Small Business Subscriber Change Request b|Ue
Blue Shield of California and california =
Blue Shield of California Life & Health Insurance Company

July 1, 2021

All change requests must be received within 31 days of the effective date of the change. This form is used fo request changes in personal
information, add/cancel dependent coverage, or change plans during open enrollment. For employees requesting a new primary care
physician (HMO plans), visit blueshieldca.com or call Blue Shield at the number on the back of your Blue Shield member ID card.

Which changes are you making? (select all that apply)

[] Subscriber address []Date of birth [[] Dependent address change []Date of hire
[] Phone/Email address change | [] Social Security Number [[] Dependent addition coverage ] Waiving coverage
[] Subscriber name change ] Dependent name change [] Effective date update []Plan change

Subscriber information - All information requested in this section is required for all changes.
Enrolled employee (subscriber) name Blue Shield subscriber ID number

Social Security number (required per CMS) Employment status []Full time (30 hrs) [ Part time (20-29 hrs)
[ COBRA/Cal-COBRA beneficiary

Group/employer name Blue Shield Group ID (from ID card) Requested effective date

Please tell us about yourself. How would you describe your race or ethnicity? These questions are optional and are only used to help ensure all
members have the same access to the highest quality of care.

1. Are you of Hispanic or 2. If yes, please select one: 3. Which race(s) do you identify with? (select one)
Latino origin?
[T1Yes [T1Cuban [1 American Indian or [~ Korean
[TTNo [T Guatemalan Alaska Native. [] Laotian
[~ Unknown [ Mexican, Mexican [T Asian Indian [ Native Hawaiian
[~ Declined American, Chicano [ Black or African American [~ Samoan
["1Puerto Rican [T Cambodian [[]Vietnamese
[T Salvadoran [T1Chinese [T White
[~12 or more Ethnicities [ Filipino [T 2 or more Races
[ Other Hispanic, Latino, [ Guamanian or Chamorro [ Other
Spanish: [~ Hmong [ Unknown
[ Japanese [ Declined

Member information update

Address change

Please complete this section to update your address. Include both your full previous and full new address. HMO plans: If you have moved
outside your primary care physician’s service area, you will need to change primary care physician. Visit blueshieldca.com, or call

Blue Shield at the number on your ID card for more information.

Old address City State ZIP code County

Blue Shield of California is an independent member of the Blue Shield Association

New address City State ZIP code County

Dependent name (if address change is applicable for dependent only):

Phone/email address change
Please complete this section to update your phone or email address information with Blue Shield.

Old phone number [TWork Old email address
[THome

New phone number [1Work New email address
[THome
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Subscriber name Subscriber ID number Employer name

Employee name change - documentation may be required
Note: A copy of court order, marriage license, driver’s license, or ID card are examples of required documentation.

Old name New name

Reason for change: [ Marriage [ Divorce [] Other Documentation attached?
(please specify): [CYes [[No

Date of birth correction - documentation required
Note: A copy of the driver’s license, ID card, or birth certificate are examples of required documentation.

Member’'s name Documentation attached?

Date of birth [CYes [[No

Social Security number correction/change - documentation required

A copy of the Social Security card, lefter of verification from the Social Security Office, and a written statement explaining the reason for the
change are examples of required documentation.

Old Social Security number New Social Security number Documentation attached?

[TYes [1No

Member eligibility changes

Dependent addition of coverage

Please complete this section to add a spouse, domestic partner, or dependent child to the employee’s coverage. Please copy and attach
additional pages as needed if adding multiple dependents. The request must be received within the time frame allowed per the qualifying
event, or during the group’s open enroliment period. Documentation is required fo verify the date of the qualifying event, including for loss
of coverage, adoption, or court-ordered coverage. A completed Refusal of Coverage (C19927) is required for any dependent that is refusing
coverage under the plan. Note: Social Security number is required per CMS.

