=

Application for Blue Shield
Individual and Family Health Plans

Blue Shield of California and
Blue Shield of California Life & Health Insurance Company

blue —l

california ~°

This application is for applying for coverage directly with Blue Shield for a Blue Shield Individual and Family Plan (IFP). To enroll or modify (PRODUCER
coverage obtained through Covered California, contact Covered California directly. USE ONLY)
APPLICATION MUST BE COMPLETED IN BLUE OR BLACK INK PRINTING IN BLOCK CAPITAL LETTERS. Please make sure you answer all questions | MARKET CODE

as completely and accurately as possible and include first month’s premium to avoid a return of the application. Submit ALL pages, 1 through
12, as your complete application including any other supporting documentation to Blue Shield Attn: I&B — Applications, P0O. Box 3008, Lodi, CA
95241-9969 or fax: (888) 386-3420. The fastest and most efficient way to submit your application is online at hscapply.com. Call Blue Shield at
(888) 256-3650, or contact your agent for help filling out the application. Boxes should be marked as follows: %

Reason for application: [_] Open enroliment [_] Special enrollment period (choose one)

By selecting a special enrollment/qualifying event, you are certifying that to the best of your knowledge, you are eligible for special enroliment.
Date qualifying event qualifying special enrollment occurred: / /

Please explain qualifying event type for special enrollment:

Note: You must apply within 60 days from the qualifying event to elect coverage.
] New enrollment [] Plan transfer [_] Add dependent(s) (choose one)
If adding a dependent to existing coverage and/or requesting a plan transfer, please provide existing subscriber’s Blue Shield subscriber number:

Part 1 - Primary applicant information

You are eligible to apply for a Blue Shield individual and family health plan if you are: a California resident and not enrolled in Medicare coverage. The medical, dental
and/or vision plan option(s) chosen for the primary applicant will apply to all individuals/dependents included on this application. Individuals who would like to enroll with
a plan option that is different from that of the primary applicant must fill out a separate and unique application and submit a separate first month’s dues/premium.

Applicant’s Social Security Number/Tax ID number

First name M

Last name
] Male [] Female Married: [] Yes [] No

Applicant’s business phone ( )

Domestic partner: [] Yes [] No  Date of birth (month/day/year) / /
Applicant’s home phone ( )

Applicant’s fax No. ( ) Applicant’s cell phone ( )

| understand and agree that any phone number(s) | provide on this Application will be used by Blue Shield to contact me about my Blue Shield contract/ Initial
policy. Subject to HIPAA, | understand that information may be provided in a pre-recorded telephone message with important information about my
coverage, renewal options, and other information Blue Shield determines is relevant to my coverage. | consent to allow Blue Shield to contact me and/or

any dependents covered on my contract/policy at the phone number(s) | provided, including any number | provide that connects to a cell phone.

Applicant’s email address:

| understand and agree that the email address | provide on this Application may be used by Blue Shield to contact me about my Blue Shield contract/policy.  Initial
| understand that information sent to me by email could include important information about my coverage, renewal options, and any other information
Blue Shield determines is relevant to my coverage. | consent to allow Blue Shield to contact me and/or any dependents covered on my contract/policy

at the email | provide on this Application.

If a current Blue Shield member, provide subscriber number:

Home address (NO P.0. Box) Apt. No.
City State ZIP code
Billing address (if different from above) Apt. No.
City State ZIP code
Mailing address (if different from home address) Apt. No.
City State ZIP code

Applicant’s employer’s ZIP code

Spouse/domestic partner’'s employer’s ZIP code

List other name(s) used in past

Health plan option (check one box only):
Blue Shield of California plans:

Exclusive PPO plans

Trio HMO plans

Blue Shield Platinum 90 PPO Silver 70 Off Exchange PPO Blue Shield Bronze 60 HDHP PPO Blue Shield Platinum 90 Trio HMO
Blue Shield Gold 80 PPO Silver 1850 PPO Blue Shield Minimum Coverage PPO Blue Shield Gold 80 Trio HMO
Blue Shield Bronze 60 PPO Silver 70 Off Exchange Trio HMO
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Primary applicant’s initials
Part 1 - Primary applicant information (continued):

You must apply for coverage by the 15" of the month in order for coverage to be effective the first of the following month. If you apply between the 16™ and
last day of the month, coverage will be effective the first day of the second following month. Effective dates for special enrollment periods may be different
than during open enrollment. See Part 5(b), Item 5 for details.

Requested effective date (see Part 5(b), Item 5 for information) / /

Note: Summary of Benefits and Coverage (SBC) forms are available for all medical plans. These forms summarize coverage and benefits for plans in a uniform
manner. Log in to blueshieldca.com/shc to download SBC forms for any plan(s) you have applied for.

