

 
i. Pursuant to Section 159(3) of the Mental Health Code, if an application for 

a family support subsidy is denied or a family support subsidy is 
terminated the parent or legal guardian of the affected eligible minor may 
demand in writing a hearing by SCCMHA within two (2) months of the 
notice of denial or termination. The hearing will be conducted in the same 
manner as provided for contested case hearings under chapter 4 of the 
administrative procedures act of 1969, Act No. 306 of the Public Acts of 
1969, being sections 24.271 to 24.287 of the Michigan Complied Laws. 

 
ii. Copies of blank application forms, parent report forms, the forms for 

changed family circumstances, and appeal forms will be available from the 
Recipient Rights Officer. Families may be asked to write a letter to 
SCCMHA requesting an appeal hearing in lieu of a standardized form. 

 
iii. The CEO or designee will review an application and approve or deny the 

application within ten (10) business days and will provide written notice to 
the applicant of the action and of the opportunity to administratively appeal 
the decision if the decision is to deny the application. If the denial is due to 
insufficient information on the application form or the required 
attachments, the respondent will identify the insufficiency. 

 
14.  Medicaid Fair Hearing Requirements 

 
a. Access to the fair hearing process applies to all Medicaid beneficiaries 

including those enrolled in the Habilitation and the Supports Waiver for 
persons with developmental disabilities and the Children's Waiver. 
 

b. Medicaid beneficiaries will be told of their right to an administrative hearing if 
at any time when an adverse action is taken regarding reduction, suspension 
or termination of services. 
 

c. Duty to Provide Notice of Action 
 

i. Medicaid beneficiaries will receive notice of their ability to request a 
hearing with the Michigan Department of Community Health. A 
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Medicaid beneficiary has 90 days from the date of the action notice to 
make a request for fair hearing. Medicaid beneficiaries can request a 
local appeal or State Fair Hearing for the following actions: 
 

1. Reduction, suspension or termination of previously authorized 
services 
 

2. Denial or limit in authorization of a requested service including 
the type or level of service 
 

3. Denial, in whole or in part, of payment for service 
 

4. Failure to make a standard authorization decision and provide 
notice about the decision within 14 calendar days from the date 
of receipt of a standard request for service 
 

5. Failure to make an expedited authorization decision within 3 
working days from the date of receipt of a request for expedited 
service authorization 
 

6. Failure to provide services within 14 calendar days of the start 
date agreed upon during the person centered planning and as 
authorized 
 

7. Failure to act within 45 calendar days from the date of a request 
for a standard appeal 
 

8. Failure to act within 3 working days from the date of a request 
for an expedited appeal  

 
9. Failure to provide disposition and notice of a local 

grievance/complaint within 60 calendar days of the date of the 
request. 
 

Adequate Notice:  Required whenever treatment decisions are made to 
deny Medicaid covered services or whenever the plan of care is 
developed or modified through the person centered planning process. 
 

1. Adequate notice will be in writing and include: 
 
a. A statement of what action is being taken  

 
b. The reason for the action 

 
c. The legal basis  
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d. An explanation of the individual's right to request a hearing. 

 
2. Adequate notice is not required to be made in advance of the 

action and does not provide the individual with a guarantee of 
continuing services. 
 

Medicaid beneficiaries are provided with written adequate notice of 
action regarding authorization of service as follows: 
 

1. At the time of the decision to deny payment for a service (on the 
same date the action takes effect) 
 

2. At the time of the signing of the individual plan of 
services/supports 
 

3. Within 14 calendar days of the request for a standard service 
authorization if the decision will deny or limit services 
 

4. Within 3 working days of the request for an expedited service 
authorization if the decision will deny or limit services 
 

ii. Advance Notice: Notice of an adverse action which is required 
whenever a decision is made outside the plan of service or person 
centered planning process to suspend, reduce, or terminate an existing 
Medicaid service as defined through the plan of service. 
 

1. Advance Notice is not required if a treating professional 
(professionals who are licensed or certified in the state of 
Michigan in a human services field typically associated with 
mental health or development disabilities service) decides that a 
particular mental health service is not needed. 
 

2. Whenever services are denied, suspended, reduced, or 
terminated as a result of a utilization review function the agency 
must issue an advance notice of adverse action to the affected 
beneficiary. 
 

3. Advance Notice of adverse action must be mailed at least 
twelve (12) calendar days before the date of the action except 
under the following conditions which required advance notice be 
mailed not later than the date of the action: 
 

a. There is factual information confirming the death of the 
recipient. 
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b. The recipient or his/her legal representative provides a 

clear, signed, written statement that the recipient no 
longer wishes services or gives information that requires 
termination or reduction of services and indicates that the 
recipient understands that this must be the result of 
supplying the information. 
 

c. The recipient has been admitted to an institution where 
he/she is ineligible under Medicaid for further services. 
 

d. The recipient's whereabouts are unknown and the post 
office returns SCCMHA's mail directed to him/her 
indicating no forwarding address. 
 

e. It is established by fact that the recipient has been 
accepted for Medicaid by another CMHSP. 
 

f. A change in the level of medical care is prescribed by the 
recipient's physician. 
 