Dependent 1

Relationship to employee Reason for addition Event date
[ Dependent child [INewborn [T Domestic partnership
[ Spouse/domestic partner ["1 Adoption* [T] Loss of coveraget
[ Dependent child: legal [T Court order* ["1 Open enroliment
guardianship [ Marriage
* Court order required. 1 Documentation required.
Gender: [ | Male
Social Security number Date of birth [T] Female
Which Race does this dependent identify with? Which Ethnicity does this dependent identify with?
First name MI Last name Suffix
Address (if different from employee) City State ZIP code

Was the dependent covered under another health insurance plan within the past 12 months? [[JYes [ No If yes, please specify carrier

and plan name, start and end dates of coverage: Carrier and plan name: to

HMO provider name HMO provider number IPA/MG name Current patient?
[ Yes [ No

Dental HMO provider name Dental HMO provider number Current patient?
[C Yes [ No

Enrolling in same products selected by subscriber? [ ] Yes [ ] No ‘ If no, please attach completed Refusal of Coverage form.
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Subscriber name Subscriber ID number Employer name

Dependent 2
Relationship to employee Reason for addition Event date
["1Dependent child [T Newborn P Domestic partnership
[ Spouse/domestic partner [ Adoption* | Loss of coveragef
[~ Dependent child: legal [ Court order* [ Open enroliment
guardianship ["1Marriage
* Court order required. T Documentation required.
Gender: Male
Social Security number Date of birth Female
Which Race does this dependent identify with? Which Ethnicity does this dependent identify with?
First name MI Last name Suffix
Address (if different from employee) City State ZIP code

Was the dependent covered under another health insurance plan within the past 12 months? [ Yes [[INo If yes, please specify carrier

and plan name, start and end dates of coverage: Carrier and plan name: fo

HMO provider name HMO provider number IPA/MG name Current patient?
[T Yes [] No

Dental HMO provider name Dental HMO provider number Current patient?
[ Yes [ No

Enrolling in same products selected by subscriber? [ Yes [ No ‘ If no, please attach completed Refusal of Coverage form.

Dependent cancellation of coverage

Please complete this section fo cancel all Blue Shield coverage for a dependent spouse, domestic partner, or child due to loss of eligibility.
If any dependents being cancelled remain eligible for coverage, or if coverage is being partially cancelled (not all plans), a completed
Refusal of Coverage form is required for those plans being declined/cancelled.

Relationship to employee Reason for cancellation [] Other insurance coverage Event date
[ "] Dependent child [ Divorce [| Death [ Termination of domestic
[7] Spouse/domestic partner [ Military deployment partnership
Gender: Male
Social Security number Date of birth Female
First name Ml Last name Suffix
Address (if different from employee) City State ZIP code
Cancel coverage for all Blue Shield plans? [~ Yes [ No If no, please attach completed Refusal of Coverage form.
Relationship to employee Reason for cancellation [ Other insurance coverage Event date
[C Dependent child [ Divorce [[]Death [ Termination of domestic
E Spouse/domestic partner ["] Military deployment partnership
Gender: [[] Male
Social Security number Date of birth [ Female
First name Ml Last name Suffix
Address (if different from employee) City State ZIP code
Cancel coverage for all Blue Shield plans? [ Yes [1No If no, please attach completed Refusal of Coverage form.
Relationship to employee Reason for cancellation [ Other insurance coverage Event date
[ Dependent child [ Divorce []Death [T Termination of domestic
[ Spouse/domestic partner [ Military deployment partnership
Gender: [ Male
Social Security number Date of birth [T Female
First name MI Last name Suffix
Address (if different from employee) City ‘ State ZIP code
Cancel coverage for all Blue Shield plans? [1Yes [ INo If no, please attach completed Refusal of Coverage form.
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Subscriber name

Subscriber ID number Employer name

Plan changes
Plan change request

Please indicate the requested changes to coverage through an annual or special open enroliment period by completing all sections below

for medical plan and specialty plan options.

Medical benefit plans: Please check with your employer to determine the benefit plans available to you.

[1No change to medical benefits.

Blue Shield of California Off-Exchange Package Plans

PPO plans - Full PPO Network

] Platinum Full PPO 0/0 OffEx

] Platinum Full PPO 0/10 OffEx
[]Platinum Full PPO 250/10 OffEx
] Platinum Full PPO 250/15 OffEx
[] Gold Full PPO 0/25 OffEx

[] Gold Full PPO 500/30 OffEx

] Gold Full PPO 750/30 OffEx
[]1Gold Full PPO 1200/35 OffEx
1 Silver Full PPO 1950/50 OffEx
[]Silver Full PPO 2225/50 OffEx*
[ Silver Full PPO 2400/55 OffEx
[1Bronze Full PPO 6250/70 OffEx
[ Bronze Full PPO 6850/65 OffEx
[]Bronze Full PPO 7500/50 OffEx