(a) Does the primary applicant currently reside in California? [_] Yes [_] No If no, where does the primary applicant reside?
Indicate language preference: [_] English [_] Spanish [_] Chinese [_] Vietnamese [ ] Korean [] Other:

Preferred method of contact (check one): [_] Home phone [_] Work phone [_] Cell phone [] Email Best time to contact: CJAM [IPM™
] Standard mail

Check here if you have previously had coverage with Blue Shield. []
If prior coverage, indicate prior Blue Shield subscriber No., if known:

Are you or anyone applying for coverage currently eligible for and/or enrolled with Medicare coverage? [] Yes [] No
If ves, [] Eligible or ] Enrolled. Please identify the name(s) of the applicant(s):

Part 2 - Primary applicant supplemental plan choices

You may also purchase a dental plan, a vision plan, or dental + vision package, and/or life insurance to supplement your health coverage. Dental, vision, dental + vision
plans, and/or life insurance are also available without medical. Dental and vision plan options will apply to all individuals/dependents included on this application.

Dental and vision plan options (select only one dental plan and/or one vision plan OR Specialty Duo):
[L] Dental HMO ] Enhanced Dental HMO $0  [] Dental PPO [ Enhanced Dental PPO 50/1250
[ Enhanced Dental PPO 25/500 [] Specialty DuoS™ dental + vision package* [ ] Ultimate Vision 15/25/120* [] Ultimate Vision 15/25/150*

Dental HMO only — visit blueshieldca.com to find a dental provider or for questions call (888) 256-3650 Dental provider No.

Dental provider name:

Life insurance™ option: Life insurance is available to applicants age 1 year or older and through the age of 64. Coverage is offered in amounts starting at
$10,000 and up to $100,000. Certain conditions apply for benefit amounts of $50,000 and above. In order to purchase life coverage, a separate life insurance
application must be completed. For life insurance rates and to apply for coverage, please visit our website at blueshieldca.com/term-life.

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

Part 3(a) - Spouse/domestic partner dependent applicant information
] Spouse [_] Domestic partner Sex: [] Male [] Female Date of birth (month/day/year) / /
Applicant’s Social Security Number/Tax ID number

First name Ml

Last name

Is the spouse/domestic partner applicant’s residence the same as the primary applicant? [_] Yes [] No
If no, where does the applicant reside? (address, including ZIP code and state)

Part 3(b) - Child dependent applicant information - Dependent children must be under age 26. If more than eight child
dependents are applying for coverage, please attach a supplemental page providing all information listed below, your signature, and date.

[] Male Date of birth (month/day/year)
[] Female Relationship: (e.g., son/daughter) ;o

Applicant’s Social Security Number/Tax ID number

First name Ml

Last name

Is the child dependent applicant’s residence the same as the primary applicant? [] Yes [] No
If no, where does the applicant reside? (address, including ZIP code and state)
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Part 3(c) - Child dependent applicant information

Primary applicant’s initials

L] Male

[] Female Relationship: (e.g., son/daughter)

Date of birth (month/day/year)
[/

Applicant’s Social Security Number/Tax ID number

First name MI
Last name

Is the child dependent applicant’s residence the same as the primary applicant? [] Yes [] No

If no, where does the applicant reside? (address, including ZIP code and state)

Part 3(d) - Child dependent applicant information

L] Male Date of birth (month/day/year)

[] Female Relationship: (e.g., son/daughter) / /

Applicant’s Social Security Number/Tax ID number

First name Ml
Last name

Is the child dependent applicant’s residence the same as the primary applicant? [] Yes [] No

If no, where does the applicant reside? (address, including ZIP code and state)

Part 3(e) - Child dependent applicant information

] Male Date of birth (month/day/year)

[] Female Relationship: (e.g., son/daughter) / /

Applicant’s Social Security Number/Tax ID number

First name MI
Last name

Is the child dependent applicant’s residence the same as the primary applicant? [] Yes [] No

If no, where does the applicant reside? (address, including ZIP code and state)

Part 3(f) - Child dependent applicant information

] Male Date of birth (month/day/year)

[ Female Relationship: (e.g., son/daughter) / /

Applicant’s Social Security Number/Tax ID number

First name MI
Last name

Is the child dependent applicant’s residence the same as the primary applicant? [] Yes [] No
If no, where does the applicant reside? (address, including ZIP code and state)

C12900-HCR
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Part 3(g) - Child dependent applicant information

Primary applicant’s initials

[] Male
[] Female Relationship: (e.g., son/daughter)

Date of birth (month/day/year)
[/

Applicant’s Social Security Number/Tax ID number

First name M
Last name

Is the child dependent applicant’s residence the same as the primary applicant? [] Yes [] No

If no, where does the applicant reside? (address, including ZIP code and state)

Part 3(h) - Child dependent applicant information

] Male Date of birth (month/day/year)

[] Female Relationship: (e.g., son/daughter) / /

Applicant’s Social Security Number/Tax ID number

First name M
Last name

Is the child dependent applicant’s residence the same as the primary applicant? [] Yes [] No
If no, where does the applicant reside? (address, including ZIP code and state)

Part 3(i) — Child dependent applicant information - If more than eight child dependents are applying for coverage, please attach

a supplemental page providing all information listed below, your signature, and date. Check here if a supplemental page is attached. [_]

