
The California Department of  
Managed Health Care is responsible 
for regulating health care service 
plans. If you have a grievance 
against your health plan, you should 
first telephone your health plan 
at 1-800-834-3773 and use your 
health plan’s grievance process 
before contacting the department. 
Utilizing this grievance procedure 
does not prohibit any potential 
legal rights or remedies that may 
be available to you. If you need 
help with a grievance involving an 
emergency, a grievance that has 
not been satisfactorily resolved by 
your health plan, or a grievance 
that has remained unresolved for 
more than 30 days, you may call the 
department for assistance. You may 
also be eligible for an Independent 
Medical Review (IMR). If you are 
eligible for IMR, the IMR process will 
provide an impartial review of  
medical decisions made by a health 
plan related to the medical  
necessity of a proposed service or 
treatment, coverage decisions for 
treatments that are experimental 
or investigational in nature and 
payment disputes for emergency 
or urgent medical services. The 
department also has a toll-free tele-
phone number (1-888-466-2219) 
and a TDD line (1-877-688-9891) for 
the hearing and speech impaired. 
The department’s Internet website 
https://www.dmhc.ca.gov has 
complaint forms, IMR application 
forms and instructions online.

Enrollees have the right to submit 
grievances to the plan and the 
DMHC in accordance with Section 
1368 and Rule 1300.68 for failure to 
provide trans-inclusive health care.

Trans-inclusive health care is  
defined in Section 1367.043(d)(3) 
as comprehensive health care that 
is consistent with the standards of 
care for individuals who identify as 
TGI, honors an individual’s personal 
bodily autonomy, does not make 
assumptions about an individual’s 
gender, accepts gender fluidity  
and nontraditional gender  
presentation, and treats everyone 
with compassion, understanding, 
and respect.

Grievance Form

Please complete this Grievance Form
and mail to:

Uprise Health
Attn: Claremont Member Services
2 Park Plaza
Suite 1200
Irvine, CA 92614

Grievances must be submitted within 180 calendar days following the incident or action that is the 
subject of the member’s dissatisfaction.

If you need assistance in filling out this form, please call us at 1-800-834-3773.

You will be mailed an Acknowledgement of Receipt of Grievance letter within 5 calendar days of 
receipt of the grievance and a Grievance Resolution letter within 5 calendar days of a decision, 
but no later than 30 calendar days from receipt of the grievance. The Acknowledgment of Receipt 
of Grievance letter acknowledges that we received your complaint. If you have any questions 
regarding the grievance process or your specific grievance, please contact Manager of Call Center 
Operations at 1-800-834-3773.

IMPORTANT: You can get an interpreter. You can get documents read to you and some sent to you in your 
language. For help, call us at 1-800-834-3773.

Please submit the completed online grievance form above or click here to download then print and mail the 
completed form to: Uprise Health, Attn: Claremont Member Services, 2 Park Plaza, Suite 1200,  
Irvine, CA 92614.

IMR: If you believe health care services have been improperly denied, modified, or delayed by the Plan or by 
one of its contracting providers, you may request an Independent Medical Review (“IMR”).

Expedited Review: Expedited review of grievances is available for cases involving an imminent and serious 
threat to the health of the Member, including but not limited to severe pain, potential loss of life, limb or major 
bodily function. To request expedited review, please contact Claremont at 1-800-834-3773. When a griev-
ance requires expedited review, the Clinical Director shall complete the review as soon as possible, including 
convening an emergency meeting of the Quality Management Committee if necessary. Claremont will also 
immediately inform the Member in writing of his/her right to notify the Department of Managed Health Care of 
the grievance. Claremont will provide the Member and the Department of Managed Health Care with a written 
statement of the disposition or pending status of the grievance no later than three (3) calendar days from 
receipt of the grievance.

Member Full Name* Employee Name (if different from Member)

Employer How should we contact you and, if necessary, 
leave a message? (check all that apply)*

Member Phone Number* Member Mailing Address*

Member Email Claremont provider, staff, or service (if known)

Nature of Grievance* Action you would like to have happen

I hereby attest that the above information is true. Enter initials to confirm.*
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