Access+ HMO plans — Access+ HMO Network
] Platinum Access+ HMO® 0/20 OffEx
[]Platinum Access+ HMO® 0/25 OffEx

(] Platinum Access+ HMO® 0/30 OffEx

] Gold Access+ HMO® 0/30 OffEx

[]Gold Access+ HMO® 500/35 OffEx

] Gold Access+ HMO® 1000/35 OffEx
[]Gold Access+ HMO® 1500/35 OffEx

[ Silver Access+ HMO® 2350/65 OffEx

HSA-compatible HDHP plans - Full PPO Network
] Gold Full PPO Savings 1750/15% OffEx

[ Silver Full PPO Savings 2100/25% OffEx
[]Silver Full PPO Savings 2600/35% OffEx
[]Bronze Full PPO Savings 5700/40% OffEx
[1Bronze Full PPO Savings 7000 OffEx

Local Access+ HMO plans - Local Access+ HMO Network
[]Platinum Local Access+ HMO® 0/20 OffEx
[]Platinum Local Access+ HMO® 0/25 OffEx
[]Platinum Local Access+ HMO® 0/30 OffEx
[]Gold Local Access+ HMO® 0/30 OffEx

[] Gold Local Access+ HMO® 500/35 OffEx

[]Gold Local Access+ HMO® 1000/35 OffEx
[]Gold Local Access+ HMO® 1500/35 OffEx
[]Silver Local Access+ HMO® 2350/65 OffEx

HSA-compatible HDHP plans - Tandem PPO Network
[] Gold Tandem PPO Savings 1750/15% OffEx
[]Silver Tandem PPO Savings 2100/25% OffEx

[ Silver Tandem PPO Savings 2600/35% OffEx
[1Bronze Tandem PPO Savings 5700/40% OffEx

] Bronze Tandem PPO Savings 7000 OffEx

Tandem PPO plans — Tandem PPO Network
[]Platinum Tandem PPO 0/0 OffEx
[]Platinum Tandem PPO 0/10 OffEx
] Platinum Tandem PPO 250/10 OffEx
[ Platinum Tandem PPO 250/15 OffEx
[]Gold Tandem PPO 0/25 OffEx

[] Gold Tandem PPO 500/30 OffEx

[] Gold Tandem PPO 750/30 OffEx

[] Gold Tandem PPO 1200/35 OffEx
[]Silver Tandem PPO 1950/50 OffEx
[ Silver Tandem PPO 2225/50 OffEx*
[]Silver Tandem PPO 2400/55 OffEx
] Bronze Tandem PPO 6250/70 OffEx
[]Bronze Tandem PPO 6850/65 OffEx
[]Bronze Tandem PPO 7500/50 OffEx

Trio HMO plans - Trio ACO HMO Network
(] Platinum Trio HMO 0/20 OffEx

] Platinum Trio HMO 0/25 OffEx

] Platinum Trio HMO 0/30 OffEx

[] Gold Trio HMO 0/30 OffEx

[] Gold Trio HMO 500/35 OffEx

[] Gold Trio HMO 1000/35 OffEx

] Gold Trio HMO 1500/35 OffEx

[ Silver Trio HMO 2350/65 OffEx

Blue Shield of California Mirror Package Plans

] Blue Shield Trio Platinum 90 HMO 0/20 + Child Dental
[]Blue Shield Platinum 90 PPO 0/15 + Child Dental
[]Blue Shield Gold 80 PPO 350/25 + Child Dental
[]Blue Shield Trio Gold 80 HMO 250/35 + Child Dentall
[1Blue Shield Trio Silver 70 HMO 2250/55 + Child Dental
] Blue Shield Silver 70 PPO 2250/50 + Child Dental
[]Blue Shield Bronze 60 PPO 6300/65 + Child Dental

*The Silver Full PPO 2225/50 OffEx and Silver Tandem PPO 2225/50 OffEx offer enhanced coverage for members diagnosed with diabetes, asthma, COPD, and CAD.

C675-1 (7/21)

4 0of 7



Subscriber name Subscriber ID number Employer name

Specialty benefit plans — dental,* vision,* and life insurance* plan selection

* Only benefits your employer group offers are available for selection. Any benefits selected that are not offered by your employer group
will be omitted from your enroliment.