[] Male
[] Female Relationship: (e.g., son/daughter)

Date of birth (month/day/year)
[/

Applicant’s Social Security Number/Tax ID number

First name

M

Last name

Is the child dependent applicant’s residence the same as the primary applicant? [] Yes [] No
If no, where does the applicant reside? (address, including ZIP code and state)

C12900-HCR-PR (1/19)
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Part 4 — Authorization for release of information

—

By signing this form, you are authorizing the release of your and/or your dependents” healthcare
information by a healthcare provider, insurer, insurance support organization, health plan, or your
insurance agent to Blue Shield of California or Blue Shield of California Life & Health Insurance Company
(collectively, Blue Shield) for the purpose of processing claims and for administering benefits under the
health service agreement/policy.

Further, by signing below you are authorizing Blue Shield to disclose such healthcare information to a
healthcare provider, insurer, self-insurer, insurance support organization, health plan, or your insurance
agent for the purpose of investigating or evaluating any claim for benefits. The healthcare information
used or disclosed pursuant to this authorization may be subject to redisclosure and may no longer be
protected under the federal health information privacy laws.

You have the right to refuse to sign this authorization.

You are entitled to a copy of this authorization after you sign it.

Expiration: This authorization will remain valid: 1) for thirty (30) months from the date of this
authorization for the purposes of processing your application, processing a request for reinstatement, or
processing a request for a change in benefits; 2) for as long as may be necessary for processing of claims
incurred during the term of coverage; and 3) for the term of coverage for all other activities under the
health service agreement/policy.

Right to revoke: | understand that | may revoke this authorization at any time by giving written notice of
my revocation to Blue Shield. | understand that revocation of this authorization will not affect any action
Blue Shield has taken in reliance on this authorization prior to receiving my written notice of revocation.

Applicant/parent or legal guardian Today's date
Applicant/parent or legal guardian Today's date
Applicant’s spouse/domestic partner Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date
Applicant age 18 or over Today's date

C12900-HCR-PR (1/19)
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Part 5(a) - Applicant verification of accuracy
Please read the following carefully. Each applying family member age 18 and older is required to review the completed application and provide their own
signature. Keep a copy of this application for your records.

| alone am responsible for the accuracy and completeness of the information provided on this application. | have personally reviewed all
information provided on this application, even if | did not fill out the application myself. To the best of my knowledge and belief, all information
on this application is accurate, true, and complete. If Blue Shield determines that there is fraud (by act, practice, or omission) or an intentional
misrepresentation of material fact in the information on this application, | understand that coverage may be rescinded as allowed by law.

For applicants with a language preference other than English: If | indicated in Part 1 that | have a language preference other than English
and have completed the English version of this application (or version other than in my language preference), | confirm that | understand
the questions on this application.

Signature of applicant/parent or legal guardian Today's date Print name (and relationship if applicant is a minor)
Signature of applicant/parent or legal guardian Today's date Print name (and relationship if applicant is a minor)
Signature of applicant's spouse/domestic partner (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name

Part 5(b) — Authorizations, terms, and conditions
Please read the following terms and conditions carefully. Each applicant age 18 and older is required to review the completed application and provide their own
authorization and signature. Keep a copy of this application for your records.

1. Application for coverage: It is important to know that Blue Shield of California or Blue Shield of California Life & Health Insurance Company (as
applicable) may decline your application for coverage if you are not currently eligible. Your application must be approved by Blue Shield, and an effective
date for coverage assigned, before coverage may become effective.

2. First month’s dues/premium: Blue Shield requires first month’s dues/premium at the time of application submission. Find your estimated monthly dues/
premium by going to blueshieldca.com or contact your agent. Refer to Part 7 for payment options. Failure to submit full payment of dues/premiums
will result in a return of your application. Please note that processing any payment does not constitute approval of your application with Blue Shield or
Blue Shield Life. If you do not currently qualify for coverage, the dues/premium you submit with your application will not be processed. If you include a
check, it will be destroyed.

3. Past due premiums: Blue Shield reserves the right to collect any unpaid premiums for coverage in the 12-month period preceding the effective date of new
coverage before issuing new coverage.

4. Dues/premiums: Dues/premiums are to be paid in full by the due date. Coverage will be terminated for failure to pay dues/premiums in a timely manner
as set forth in the health service agreement/policy and as allowed by law.

