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Find your doctor
Go to blueshieldca.com/networkhmo and select the
provider you are looking for. Enter your location, then
click Continue.

You may need your selected PCP’s ID number when
you enroll in the plan for the first time. To find this
number, click on the doctor’s name and then select
View details under "Primary care services offered."
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Summary of Benefits 

San Francisco Health Service System 

Fund (CCSF)  

Effective January 1, 2019  

HMO Benefit Plan 

San Francisco Health Service System Custom Access+ HMO 25 

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California benefit 

Plan. It is only a summary and it is part of the contract for health care coverage, called the Evidence of Coverage 

(EOC).1  Please read both documents carefully for details. 

 

Provider Network: Access+ HMO Network 

This benefit Plan uses a specific network of Health Care Providers, called the Access+ HMO provider network. Medical 

Groups, Independent Practice Associations (IPAs), and Physicians in this network are called Participating Providers. You 

must select a Primary Care Physician from this network to provide your primary care and help you access services, but 

there are some exceptions. Please review your Evidence of Coverage for details about how to access care under this 

Plan. You can find Participating Providers in this network at blueshieldca.com. 

   

Calendar Year Deductibles (CYD)2 

A Calendar Year Deductible (CYD) is the amount a Member pays each Calendar Year before Blue Shield pays for 

Covered Services under the benefit Plan.  

  When using a Participating Provider3 

Calendar Year medical Deductible Individual coverage $0 

 Family coverage $0: individual 

$0: Family 

Calendar Year Out-of-Pocket Maximum4 

An Out-of-Pocket Maximum is the most a Member will pay for Covered 

Services each Calendar Year. Any exceptions are listed in the EOC. 

 

No Lifetime Benefit Maximum 

 When using a Participating Provider3  Under this benefit Plan there is no dollar 

limit on the total amount Blue Shield will 

pay for Covered Services in a Member’s 

lifetime. 

Individual coverage $2,000  

Family coverage $2,000: individual 

$4,000: Family 

 

 

 

  

B
lu

e
 S

h
ie

ld
 o

f 
C

a
lif

o
rn

ia
 i
s 

a
n

 i
n

d
e

p
e

n
d

e
n

t 
m

e
m

b
e

r 
o

f 
th

e
 B

lu
e

 S
h

ie
ld

 A
ss

o
c

ia
ti

o
n

  



 

 

2 

Benefits5 Your payment 

 

When using a 

Participating Provider3 

CYD2 

applies 

Preventive Health Services6 $0  

California Prenatal Screening Program $0  

Physician services   

Primary care office visit $25/visit  

Access+ specialist care office visit (self-referral) $30/visit  

Other specialist care office visit (referred by PCP) $25/visit  

Physician home visit $25/visit  

Physician or surgeon services in an Outpatient Facility $0  

Physician or surgeon services in an inpatient facility $0  

Other professional services   

Other practitioner office visit $25/visit  

Includes nurse practitioners, physician assistants, and therapists.   

Teladoc consultation $0  

Family planning   

• Counseling, consulting, and education $0  

• Injectable contraceptive; diaphragm fitting, intrauterine 

device (IUD), implantable contraceptive, and related 

procedure. 

$0  

• Tubal ligation $0  

• Vasectomy $75/surgery  

• Infertility services 50%  

Podiatric services $25/visit  

Pregnancy and maternity care6   

Physician office visits: prenatal and postnatal $0  

Physician services for pregnancy termination $0  

Emergency services   

Emergency room services $100/visit  

If admitted to the Hospital, this payment for emergency room 

services does not apply. Instead, you pay the Participating 

Provider payment under Inpatient facility services/ Hospital 

services and stay. 

  

Emergency room Physician services $0  
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Benefits5 Your payment 

 

When using a 

Participating Provider3 

CYD2 

applies 

Urgent care center services $25/visit  

Ambulance services $50/transport  

This payment is for emergency or authorized transport.   

Outpatient Facility services   

Ambulatory Surgery Center $100/surgery  

Outpatient department of a Hospital: surgery $100/surgery  

Outpatient department of a Hospital: treatment of illness or injury, 

radiation therapy, chemotherapy, and necessary supplies 
$0  

Inpatient facility services   

Hospital services and stay $200/admission  

Transplant services   

This payment is for all covered transplants except tissue and 

kidney. For tissue and kidney transplant services, the payment for 

Inpatient facility services/ Hospital services and stay applies. 

  

• Special transplant facility inpatient services $200/admission  

• Physician inpatient services $0  

Diagnostic x-ray, imaging, pathology, and laboratory services   

This payment is for Covered Services that are diagnostic, non-

Preventive Health Services, and diagnostic radiological procedures, 

such as CT scans, MRIs, MRAs, and PET scans. For the payments for 

Covered Services that are considered Preventive Health Services, see 

Preventive Health Services. 

  

Laboratory services   

Includes diagnostic Papanicolaou (Pap) test.   

• Laboratory center $0  

• Outpatient department of a Hospital $0  

X-ray and imaging services   

Includes diagnostic mammography.   