Section SB1 - Dental benefits
Dental HMO plans

] DHMO Basic ‘ [] DHMO Standard ‘ ] DHMO Plus ‘ []DHMO Deluxe ‘ [JDHMO Voluntary
Dental PPO plans

[ ] Smile™ Value 50/1500/No Ortho/MAC/NR ] Smile*™ Plus Gold 50/1500/Ortho/U80

[1Smiles™ 50/1500/No Ortho/MAC/NR [1Smiles™ Plus Gold 50/1500/No Ortho/U80

(] Smile™ Plus 50/1500/Ortho/MAC/NR [] Smile*™ Plus Gold 50/1500/Ortho/U80/ADV

] Smiles™ Basic 75/1000/No Ortho/MAC/NR ] Smiles™ Plus Gold 50/1500/Ortho/U90/ADV

] Smile™ Basic 50/1000/No Ortho/MAC ] Smile*™ Plus Gold 50/1500/No Ortho/U90/ADV

[] Smiles™ Basic 50/1000/Ortho/U85 [] Smiles™ Plus Gold 50/2500/Ortho/U90/ADV

] Smile™ Plus 50/1500/No Ortho/MAC ] Smile™ Plus Gold 50/2500/No Ortho/U90/ADV

1 Smiles™ Plus 50/1500/No Ortho/MAC/WP* [] Ultimate Dental Plus PPO for Small Business 50/2000/Ortho/MAC/NR
[]Smiles™ Deluxe 50/1500/Ortho/MAC/NR []Ultimate Dental PPO for Small Business 50/2000/No Ortho/MAC/NR
[] Smile™ Deluxe 2000 50/2000/No Ortho/MAC/NR ] Ultimate Dental PPO for Small Business 50/2000/No Ortho/U80

[] Smiles™ Deluxe Plus 2000 50/2000/Ortho/MAC/NR [JUltimate Dental PPO for Small Business 50/2000/Lifetime Ortho/U90
] Smile™ Deluxe Gold 50/1500/Ortho/U85/NR ] Ultimate Dental PPO for Small Business 50/2000/No Ortho/U%0

1 Smiles™ Plus Gold 50/1500/Ortho/U85/NR
Voluntary Dental PPO Plans*

[]SmileMBasic Voluntary 75/1000/No Ortho/MAC/NR []Smile’™ Basic Voluntary 50/1500/Ortho/U80

[1Smile™ Basic Voluntary 50/1000/No Ortho/MAC ] Smile™ Basic Voluntary 50/1000/No Ortho/U80 (No Wait)

Dental In-Network Only (INO) planst (only available for groups enrolled in these plans prior to 12/31/2018)

(] Smiles™ INO Dental Plan 50/1500/Endo-Perio 80%/Ortho [] Smiles™ INO Dental Plan 50/2500/Endo-Perio 80%/Ortho

[1Smile?™ INO Dental Plan 50/1500/Endo-Perio 80%/No Ortho [1Smile™ INO Dental Plan 50/2500/Endo-Perio 80%/No Ortho
[1Smile*™ INO Dental Voluntary Plan 50/1500/Endo-Perio 50%/Ortho* []Smile*™ INO Dental Voluntary Plan 50/2500/Endo-Perio 50%/Ortho*

[]Smile?™ INO Dental Voluntary Plan 50/1500/Endo-Perio 50%/No Ortho* | [[] Smiles™ INO Dental Voluntary Plan 50/2500/Endo-Perio 50%/No Ortho*
Dental PPO plans (only available for groups enrolled in these plans prior to 12/31/2018)

[JUltimate Dental PPO for Small Business 50/2000/MAC [ ]Smile™ 50/1500/No Ortho/MAC

] Ultimate Dental Plus PPO for Small Business 50/2000/MAC ] Smile™ Plus 50/1500/Ortho/MAC

] Smile™ Deluxe 2000 50/2000/No Ortho/MAC ] Smile™ Value 50/1500/No Ortho/MAC
[]Smiles™ Deluxe Plus 2000 50/2000/Ortho/MAC []Smile’™ Plus Gold 50/1500/Ortho/U85

[] Smiles™ Deluxe 50/1500/Ortho/MAC ] Smile*™ Basic 75/1000/No Ortho/MAC
[]Smile™ Deluxe Gold 50/1500/Ortho/U85 []Smile’™ Basic Voluntary 75/1000/No Ortho/MAC

* Voluntary dental plans require a minimum of one (1) enrolling, eligible employee.
1 This Voluntary plan does not include Waiting Periods and submission of proof of any prior coverage is not required.
ADV stands for Advantage. ADV plans incentivize members to use in-network providers. NR stands for No Rollover.