(Required) By checking this box [, | acknowledge and agree to the following Blue Shield Premium Payment Policy. | also attest that either I, or an
Acceptable Third Party Payor, am making and will make all future premium payments for my Blue Shield coverage:

The Subscriber is responsible for payment of dues/premiums to Blue Shield of California. Blue Shield of California does not accept direct or indirect
payments of dues/premiums from any person or entity other than the Subscriber, family members or a legal guardian, or an “Acceptable Third Party Payor.”
Acceptable Third Party Payors are:

C12900-HCR-PR (1/19)
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Primary applicant’s initials
Ryan White HIV/AIDS programs under Title XXVI of the Public Health Services Act
Indian tribes, tribal organizations or urban Indian organizations
A lawful local, State, or Federal government program, including a grantee directed by a government program to make payments on its behalf.
Bona fide charitable organizations and organizations related to the Subscriber (i.e., church or employer) when the following is also true: payment is
guaranteed for the plan year, assistance is provided based on defined financial status criteria and health status is not considered, the organization
is unaffiliated with a healthcare provider, and the organization has no financial interest in the payment of a health plan claim. Financially interested

institutions/organizations include institutions/organizations that receive the majority of their funding from entities with a pecuniary interest in the payment

of health insurance claims, or institutions/organizations that are subject to direct or indirect control of entities with a pecuniary interest in the payment of
health insurance claims.

Upon discovery that dues/premiums were paid directly or indirectly by a person or entity other than those listed above or the Subscriber, Blue Shield of
California has the right to reject the payment and inform the Subscriber that the payment was not accepted and that the dues/premiums remain due.
Processing any payment does not waive Blue Shield of California’s right to reject that payment and future payments under this policy.

5. Effective date of coverage: If you qualify for coverage, Blue Shield will notify you of your effective date of coverage. If Blue Shield cannot honor your
requested effective date, or is unable to issue coverage before your requested date, coverage will begin as soon as possible. If additional dues/premiums
are owed, payment must be received before coverage becomes effective. Any charges incurred for services received prior to your effective date or after
termination of coverage are not covered.

Effective dates for a special enrollment period may be different than for an open enrollment period. These effective dates are assigned by Blue Shield and
may be as early as the 1st of the month following the receipt of the special enroliment period as required by regulation, or the date of birth in the case of a
newborn. For information on special enroliment period effective dates, please contact Blue Shield.

6. Acceptance of application: You understand that only Blue Shield can accept your application and issue coverage for an IFP plan requested on this form.
Your agent or broker cannot enroll you for coverage or change any terms or conditions of coverage.

7. Parents/guardians: If you are the parent or legal guardian of an applicant who is a minor, please sign on behalf of the applicant at the bottom of this

Part 5. As the parent or legal guardian, you are identified as the person who may make inquiries and act on behalf of the applicant regarding this coverage

(as allowed by law). In addition, you are agreeing to assume all responsibility for dues/premiums payments and for following the terms and conditions for
coverage. If you are not the parent of the applicant, please attach the court documents that appoint you as the guardian of this minor. Mark one of the
following boxes and identify the individual authorized to act on behalf of the minor (applicant):

Parent or legal guardian only: (include name and relationship), or
L] My designee (include name and relationship), or
[]  Qualified medical child support order designee (include name and relationship).
] Mark this box if Blue Shield is to only make changes to the contract upon written request by the person identified above.

8. Authorization for spouse/domestic partner to make changes: If you are an applicant whose spouse/domestic partner is also applying [] Yes
for coverage, please specify if you authorize your spouse/domestic partner to make changes to the contract/policy on your behalf. You may N
discontinue this authorization at any time by sending a written request to Blue Shield. 0

9. Authorization for your agent to provide/obtain information: Check here if you do net authorize your insurance agent, broker, or producer O

(referred to as “your agent”) to access all information on this application.
10. Process to authorize Blue Shield to release personal and health information to a third party: If you would like to authorize your spouse, domestic

partner, or a third party to access your personal health information, please complete the form titled Authorization for Blue Shield to Disclose Personal & Health

Information to a Third Party. To obtain this form, go to blueshieldca.com and click on the Privacy link at the bottom of the page, or call (888) 256-3650.

. Response to requested information: You agree to cooperate with Blue Shield (or Blue Shield Life, as applicable) by providing, or by providing access
to, documents and other information requested (such as court orders to provide dependent coverage, etc.) to corroborate information provided in this
application for coverage. You acknowledge and agree that failure or refusal to provide these documents or the information requested may be cause to
rescind or cancel your coverage.

. Receiving materials and communications electronically versus print: You will receive required benefit plan and coverage-related materials
and communications via email and/or the Blue Shield website blueshieldca.com, as applicable. Documents that are made available to you via
blueshieldca.com are as follows:

e Blue Shield Identification (ID) card e Evidence of Coverage and Health Service Agreement (EQC)/Policy

e Statement of Benefits (SOB) e Summary of Benefits and Coverage (SBC)

e Endorsements to your EQC or Policy

Obtaining a document electronically will confirm your consent to electronic delivery. You also have the right to obtain printed, mailed materials at any time
and at no expense to you.

To receive printed materials in the mail, to opt out of email communications, or if you have questions, please call (888) 256-3650.

I have reviewed all responses pertaining to me in this application. | have read the benefit summary, Summary of Benefits and Coverage (SBC),
and the terms and conditions of coverage and authorizations set forth ahove. With my own signature below, | represent that the information
provided in this application is complete and accurate to the best of my knowledge, and | understand and agree to the terms and conditions of
coverage and the authorizations | have provided. (Important: Each adult applicant must provide their own signature.) | understand that | must
inform Blue Shield if anything changes or is different from what | listed on this application before my enrollment with Blue Shield begins.