• Outpatient radiology center $0  

• Outpatient department of a Hospital $0  

Other outpatient diagnostic testing   

Testing to diagnose illness or injury such as vestibular function 

tests, EKG, ECG, cardiac monitoring, non-invasive vascular 

studies, sleep medicine testing, muscle and range of motion tests, 

EEG, and EMG. 

  

• Office location $0  

• Outpatient department of a Hospital $0  

Radiological and nuclear imaging services   

• Outpatient radiology center $0  
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Benefits5 Your payment 

 

When using a 

Participating Provider3 

CYD2 

applies 

• Outpatient department of a Hospital $0  

Rehabilitative and Habilitative Services   

Includes Physical Therapy, Occupational Therapy, Respiratory 

Therapy, and Speech Therapy services. 
  

Office location $25/visit  

Outpatient department of a Hospital $25/visit  

Durable medical equipment (DME)   

DME $0  

Breast pump $0  

Orthotic equipment and devices $0  

Prosthetic equipment and devices $0  

Home health services   

Up to 100 visits per Member, per Calendar Year, by a home health 

care agency. All visits count towards the limit, including visits during 

any applicable Deductible period, except hemophilia and home 

infusion nursing visits. 

  

Home health agency services $25/visit  

Includes home visits by a nurse, Home Health Aide, medical social 

worker, physical therapist, speech therapist, or occupational 

therapist. 

  

Home visits by an infusion nurse $25/visit  

Home health medical supplies $0  

Home infusion agency services $0  

Hemophilia home infusion services $0  

Includes blood factor products.   

Skilled Nursing Facility (SNF) services   

Up to 100 days per Member, per Benefit Period, except when 

provided as part of a Hospice program. All days count towards the 

limit, including days during any applicable Deductible period and 

days in different SNFs during the Calendar Year. 

  

Freestanding SNF $0  

Hospital-based SNF $0  

Hospice program services $0  

Includes pre-Hospice consultation, routine home care, 24-hour 

continuous home care, short-term inpatient care for pain and 

symptom management, and inpatient respite care. 
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Benefits5 Your payment 

 

When using a 

Participating Provider3 

CYD2 

applies 

Other services and supplies   

Diabetes care services   

• Devices, equipment, and supplies $0  

• Self-management training $25/visit  

Dialysis services $0  

PKU product formulas and Special Food Products $0  

Allergy serum 50%  

Hearing services   

• Hearing aids and equipment $0  

Up to $2,500 per ear, per member, per 36 months.   

 

Mental Health and Substance Use Disorder Benefits Your payment 

Mental health and substance use disorder Benefits are provided 

through Blue Shield's Mental Health Services Administrator (MHSA). 

When using a MHSA 

Participating Provider3 

CYD2 

applies 

Outpatient services   

Office visit, including Physician office visit $25/visit  

Other outpatient services, including intensive outpatient care, 

Behavioral Health Treatment for pervasive developmental disorder 

or autism in an office setting, home, or other non-institutional facility 

setting, and office-based opioid treatment 

$0  

Partial Hospitalization Program $0  

Psychological Testing $0  

Inpatient services   

Physician inpatient services $0  

Hospital services $200/admission  

Residential Care $200/admission  

 

 

1 Evidence of Coverage (EOC): 

The Evidence of Coverage (EOC) describes the Benefits, limitations, and exclusions that apply to coverage under this 

benefit Plan. Please review the EOC for more details of coverage outlined in this Summary of Benefits. You can request 

a copy of the EOC at any time. 

Defined terms are in the EOC. Refer to the EOC for an explanation of the terms used in this Summary of Benefits. 

 

Notes 
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Notes 

2 Calendar Year Deductible (CYD):  

Calendar Year Deductible explained. A Deductible is the amount you pay each Calendar Year before Blue Shield 

pays for Covered Services under the benefit Plan. 

If this benefit Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified 

with a check mark () in the Benefits chart above. 

 

3 Using Participating Providers: 

Participating Providers have a contract to provide health care services to Members. When you receive Covered 

Services from a Participating Provider, you are only responsible for the Copayment or Coinsurance, once any Calendar 

Year Deductible has been met. 

Your payment for services from “Other Providers.” You will pay the Copayment or Coinsurance applicable to 

Participating Providers for Covered Services received from Other Providers. However, Other Providers do not have a 

contract to provide health care services to Members and so are not Participating Providers. Therefore, you will also 

pay all charges above the Allowable Amount. This out-of-pocket expense can be significant. 

 

4 Calendar Year Out-of-Pocket Maximum (OOPM): 

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges above a Benefit 

maximum. 

Essential health benefits count towards the OOPM. 

Family coverage has an individual OOPM within the Family OOPM. This means that the OOPM will be met for an 

individual with Family coverage who meets the individual OOPM prior to the Family meeting the Family OOPM within 

a Calendar Year. 

 

5 Separate Member Payments When Multiple Covered Services are Received: 

Each time you receive multiple Covered Services, you might have separate payments (Copayment or Coinsurance) 

for each service. When this happens, you may be responsible for multiple Copayments or Coinsurance. For example, 

you may owe an office visit Copayment in addition to an allergy serum Copayment when you visit the doctor for an 

allergy shot. 