Section SB2 - Vision coverage

Vision coverage*

Ultimate Vision for Small Business (12-12-12) Preferred Vision for Small Business (12-12-24) Basic Vision for Small Business (12-24-24)
] Ultimate Vision Plus 0/0/150/120 [] Preferred Vision Plus 0/0/150/120 [JBasic Vision Plus 0/0/150/120

] Ultimate Vision 0/0/150 [] Preferred Vision 0/0/150 [JBasic Vision 0/0/150

[]Ultimate Vision Plus 10/25/150/120 []Preferred Vision Plus 10/25/150/120 [T]Basic Vision Plus 10/25/150/120
[]Ultimate Vision 10/25/150 []Preferred Vision 10/25/150 [T]Basic Vision 10/25/150

] Ultimate Vision 0/0/120 [] Preferred Vision 0/0/120 []Basic Vision 0/0/120

] Ultimate Vision 10/25/120 [] Preferred Vision 10/25/120 [ Basic Vision 10/25/120

[] Ultimate Vision Voluntary 10/25/150! [] Preferred Vision Voluntary 10/25/120' [JBasic Vision Voluntary 10/25/120'

[] Other (please specify)

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).
1 Voluntary vision plans require a minimum of one (1) enrolling, eligible employee.
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Subscriber name Subscriber ID number Employer name

Section SB3 - Life/AD&D insurance

Group term life insurance*

Employee information

Full-fime employment date Average hours worked per week | Rehire date Class/occupation Earnings $

(excluding overtime, bonuses, etc.)
[ Hour []Week

[TMonth []Year

Designation of beneficiary

Community property laws - If you are married or in a domestic partnership, reside in a community property state (Arizona, California, Idaho,
Louisiana, Nevada, New Mexico, Texas, Washington, or Wisconsin) and name someone other than your spouse/domestic partner as beneficiary,
it is possible that payment of benefits will be delayed or disputed unless your spouse/domestic partner also signs the beneficiary designation.

| agree to the stated beneficiary designation(s).

Spouse/domestic partner signafure Date

Spouse/domestic partner name (please print)

Primary beneficiary — Blue Shield Life will pay the life insurance benefits to the primary beneficiary/beneficiaries identified. An employee
may designate more than one primary beneficiary. Please show percentages for each primary beneficiary in the "% of benefits” column to
total 100% of benefits. If the percentage is not defined, the benefits will be distributed equally to those primary beneficiaries who survive the
employee. To designate more than two primary beneficiaries, please provide on a separate sheet of paper, which is signed and dated by
the employee, and attach to this form.

First name MI | Last name Social Security number Relationship Date of birth % of benefits
Address City State ZIP code
First name MI | Last name Social Security number Relationship Date of birth % of benefits
Address City State ZIP code

Contingent beneficiary — Proceeds will be paid fo a contingent beneficiary only if no designated primary beneficiary survives the insured.

First name MI | Last name Social Security number Relationship Date of birth % of benefits

Address City State ZIP code

Employee and dependent benefit amounts

Please contact your benefits administrator for more information regarding your group life insurance coverage. Coverage granted to
individuals listed in this enrollment form shall be subject to all provisions and limitations stated in the Blue Shield of California Life & Health
Insurance Company group life insurance policy.

Employee Basic Life and AD&D Insurance amount: $ Amount of coverage requested for dependent(s): $

Number of eligible dependents: Basic Dependent Life Insurance: [ | Yes [ INo

* Underwritten by Blue Shield of California Life & Health Insurance Company.

If transferring fo medical HMO and/or dental HMO plan(s), provide primary care physician/dental provider information below.*
Please complete this section for the subscriber and all of their dependents if they have a preferred provider. If no provider is received,
a provider will be assigned for each member enrolled.

Last name MI | First name Sex[1Male Date of birth
[C Female
HMO provider name HMO provider number | Independent Practice Association/medical group Current patient?
[IYes [[INo
Dental HMO provider name Dental HMO provider number Current patient?
[T Yes [INo
Last name MI | First name Sex [ Male Date of birth
[1Female
HMO provider name HMO provider number | Independent Practice Association/medical group Current patient?
[TYes [|No
Dental HMO provider name Dental HMO provider number Current patient?
[TYes [[INo
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Subscriber name Subscriber ID number Employer name

Last name MI | First name Sex [ Male Date of birth
[T Female
HMO provider name HMO provider number | Independent Practice Association/medical group Current patient?
["TYes [[INo
Dental HMO provider name Dental HMO provider number Current patient?
[ Yes [ No
Last name MI | First name Sex [ Male Date of birth
[ Female
HMO provider name HMO provider number | Independent Practice Association/medical group Current patient?
[“Yes [ No
Dental HMO provider name Dental HMO provider number Current patient?
[TYes [[1No

* Please note: If Blue Shield is unable fo assign the primary care physician and/or dental HMO provider you requested, Blue Shield will designate a provider at random. HMO primary care
physicians can be changed by visiting blueshieldca.com after enroliment.