—_

1

N

Signature of applicant/parent or legal guardian Today’s date Print name (and your relationship if applicant is a minor)
Signature of applicant/parent or legal guardian Today’s date Print name (and your relationship if applicant is a minor)
Signature of applicant’s spouse/domestic partner (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name

—

C12900-HCR-PR (1/19)
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Primary applicant’s initials

—

Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name
Signature of family member age 18 and over (if applying) Today's date Print name

Important: Return the application within 30 days of your date(s) and signature(s).
We must receive your application during the open enrollment period or within 60 days from a special enrollment triggering event.

Part 6 — Producer information: To be completed by an authorized Blue Shield agent

1. Did you complete this application? [ ] Yes [] No

2. If yes, did you ask each question in this application exactly as set forth? [_] Yes [_] No

3. Are the answers recorded exactly as given to you? [ ] Yes [] No, attach explanation.

4. Do you want the health service agreement/policy sent directly to the subscriber? [] Yes [] No

Producer name (the entity/individual to whom commissions will be issued) Glenn Phillips

Email address gphillips@iisquotes.net [] Update email . Producer number 954864046

Telephone number (8774411-4467 ] Update phone - Fax number (4804287-8960 [ Update fax

Producer address 5038 Parkway Calabasas Suite 100

] Update address

city Calabasas StateCa ZIPcode 91302
Super producer name Super producer number
Producer signature (required) Today's date (required) Print name

Producers: Please ensure each part of the application is complete. In the event of missing or incomplete information, Blue Shield may contact your applicant
directly to obtain complete information.

Part 7 - Billing and payment information

Calculate estimated monthly dues/premiums
e (o to blueshieldca.com to get estimated dues/premiums or talk to your agent to get estimated dues/premiums.
e First month's dues/premium is required at the time of application submission.

e Blue Shield will issue final dues/premium before any effective date of coverage. If the final amount differs from the estimated dues/premium and
additional amounts are owed, payment must be received before coverage will take effect.

Payment options
Your first month’s dues/premium can be paid by submitting a check® or money order.

*When you provide a check as payment, you authorize Blue Shield either to use information from your check to make a one-time electronic funds transfer from
your account or to process the payment as a check transaction. \When we use this information from your check to make an electronic funds transfer, funds will
be withdrawn from your account as soon as the date we approve your application and you will not receive your check back from your financial institution.

C12900-HCR-PR (1/19)

C12900-HCR Application for Blue Shield Individual and Family Health Plans 8

_



—

Part 7 (cont'd) - Payment authorization form

Authorization and signature(s)

By signing below, | agree to the terms and conditions of this authorization form and | acknowledge that | have received a copy of this form. | acknowledge that

all payment transactions must comply with the provisions of U.S. law.

Payments may be processed by a third-party vendor on behalf of Blue Shield.

Account holder signature

Account holder signature

C12900-HCR

Print name

/ /
Date
Print name

/ /
Date

C12900-HCR-PR (1/19)
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Part 7 - Billing and payment information

KEEP THIS COPY FOR YOUR RECORDS

Calculate estimated monthly dues/premiums

e (o to blueshieldca.com to get estimated dues/premiums or talk to your agent to get estimated dues/premiums.

e First month’s dues/premium is required at the time of application submission.

e Blue Shield will issue final dues/premium before any effective date of coverage. If the final amount differs from the estimated dues/premium and
additional amounts are owed, payment must be received before coverage will take effect.

Payment options

Your first month’s dues/premium can be paid by submitting a check™ or money order.

*When you provide a check as payment, you authorize Blue Shield either to use information from your check to make a one-time electronic funds transfer from
your account or to process the payment as a check transaction. \When we use this information from your check to make an electronic funds transfer, funds will
be withdrawn from your account as soon as the date we approve your application and you will not receive your check back from your financial institution.

Authorization and signature(s)

By signing below, | agree to the terms and conditions of this authorization form and | acknowledge that | have received a copy of this form. | acknowledge that

all payment transactions must comply with the provisions of U.S. law.

Payments may be processed by a third-party vendor on behalf of Blue

Shield.

Account holder signature

Account holder signature

C12900-HCR

Print name

/ /
Date
Print name

/ /
Date

C12900-HCR-PR (1/19)

Application for Blue Shield Individual and Family Health Plans 10 _I



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:

= Provides aids and services at no cost to people with disabilities to communicate effectively
with us such as:

- Qualified sign language interpreters

- Written 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 other languages

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.html.