4. Advance Notice of adverse Action must include the following: 
 

a. A statement of what action SCCMHA intends to take 
 

b. The reasons for the intended action 
 

c. The specific justification that supports or the change in 
Federal or State law that requires the action. Basically 
legal authority 42 CF 440.230(d). 
 

d. An explanation of: 
 

i. The SCCMHA local dispute resolution process 
and instructions for filing an appeal 
 

ii. The recipient's right to request a MDCH fair 
hearing and the instructions for doing it 
 

iii. In cases of an action based on a change in law the 
circumstances under which a hearing will be 
granted. 
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e. An explanation of under which circumstances an 
expedited resolution can be requested and instructions 
for doing it. 
 

f. An explanation that the beneficiary may represent 
him/herself or use legal counsel, a relative, a friend or 
other authorized spokesperson. 
 

g. The circumstances under which service will be continued 
pending resolution of the local appeal and how to request 
benefits be continued. 
 

h. An explanation of the circumstances under which the 
Medicaid covered service(s) is to be continued pending 
the hearing process. 
 

i. The circumstances under which the beneficiary may be 
required to pay the costs of these services. 
 

5. A Medicaid beneficiary must file within 45 days of the date of the 
advance notice. The Medicaid beneficiary will receive a written 
acknowledgement letter of his/her appeal. 
 

6. Maintaining services and supports: 
 
If SCCMHA mails the advance notice of adverse action as 
required and the recipient or his/her legal guardian 
representative request a MDCH hearing before the date of 
action in lieu of or in addition to filing an appeal, SCCMHA may 
not terminate or reduce services until a decision is rendered 
after the hearing. 
 
SCCMHA must continue Medicaid services previously 
authorized while the local appeal and/or State fair hearing is 
pending if: 
 

a. The beneficiary specifically requests to have the services 
continued.  
 

b. The beneficiary or provider files the appeal timely. 
 

c. The appeal involves the termination, suspension, or 
reduction or a previously authorized course of treatment. 
 

d. The services were ordered by an authorized provider. 
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e. The original period covered by the original authorization 

has not expired. 
 

When SCCMHA continues or reinstates the beneficiary's 
services while the appeal is pending the services must be 
continued until one of the following occurs: 
 

a. The beneficiary withdraws the appeal. 
 

b. Twelve (12) calendar days pass after SCCMHA mails the 
Resolution Notice of the appeal against the beneficiary 
unless the beneficiary, with the 12 day timeframe, has 
requested a State fair hearing with continuation of 
services until a State fair hearing decision is reached. 
 

c. A State fair hearing office issues a decision adverse to 
the beneficiary. 
 

d. The time period or service limits of the previously 
authorized service has been met. 
 

If SCCMHA's action is sustained by the hearing decision 
SCCMHA may seek reimbursement from the recipient for the 
cost of any services provided to the recipient during the period 
of time the appeal was pending up to the individual's ability to 
pay as determined by the Michigan Mental Health Code. 
 

d. In addition to the fair hearing process above regarding the denial, suspension, 
reduction, or termination of services for which an advance notice of adverse 
action is required for all Medicaid recipients, persons enrolled in the 
habilitation/supports waiver must receive notice regarding other adverse 
actions including the denial of the provider or services of choice. 
 

15. Non-Medicaid Recipients; processes for suspensions, reduction, or termination of 
services 

 
a. Whenever an existing service or support of existing services are to be 

suspended, terminated or reduced as a result of the utilization review 
function, SCCMHA will inform the individual in writing of the change at least 
ten (10) business days prior to the effective date of the action. The notice will 
include: 
 

i. A statement of what action will be taken 
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ii. The reasons for the intended action 
 

iii. The specific justification for the intended action 
 

iv. An explanation of the LDRP 
 

Actions taken as a result of the person centered planning process or those 
ordered by a physician are not considered an adverse action. 
 

b. In the event that the individual uses the LDRP or the second opinion 
processes as described above, SCCMHA will communicate in writing the 
outcome of that process to the individual. That communication will include 
notification to the individual of his/her ability to request access to the MDCH 
Alternative Dispute Resolution Process. 
 

c. Access to the MDCH process does not require agreement by both parties, but 
may be initiated solely by the consumer. 
 
The individual has ten (10) days from the written notice of the LDRP outcome 
within which to request access to the MDCH Alternative Dispute Resolution 
Process. 

 
References 
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   42CFR440.230 
       Balanced Budget Act 
       DCH Medical Services Administration (MSA) Bulletin: Medicaid Eligibility 
   Manual - Beneficiary Hearings 
        DCH Master Contract Attachments - 3.4.1.1 Person Centered Planning Best  
  Practice Guideline; 3.3.1 Medical Necessity Criteria; P6.3.2.1 Appeal and  
  Grievance Technical Requirement, C6.3.2.1 CMHSP Local Dispute  
  Resolution Process 



Section:  Recipient Rights  Page 17 of 17 
Policy Number:  24 
Subject:   Grievance and Appeal Process 
 
       Family Support Subsidy Act, Public Act 249 of 1983, as amended 
       Administrative Procedures Act of 1969, Public Act 306 of 1969,  
  Sec. 24.271-24.287 
       MDCH Administrative Rules 
        MDCH Policy Hearing Authority Decision #01-0358CMH, and subsequent  
  MDCH clarifications 
        MDCH, General Administration, Administrative Hearings - Policy and  
  Procedure, pp.1-56 
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