Acknowledgement and signature

| acknowledge and agree: All information | have provided on this form is accurate and complete to the best of my knowledge and belief.

I understand that this form, along with any prior enroliment form, the Evidence of Coverage/Certificate of Insurance and Health Service
Agreement/Policy, and any endorsements and atfachments thereto, collectively constitutes the entire agreement for coverage.

Signature of employee Date

Print employee name

If faxing this form, keep this document for your files.

Blue Shield of California protects the privacy of your personal information, including your individually identifiable health information.

We will not disclose your personal information without your authorization, except as permitted or required by law. To obtain a copy of
Blue Shield’s Notice of Privacy Practices, call the customer service number on your Blue Shield member ID card or visit our website at
blueshieldca.com/bsca/documents/about-blue-shield/privacy.

PLEASE BE SURE TO RETURN ALL PAGES OF THIS FORM. Missing information or pages may delay processing.

Complete your Subscriber Change Request form at blueshieldca.com.
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Blue Shield of California

Notice Informing Individuals about Nondiscrimination
and Accessibility Requirements

Discrimination is against the law

Blue Shield of California complies with applicable state laws and federal civil rights laws, and does
not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability. Blue Shield of California does not
exclude people or treat them differently because of race, color, national origin, ancestry, religion,
sex, marital status, gender, gender identity, sexual orientation, age, or disability.

Blue Shield of California:

e Provides aids and services at nocost to people with disabilities to communicate effectively
with us such as:

- Qualified sign language interpreters

- Wiritten information in other formats (including large print, audio, accessible electronic
formats, and other formats)

* Provides language services at no cost to people whose primary language is not English such as:
- Qualified interpreters
- Information written in otherlanguages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.

If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status,
gender, gender identity, sexual orientation, age, or disability, you can file a grievance with:

Blue Shield of California

Civil Rights Coordinator

P.O. Box 629007

El Dorado Hills, CA 95762-9007

Phone: (844) 831-4133 (TTY: 711)
Fax: (844) 696-6070
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our
Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW.

Room 509F, HHH Building

Washington, DC 20201

(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.himl.

Blue Shield of California b | U e

601 12t Street, Oakland CA 94607 california

Blue Shield of California is an independent member of the Blue Shield Association  A20275 (12/19)



Notice of the Availability of Language Assistance Services
Blue Shield of California

IMPORTANT: Can you read this letter? If not, we can have somebody help you read it.

You may also be able to get this letter written in your language. For help at no cost, please
call right away at the Member/Customer Service telephone number on the back of your
Blue Shield ID card, or (866) 346-7198.

IMPORTANTE: ;Puede leer esta carta? Si no, podemos hacer que alguien le ayude a leerla.
También puede recibir esta carta en su idioma. Para ayuda sin cargo, por favor llame
inmediatamente al teléfono de Servicios al miembro/cliente que se encuentra al reverso de
su tarjeta de identificacion de Blue Shield o al (866) 346-7198. (Spanish)

BEEEA : LecEEEHENR ? MRAE - HPILUBAECRRE - EE0 L BEHRENRESER
MFTRZFEER - FUBIEFTEHELERBlue Shield IDFEE LK BE/EFRIBEAERRE - SiERETT
& 5E (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc Ia thw nay khéng? Néu khéng, ching téi cé thé nhé nguwdi gidp quy
vi doc thw. Quy vi cling c6 thé nhan la thw nay dwoc viét bang ngdn ngir clia quy vi. Dé dwoc hé tro
mién phi, vui 1dng goi ngay dén Ban Dich vu Héi vién/Khach hang theo sé & mét sau thé ID Blue Shield
clia quy vi hoac theo sb (866) 346-7198. (Viethamese)