Blue Shield of California b | U e

50 Beale Street, San Francisco, CA 94105 california
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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)

EEEH : CEcEEEHER ? MR A8 - RATUBAZREE - EHEMNIL ATMENESES
MERZED - BB E5ELBIBlue Shield IDFEE LK E8/5FREEER - SUEETT
B (866) 346-7198 - (Chinese)

QUAN TRONG: Quy vi c6 thé doc Ia thw nay khéng? Neu khong, chung t6i c6 thé nho _nguoi gidp quy
vi doc thw. Quy vi cling cd thé nhan 14 thw nay dwoc viét bang ngdn ngiy cla quy Vvi. Pé duworc hé tro
mién phi, vui long goi ngay dén Ban Dich vu Héi vién/Khach hang theo sb & mat sau thé ID Blue Shield
cla quy vi hoac theo sb (866) 346-7198. (Viethamese)

MAHALAGA: Nababasa mo ba ang sulat na ito? 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. (Tagaloq)

Baa’ akohwiindzindooigi: Dii naaltsoosish yiinitta’go biinighah? Doo biinighahgdo éi, naaltsoos nich’y’
yiidoottahigii fa’ nihee hol¢. Dii naaltsoos aldd’ t’aa Diné k’ehji adoolniit ninizingo biighah. Doo baah ilinigd
shikda’ adoowol ninizing6 nihich’i’ béésh bee hodiilnih d66 ndmboo éi dii Blue Shield bee néiho’dilzinigi
bine’déé’ bikaa’ éi doodago éi (866) 346-7198 ji’ hodiilnih. (Navajo)

+= 4%, L2 £ F A= AEO| JASL|C EBHCOHE
M Zo i 2O A|2{H Blue Shield ID 7tE SIHO
§I%J/17—”. MH|A MRS = (866) 346-71982 K| 2 NS 2. (Korean)

YUCEINC B Ywpnqubnd & p Jupnuy wyju twdwlp: Bph ns, wwyyw Ukip Joqubklp dkq: dnip whunp k
twl jupnpuwiwp vnwbtu) wju twdwlp dkp (Eqyny: Cwnuynipniut wdwnp b Mugpnd Gup
wilhpwy tiu quiuquhwpk) Zwdwhinpyutph vywuwpuwt puduh hinpwhinuwhwdwpny, npp tpdws &
Atp Blue Shield ID pupwuj twnlih dwunid, jud (866) 346-7198 hwdwpny: (Armenian)

BAXHO: He moxeTte npoyYecTb AQHHOE NMUCbMOS Mbl MOMOXEM BAM, ECAM HEOBXOAMMO. Bbl TAKXKE MOXETE
MOAYYUTb DTO MUCbMO HAMUCAHHOE HA BALLIEM POAHOM $3blke. [103BOHUTE B CAY>XXOY KAMEHTCKOM/YAEHCKOM
NOAAEPXKKM MPIMO CEMHAC MO TEAETJDOHY, YKA3AHHOMY C3AAM MAEHTUAOUKALLMOHHOM KapThl Blue Shield, nan
no TenedoHy (866) 346-7198, 1 BOM MOMOTIYT COBEpPLLIEHHO BecnAaTHo. (Russian)

HE :J?o‘%ﬁ% IOFMEFL LN TEETN? b Lt 2 ENTE WA, Biihd, BEER
EYR—=bT 2 NWEFRNZLEY, £, BERORBERF TEMNIZFREBEVTL5ILH7

ETY, ROV R—FE2HFLEIN5H41E. Blue Shield IDV— FOEFICEH EIN TWIEE/BE
Y — b A0 EJRE S, 7215, (866) 346-7198IC KB EiE 2 BT < &V, (Japanese)
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oad IS iy 534S il o el 3k 1 iy g % Ll 81 S il 5 (o) e a8 il 3 GlasA Gl 4 1 el ol s
(Persian) .2 8o olas s jide/lac] cilara L (866) 346-7198 cilio e 3ok 31 L 5 cand 03 7 12 (5 Blue Shield

HIZIYIS: ot IH for U39 § ug Hele I7 A &t 37 fer § ugs feg Hee & wir foan fenest & ysio a9
A I | AT fog U39 wust g feg S Ifenr & YU 59 Aae J1 He3 R Hee Yu3 596 &4 3973
Blue Shield ID a3 © fifg &3 Hag/areHa A3fer 8Ida 859 3, A (866) 346-7198 3 'S aJ| (Punjabi)

UFIRIES: 1ISEAMGIHSMS: chisizigis? 1IUBSHGIS RGNS WHASRAMIIMSH
E/IS ARG SUTSIOEMISIINMMUNIUUHARRIEN i USSWisnusS s SSig
UEIWTISINMUISIMSIUS ININ e SA/HSSRSIRUESISTUT2RUWN e Blue Shield
TUIHM UrMuiw:iue (866) 346-71989 (Khmer)

138 o J sl L)l zliag 88 el 8 8 dlaclind e gt jliaa LSy el 8 adatad ol o) Sl 138 501 8 audainds Jaz ageall
A Calall e 5 saall eliac V1 aad/e Sleall dead s a8 o V1 JLaiV1 o A3 () sy aclusal) o J seaal] alizly 1 €6 ldal)
(Arabic).(866) 346-7198 #i,ll e i Blue Shield 4. sel) 48y (1

