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To assist the Department of Managed Health Care (DMHC) in resolving your child’s complaint, please have your child’s health care provider answer the questions below.  Please mail, fax, or email this form back to the DMHC Help Center attorney working on your case at the address or fax number listed above.  If more space is needed to answer the questions, please attach an additional page.  If you or your child’s health care provider has any questions, please call the DMHC Help Center attorney at the number listed above.
1.  Please confirm the patient’s diagnosis and level of deficits.



















































































2. Please provide a detailed treatment plan that identifies the medically necessary services that are required to treat the patient’s condition/deficits and the benefits/improvement that these services are anticipated to achieve. Please identify the intensity and length of time for each recommended service. 




















































































































































Child Name: 




DMHC Complaint No.: 



3.  Please identify the type of provider you are recommending to perform each service.



































































































































4. If you are recommending that the services be provided by a health care professional licensed under the California Business and Professions Code, which also may be provided by an unlicensed individual, please explain what it is about the patient’s condition that requires this higher level of care. [Please note that individuals who hold voluntary or independent certifications are not licensed under the California Business and Professions Code.]
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