MAHALAGA: Nababasa mo ba ang sulat na itog Kung hindi, maari kaming kumuha ng
isang tao upang matulungan ka upang mabasa ito. Maari ka ring makakuha ng sulat na
ito na nakasulat sa iyong wika. Para sa libreng tulong, mangyaring tumawag kaagad sa
numerong telepono ng Miyembro/Customer Service sa likod ng iyong Blue Shield ID kard,
O (866) 346-7198. (Tagalog)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahg66 éi, naaltsoos nich’y’
yiidooltahigii ta’ nihee ho6lg. Dii naaltsoos atdd’ t’aa Diné k’ehji adoolniil ninizingo biighah. Doo baah ilinigo
shikd’ adoowol ninizingé nihich’{’ béésh bee hodiilnih d66 ndmboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodago éi (866) 346-7198 ji’ hodiilnih. (Navajo)
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Ea' = U= AEO| JASLICH EDHOHE
0| MAIS Hro Al 4to A|2{® Blue Shield ID 7} 513 O]
o7/ MH|A HMotHs e (866) 346-7198Z X| & '|§._F3H1|8 (Korean)

YUrEINL B Yupnquinid &'p jupnu) wiu budwlp: Bpk ny, wuu dkip Joqkip dkq: dmp whwp k
twl jupnpubwp vnwbtiw] wju bwdwlp dkp Ekqyny: Ownwynipjniut wdwn b vugpnud Gup
wiudhowybu quuquhwpl] Zwdwpunpnubph vywuwpldw puduh hkpwpinuwhwdwpny, npp toqus £
Akn Blue Shield ID pupwup tinlth dwunud, Yud (866) 346-7198 hudwipny: (Armenian)

BAXHO: He moxeTe npoyectb AQHHOE MUCbMO?2S Mbl MOMOXEM BAM, ECAM HEODXOAMMO. Bbl TAKXKE MoXeTe
MOAYHYUTb 3TO MMUCbMO HAMUCAHHOE HA BALLEM POAHOM a3bIKe. [103BOHMTE B CAYXOY KAMEHTCKOM/YAEHCKOM
MNOAAEPXKM MPIMO CEMHAC MO TEAEADOHY, YKAZAHHOMY C3AAM MAEHTUADMKALLMOHHOM KapThl Blue Shield, nan
no TeAedoHy (866) 346-7198, 1 BOM MOMOTYT COBEpPLLEHHO BecnAaTHO. (Russian)

BE BRI, ZOFMEROI LN TEETN? b Latle 2 ENTERWIES, B, BEER
EYHR= LT L EFRELET, £, BEROREGCEPNLLFREBLY T5Z L6
BETY., MOV FR— FEHLENHAIE, Blue Shield IDF — FOEHEICEEHR STV HRA/BE

ﬁ%#—t“xoﬁéﬁﬁﬁ%\ EiE, (866) 346-7198IZ BERE & BT < 72E W, (Japanese)
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Notice of the Availability of Language Assistance Services
Blue Shield of California Life & Health Insurance Company

No Cost Language Services. 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 the number listed on your ID card or
1-866-346-7198. For more help call the CA Dept. of Insurance at 1-800-927-4357. English

Servicios de idiomas sin costo. Puede obtener un intérprete. Le pueden leer documentos y que le
envien algunos en espanol. Para obtener ayuda, lldmenos al niUmero que figura en su tarieta de
identificacion o al 1-866-346-7198. Para obtener mds ayuda, llame al Departamento de Seguros de
CA al 1-800-927-4357. Spanish

REFESIG, S OFEERE, LU T SCHE ST A, A S ST, ] DHTE LR
fraFfales, ARG, SEECEERIRER FETAIR)ERE GRS, BT 1-866-346-7198 BLERAMHE, ARIUTHAL
2R nﬁﬁ(fﬁ 1-800-927-4357 BLANIH LR f i &, Chinese

Céc Dich Vu Tro Gitip Ngon Ngir Mién Phi. Quy vi c6 thé dugc nhan dich vu théng dich. Quy vi cé thé duoc
ngudi khac doc gilp céc tai liéu va nhan mot sd tai liéu bang tiéng Viét. Dé duoc gitip d&, hiy goi cho ching toi
tai s6 dién thoai ghi trén thé héi vién cla quy vi hodc 1-866-346-7198. Dé duwoc tro gitip thém, xin goi S& Bao
Hiém California tai s6 1-800-927-4357. Vietnamese