TSEEM CEEB: Koj pos tuaj yeem nyeem tau tsab ntawv no? Yog hais tias nyeem tsis tau, peb tuaj yeem nrhiav ib tug
neeg los pab nyeem nws rau koj. Tej zaum koj kuj yuav tau txais muab tsab ntawv no sau ua koj hom lus. Rau kev pab
txhais dawb, thov hu kiag rau tus xov tooj Kev Pab Cuam Tub Koom Xeeb/Tub Lag Luam uas nyob rau sab nraum nrob
gaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198. (HmonQ)

drfny: A uaaraneaduil lanie li vnnlile Tusawemnushoanns s

AN ldsuaamnatuililunsvesan mndosnsauthomnds e lidan Toane
TusafnsiarnuusmMsgnd/aundnnaues Insdwii lutnsusza1sh Blue Shield wasna niolns
(866) 346-7198 (Thai)

FAcaqoT: FIT 37T $H T 1 TG Hehd o2 TS o761, ol 67 38 UGl H 3Tl Heg & olv Tehdll cafer ol Jeier st
Fehel § | 3T $H U T 37911 19T # 8 UTeT X Fehd! & | T:3[eh Hee Tred &l & oIt 3191 Blue Shield ID &rS
& S U I HIR/FEeHR TTaH TP e, AT (866) 346-7198 T dhiel Y| (Hindi)

Sf)S')E)D mwsamoawaowwvlou? T]‘)S‘?DUlO wO)')CS‘)fﬂJ.)‘)O?WU‘)‘)E)DQOE)S‘)D?UND‘)DM‘_)zO
U)‘)‘).)€)3S‘)JJ‘)OZ?U)CCUGDOUD‘)E)DCUDL«)‘)%‘)QSQW‘)DIO 3?QUQO?DQOE)CU78CCUUUC5€)§)‘) D’)“’Q‘U‘)
YmtmcU?m283cme)Uanvzumqnlonm?nmnmcuimQuﬁuem‘umguozuman Blue Shield 209119V,
M nlumcD(866) 346-7198. (Laotian)
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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 espafiol. Para obtener ayuda, llAmenos al niumero que figura en su tarjeta de
identificacion o al 1-866-346-7198. Para obtener mas ayuda, llame al Departamento de Seguros de
CA al 1-800-927-4357. Spanish

B TES IRE. Wﬁé%%%mf“”féﬂ&a’%o AT LU SCHE TSRS TS, S SO SCRIRRAS, ] DAHESE BT
PR, BREUSEh, FEEEEORR TSI E YR, jz%xﬂlsess 346-7198 ELFAMBHAR, BRI HA
#Bh, FEECE 1-800-927-4357 HLANM LRI HRES, Chinese

Céc Dich Vu Trg Gitip Ngon Ngir Mién Phi. Quy vi c6 thé dugc nhan dich vu thong dich. Quy vi cé thé duoc
ngudi khac doc gitip cac tai liéu va nhan mot s6 tai liéu bang tiéng Viét. DE duoc gitp d&, hay goi cho ching toi
tai s6 dién thoai ghi trén thé hoi vién cda quy vi hodc 1-866-346-7198. Dé duwoc trg gilp thém, xin goi S& Bao
Hiém California tai s6 1-800-927-4357. Vietnamese

TR SYMHL S o=0] SH MHAE O d £ 2 A= Z MFE ESHF= MEAER2H +
AL LICH Z 20| WRBEIAl & Hﬁ 5}: 1-866-346-7198H 2 = 2 O[5H =M A| 2. 2 CF ApM| B

= TIot2| ID 7HE0f| LietlE o
AtE Zol5Hd 22 A2 Z Lot F B =, QLY H 2} 1-800-927-4357H 2 2 GIEISH T4 A| 2. Korean

Walang Gastos ha 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 LEqulwl SwnwjnLpjncbutp: Hnwp Ywnnn Gp pwpqdwu é6np pGpt W thwuwnwenrebpp
purtngt) tnwy 6q hwdwn hwjGptu |Gayny: Ogunipjwl hwdwn Utq quugwhwntp dGn hupuniejwl (ID) tnnduh
Ynw Logwd Ywd 1-866-346-7198 hwdwnny: Lpwgnighy ogunipjwl hwdwn 1-800-927-4357 hwdwipny
quuqwhwnptp Ywhdnpuhwih Uwywhnjwgnnijwl FwdwldnLup: Armenian

BbecAnaTHble YCAYTU NepeBOAd. Bbl MOXETE BOCMOAB3OBATLCA YCAYTAMM MEPEBOAYMKA, 1 BALLIM
AOKYMEHTbI MPOYTYT AAS BOC HO PYCCKOM 43blke. ECAM BOM TPEBYETCH MOMOLLLD, 3BOHUTE HOM MO
HOMEPY, YKA3OHHOMY HQA BALLIEN MAEHTUAOUKALLMOHHOM KApPTE, MAM 1-866-346-7198. ECAM BOM
TpebyeTcs AOMOAHUTEABHAS MOMOLLLB, 3BOHUTE B AEMNAPTAMEHT CTPAXOBAHMS LLTATA KAAMADOPHMS
(Department of Insurance), no tfeaedoHy 1-800-927-4357. Russian

