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因管理式护理被拒绝⽽申请举⾏州听证会 (STATE HEARING) 的表格 
 

䖻⺎♔鵠鲋䦪䣒♔┖榾陚金姳╞车䃸⻤阾⚢1-800-743-8525。TDD 榫䢓，陴䦪䣒  

1-800-952-8349。䖻鲸⺎♔鵠鲋♔┖亡䌋榼陴╞车⻤阾⚢  
 

• 䖻⺎♔㏇篪榼陴╞车⻤阾⚢粠㏥WWW.CDSS.CA.GOV  
 

• 䖻⺎♔㖵⫞塝辑劲䇜㵨⪭鵠鲋⩦顠⺙溞⚩洡舘䃸⻤阾⚢㚲1-833-281-0903 
 

• 䖻⺎♔㖵⫞塝辑劲䇜㵨⪭鵠鲋榾㯹黑♭⹠鴝舘 
SCOPEOFBENEFITS@DSS.CA.GOV 

 
• 嫱㞝冽䖻鵠鲋榾㯹黑♭⹠鴝陴伺氫 State Hearings Division ♔㛚氳⪭☽☕⺎

耇⚢䡽槴䖻氳榾㯹黑♭ն㍕塝陴縓诿✳榫催㱧⪓氳亡嫏⹠鴝䖻氳榼陴ն 

 

• 䖻█⺎♔㵨塝䃸⻤阾⚢榼陴黑㳞舘  
California Department of Social Services 
State Hearings Division 
744 P Street, MS 9-17-433 
Sacramento, CA 95814 

 
㞝꧎㖵⫞塝辑劲氳⩦顠䅬Ⲃ陴䦪䣒꣮ꡭ氳䖻氳儹⮵ (Your Rights) 鵠湳免䢦⮜氳嫏

䏱䭤Ⲃ榾陚⺙溞 

 

䡘┘⺱䙬僗⪩䡘氳⵴橚⟊⢹氳⬀㲋ն陱伺⵴问金姳氳媪橚յ蕇擻յ阻㚷䡝僜ⱷն䡘┘⺱䙬㍕

╙ 
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
___________________________ 

 
㞝冽䖻꧎金催㛢氳狝氫㚲陴✳榫ꡭ건ն 

 
陴䬠❠僗⪩⹨沠☕氳⟔䕜 

鲹佭逈䦋簈⵴橚焱⮵氳☕⼥ 
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㡤⺳________________________________________________________________ 

 

⭴问仼僿_______________________________________________________ 

 

㏐㏥䖻⺎♔䷅⮽黑♭氳㏐㏥_______________________________________ 

 

榾陚⺙溞______________________________________________ 

 

䡘♜佭⻖⺎♔鵠鲋榾㯹黑♭┚䖻纭硍 [     ] 佭   [     ] ⻖  

 

㞝冽佭䖻氳榾㯹黑♭㏐㏥佭☜╫____________________________________________
         
 
陴䬠❠䖻氳 Medi-Cal BIC ⶯⺙溞⽰/䡝炙⚢⟊꤄⺙溞㞝冽䖻僗
_______________________________________________________________ 
 
䖻◸⹨波䫙 Medi-Cal (Fee for Service) 䡝留杼䌋䥉杼⻀______________________ 
 
㞝冽◸⹨留杼䌋䥉杼黁╫䖻氳⢹䉔阞⮕氳⺳燢佭☜╫___________________________ 
 
陴㍑璼鴠榫◇⹨沠☕氳夷┉╄ꠋ겗 

 

䡘氳⵴榟㏇塝仼僿榼陴▽鲹걸⢹䉔焱⮵_____________________________ 

 

⢹䉔阞⮕㏇塝仼僿䦋簈▽鲹걸⢹䉔焱⮵___________________________ 

 

䡘䄖㶩塝䗯⬅⺸⢹䉔阞⮕䬠⭴┕陆   

佭 [    ] ㏇☜╫仼僿__________   ⻖ [    ]  
 
⢹䉔阞⮕㵒┕陆⛼⭴▽璼择  

佭 [    ] ㏇☜╫仼僿__________   ⻖ [    ]  
 
䖻佭⻖金姳⢹䉔阞⮕ⱶ䓧72 㵸休┕陆 [    ] 佭 [    ] ⻖ 
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⢹䉔阞⮕佭⻖㏇ 72 㵸休⫂㵒┕陆鲽车▽⮮⬀ [    ] 佭 [    ] ⻖ 
 
䡘꧎金♔┖⺨걸全ⶖⲂ䡘氳⻤阾⚢陴鴲免鴠榫◇䖻氳亡勂  
 

䡘꧎金ⱶ䓧╞车⻤阾⚢㍕╙䡘氳䗯⬅䏭碧䓧ն䡘氳勆♭䑒걺䒍鵮⮮⬀䡘璡┘⹖僄㛢

Ꝛ鱳 90 㛿ն㞝冽┘䒍鵮⮮⬀㶩⚢⹠榟鲹熨䗯⬅  
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
 
鉯ꄂ╙☜╫䖻璡┘⹖僄㛢Ꝛ鱳 90 㛿ն㞝冽䖻┘鉯ꄂ䖻氳勆♭㵨┘⚢逈ⱶ䓧⹨杼 

縡佭⚢䧝䅻鈺仼爊㱧䪷ն䖻⺎♔䬠◬䖻氳⵴榟氳全⟔䡝阞⮕♔陱伺䖻┘耇璡䏨氳⸊㍕ն  
 
 
簒簘僜ⱷ / 䭤Ⲃ䶺♀䏨㲋陴簒簘䡘氳媪橚波⮽嫏㲇⮮⬀䡘氳勆㯹ն䬞鳮䖻䘶簒簘鲽

车氳媪橚䇜陱伺阞⮕⢦塛㱚䡝阞⮕㵨⢦塛㱚氳仼僿
__________________________________________________________________ 
__________________________________________________________________ 

 
 
䡘꧎金┉⛤⩦顠氳緾陎ն䡘氳陪銨䡝亡銨佭________________________ 
 
 
䡘僗墧檜䄹僷藜䐂⺭杼氳拨걽全䅬Ⲃ䡘⹇ⱶ䡘氳⻤阾⚢ն䡘꧎金氳拨걽佭
_____________________________________________________________________
_______________________________ 
 
 
䡘䄹僷僗⺁㛚┉╄☕㏇⻤阾⚢┕僀䡘阯陚♏辑䡘ն㞇/☽⺎♔刧洇䡘氳┚鲹埠⻤阾

⚢注⪩氳⵴橚阭䎓䇜⭴䅫⻤阾⚢ն䡘鴲䦫僀䡘⹠銨縖╙  
 
㡤⺳   榾陚⺙溞____________________ 
 
㏐㏥_______________________________________________________ 
  
䡘氳甌⺳___________________________  ☫㛿氳仼僿_____________  
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发送此表格，附上您从您的计划收到的判决书（上诉判决通知）（如果您有的话）。 

（如果您想⾃⼰保留⼀份此表格，请在发送之前复印⼀份。） 