T2 &Y MH|A FSt= ot=0 S MHAE O H = AOH IITOE AFE SSHFTFE N
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FH 800-9

At S Zoloke 22 A2 ZL(Ot = B, ¢hL| T2t 1- 7-4357H 2 =2 AHEB T4 A| L. Korean

Walang Gastos na mga Serbisyo sa Wika. Makakakuha ka ng interpreter o tagasalin at
maipababasa mo sa Tagalog ang mga dokumento. Para makakuha ng tulong, tawagan kami sa
numerong nakalista sa iyong ID card o sa 1-866-346-7198. Para sa karagdagang tulong, tawagan
ang CA Dept. of Insurance sa 1-800-927-4357 Tagalog

Uuyswp LEquywl SwnwjniLpynilubn: nwp Yuwpnn tp puwpgdwl dtnp ptnpt W thwuwnwenrtnp
purbngt) twy 6q hwdwn hwjtnptu |Gayny: OgqunLejwl hwdwn Utq quuquhwnptp 66n hupluntejwl (ID) tnnduh
ynw Logwd Ywd 1-866-346-7198 hwdwpny: Lpwgnighy oquntejwl hwdwn 1-800-927-4357 hwdwpny
quuquwhwptp Ywhdnpuhwih Uywhnjwgnpnipjwl FwdwldnLup: Armenian

BecAnaTHble YCAYrU NepeBoAd. Bbl MOXETE BOCMOAB3OBATLCS YCAYTOMM NEPEBOAYMKA, M BALLIM
AOKYMEHTbI MPOYTYT AAS BOC HO PYCCKOM a3blke. ECAM BOM TPEDBYETCH MOMOLLLD, 3BOHUTE HOM MO
HOMEPY, YKA3OHHOMY HO BALLEN MAEHTUAOUKALMOHHOM KAPTE, MAM 1-866-346-7198. ECAM BOM
TpebyeTcs AOMOAHUTEABHASN MOMOLLLb, 3BOHUTE B AEMNAPTAMEHT CTPAXOBAHMS LUTATA KAAMAOOPHMS
(Department of Insurance), no tfeaedoHry 1-800-927-4357. Russian
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wysIiNygMIUDRSMuINsSIi2ueSUMMIIUUTMAIEUIESSIUNITHA Y 1-866-346-7198 4
NENUSSWUITSYIS]s wyusinnisimudm S Uig mIGUlinm suiug 1-800-927-4357 Khmer
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Cov Kev Pab Txhais Lus Tsis Them Ngi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom
neeg nyeem cov ntawyv ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob
hauv koj daim yuaq;j ID los sis 1-866-346-7198. Yog xav tau kev pab nixiv hu rau CA lub Caj Meem Fai
Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

vsmsvnamuaing lidsen T3y aaanansasuuamsannan udsiiidwiindswenans e
wiaduonasusd i Tunmsnvasan lumanls vindasmsanuehowae

ngaun InsdwvionuminolaviissyatdundniasUsandvoinn vie fivanoiaw 1-866-346-7198
mndasmsanuthowmdoiuidn 1Use lusunii nsunmsussiudsuianassundnosifiufivenuay 1-800-927-4357 Thai

f:[eh LTS TaTd | 31T T gHTTRT Bt AT T & el & | 3HTY GXATdST Bl Ugdl & YA Tdhd § 3R $S PI T
U1 & W9 1 fHSTaT gobd &1 TeTadl & g, 309 ID $1e R U T HaR W, U7 1-866-346-7198 TR §H BIF &I |
3ifh eIl & foIu eI AT fAHTT (CA Dept. of Insurance) &1 1-800-927-4357 TR TIH &3 | Hindi

Doo baah ilinigé saad bee yat’i’ bee ana’awo’. Dii sha ata’halne’dooigi hol¢edoo ninizingo éi biighah. Naaltsoos
naanindhdjeehigi shich’y’ yiidooltah éi doodagd ta’ shich’t’ ddoolniit ninizingo biighah. Shika a’doowot ninizingo
nihich’{” béésh bee hodiilnih d66 ndmboo éi dii ninaaltsoos doott‘izhigi bee néiho’dilzinigi bine’déé’ bikaa’ éi doodagd
€1 (866)346-7198)1” hodiilnih. H6zh¢ shika anad’doowot ninizingo ¢éi dii béeso ach’aah naa’nil bit haz’4aji’
1-800-927-4357;1" hodiilnih. Navajo
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