BHDERY—ER BABTHERZCREML. EEZEHALET. Y—EXRZEZZHEDAIE. 1DH—
REZEDE S F1-1£1-866-346-7198F THREILVEHELL ZE LY, BEHLZEMULEDLEIX. h) THIIL=T M
RB&EFT. 1-800-927-4357F T ZTE#K K f2& LY, Japanese

() .20 5 03] 52 (Ll 5 asjl L) 4 Sl 2 &Ky g i€ saliin) Lalid aa e G Gladd )l g () 4p Jage el Clead
) S lai 1- 8663467198:,)1.4_\30.\\L‘)&m\aﬁ;ﬁw@u&iQJSLg}J«SGjéﬁwa@)bj\Lal..\c;&aiaéhja
Persian. xS (813 1-800-927-4357 »_jled 43 (Liad\S 4w o )la)CA Dept. of Insurance 4 ¢ yidin <SS il j
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HE3 T AT 3H TITHIE T ATl ITHS od AdR J W3 TA3TeH § Unrd f[<9 7 Ao J1 99 TA3<d
& Ul {9 37 71 HaR I | Hew B8 3073 »irElEt (D) 193 3 €3 99 3 Hi 1-866-346-7198 3 WG 26
3| TUS Hew Bl JEIaIam fsurgene »ig fesidn & 1-800-927-4357 3 @6 | Punjabi

WINREMANSHARIGY HAMGSSUTSHAUMUMAN SHMSA/MINSHAN MaNTg! 4 e USSw
VYSINYMIIDRSMUuINSI2 U SUMMIIUTUWNaM IS SIUIHA Yius 1-866-346-7198
UENURSWUTSYIS)S g SInISiHdm I UiHig mIGUliim muiug 1-800-927-4357 Khmer

il e lsall e Jgaandl Gy pal) Zallly Sl 5306 0 86) 8 5 an jie Lo J panl) GliSey AR () 9y dan 5 cilard
(o sladll (e 3350l e Jgasll 1-866-346-7198 a8 o f ey sume dilday o cpuall 850 e Uy
Arabic .1-800-927-4357 &8 ) e Ly stdlS Y o (pualill 3 )l Juca

Cov Kev Pab Txhais Lus Tsis Them Nqi. Koj yuav thov tau kom muaj neeg los txhais lus rau koj thiab kom
neeg nyeem cov ntawv ua lus Hmoob. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj nyob
hauv koj daim yuaj ID los sis 1-866-346-7198. Yog xav tau kev pab ntxiv hu rau CA lub Caj Meem Fai
Muab Kev Tuav Pov Hwm ntawm 1-800-927-4357 Hmong

vamsvumuese lidoan lddne ananinsasuuamsannau nudis it wmihiiewenans e i
wiadwenansua i lumwvssnalumanld asesmsmushomas

Asaun InsdwvionuminplaviisuatdundninsUsandvoinm wis fivanuiaw 1-866-346-7198
wndasmsanuthumdoingn Tuse lnsuni nsumsusAudouianasgueanasiludivanoias 1-800-927-4357 Thai

e 1T ATl | ST Qe GUIRT o6 Hell T X Tl &1 310 RISl b1 Ugell ob G Thd & AR PG bl 7T
T H ¥ad & FieTar gand %I eIl & oy, 304 ID TS TR fT 7T FaR W, T 1-866-346-7198 TR H I H1 |
3P TeTIdT & forg Heipif-ar AT faHNT (CA Dept. of Insurance) @1 1-800-927-4357 TR T &3 | Hind

Doo baah ilinigé saad bee yat’i’ bee ana’awo’. Dii sha ata’halne’dooigi hol¢edoo ninizingo éi biighah. Naaltsoos
naanindhajeehigi shich’{’ yiidooltah éi doodagd ta’ shich’i’ 4doolniit 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
¢i (866)346-7198ji’ hodiilnih. Hozh¢ shika anaa’doowot ninizingo éi dii béeso ach’aah naa’nil bit haz’aaji’
1-800-927-4357j1’ hodiilnih. Navajo

UOD‘)DCCUL.)')S‘)?OE)UCSE)E)') moummoacamcwwﬁmlo VIVIIVI0LBBINCONE S‘)D?U)U)‘)Dwg
CC°® 53C8ﬂw5‘)DU‘)3€5‘)3mCUDw‘)25‘)2831!)‘)1) 25‘)QU€)O?DQOE)CU)8 ?m’?mm‘)womsvmwcuimz 21UU)JJ
?DUOU”@‘)C’)OQ@‘_)U)’)D t}_) L9 1-866-346-7198. SV)QUE)O’)JJQOE)CQ_)SC&)DCC’)JJEU)U)‘) WECCLN U 3’)1)21.028‘_‘)
509“751;5(:1)@)26{?)(:81-800-927-4357. Laotian
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