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M S H N MSHN Grievance Record Review Tool
For CMHSP/SUD Provider Name

Mid-State Health Network
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M S H N MSHN Appeals Record Review Tool
For CMHSP/SUD Provider Name

Mid-State Health Network
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** Resolution notice must contain the following (if not resolved in favor of consumer): a) Right to request a state fair hearing, and how to do so; b) Right to request to receive benefits while the state fair hearing is pending, and how
to make the request; and c) Potential liability for the cost of those benefits if the hearing decision upholds the PIHP's Adverse Benefit Determination




Mid-State Health Network

For CMHSP/SUD Provider Name

M S H N MSHN Expedited Appeals Record Review Tool
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