 

6 Preventive Health Services: 

If you only receive Preventive Health Services during a Physician office visit, there is no Copayment or Coinsurance for 

the visit. If you receive both Preventive Health Services and other Covered Services during the Physician office visit, 

you may have a Copayment or Coinsurance for the visit. 

 

Benefit Plans may be modified to ensure compliance with State and Federal requirements. 

 

PENDING REGULATORY APPROVAL 

 

JM071018 
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Highlight: $0 Calendar Year Brand Drug Deductible 

$10 Formulary Generic/$25 Formulary Brand/$50 Non-Formulary Brand Drug - Retail Pharmacy 

$20 Formulary Generic/$50 Formulary Brand/$100 Non-Formulary Brand Drug - Mail Service 

 

Covered Services Member Copayment 
DEDUCTIBLES (Prescription drug coverage benefits are not subject to the medical plan deductible) 

 

Calendar Year Brand Drug Deductible 
Applies to covered brand and specialty drugs 

None 

 

PRESCRIPTION DRUG COVERAGE 1, 2, 3, 4 Participating Pharmacy8 

Retail Prescriptions up to a 30-day supply)  

•     Contraceptive drugs and devices 5 $0 per prescription 

• Formulary Generic drugs $10 per prescription 

• Formulary Brand drugs $25 per prescription  

• Non-Formulary Brand drugs $50 per prescription  

 

Mail Service Prescriptions (up to a 90-day supply) 

 

•     Contraceptive drugs and devices 5 $0 per prescription  

• Formulary Generic drugs $20 per prescription  

• Formulary Brand drugs $50 per prescription  

• Non-Formulary Brand drugs $100 per prescription  

 

Specialty Pharmacies (up to a 30-day supply) 6 

 

•     Specialty drugs 7 20% up to 
(Up to $100 copayment maximum per prescription) 

 

1 Amounts paid through copayments and any applicable pharmacy deductible accrues to the member's medical calendar year out-of-pocket maximum. Please refer to the 

Evidence of Coverage and Plan Contract for exact terms and conditions of coverage. Please note that if you switch from another plan, your prescription drug deductible 

credit, if applicable, from the previous plan during the calendar year will not carry forward to your new plan. 

2 Drugs obtained at a non-participating pharmacy are not covered, unless Medically Necessary for a covered emergency. 

3 Select drugs require prior authorization by Blue Shield for medical necessity, or when effective, lower cost alternatives are available. 

4 If the member requests a brand drug when a generic drug equivalent is available, the member is responsible for paying the generic drug copayment plus the difference in cost 

to Blue Shield between the brand drug and its generic drug equivalent. 

5 Contraceptive drugs and devices covered under the outpatient prescription drug benefits will not be subject to the applicable calendar year pharmacy deductible when 

obtained from a participating pharmacy. If a brand contraceptive is requested when a generic equivalent is available, the member will be responsible for paying the difference 

between the cost to Blue Shield for the brand contraceptive and its generic drug equivalent. In addition, select contraceptives may need prior authorization to be covered 

without a copayment. 

6 Network Specialty Pharmacies dispense Specialty drugs which require coordination of care, close monitoring, or extensive patient training that generally cannot be met by a 

retail pharmacy. Network Specialty Pharmacies also dispense Specialty drugs requiring special handling or manufacturing processes, restriction to certain Physicians or 

pharmacies, or reporting of certain clinical events to the FDA. Specialty drugs are generally high cost. 

7 Specialty Drugs are available from a Network Specialty Pharmacy. A Network Specialty Pharmacy provides specialty drugs by mail or upon member request, at an associated 

retail store for pickup. 

8 Coinsurance is calculated based on the contracted rate. When the Participating Pharmacy’s contracted rate is less than the Member’s Copayment or Coinsurance, the 

Member only pays the contracted rate. 

 

 

 

 

 

 

                                                           

San Francisco Health Service System 
Custom Access+ and Trio HMO Plans 

  
Outpatient Prescription Drug Coverage 
(For groups of 300 and above) 

THIS DRUG COVERAGE SUMMARY IS ADDED TO BE 
COMBINED WITH THE HMO OR POS PLANS UNIFORM 
HEALTH PLAN BENEFITS AND COVERAGE MATRIX. 
THE EVIDENCE OF COVERAGE AND PLAN 
CONTRACT SHOULD BE CONSULTED FOR A 
DETAILED DESCRIPTION OF COVERAGE BENEFITS 
AND LIMITATIONS. 

Blue Shield of California 



                                                                                                                                                                                                                        
Note: This plan's prescription drug coverage is on average equivalent to or better than the standard benefit set by the Federal government for Medicare Part D (also called 

creditable coverage). Because this plan's prescription drug coverage is creditable, you do not have to enroll in a Medicare prescription drug plan while you maintain this 

coverage. However, you should be aware that if you have a subsequent break in this coverage of 83 days or more anytime after you were first eligible to enroll in a Medicare 

prescription drug plan, you would be subject to a late enrollment penalty in addition to your Part D premium. 

 

Important Prescription Drug Information 

 

You can find details about your drug coverage three ways: 

    1.  Check your Evidence of Coverage. 

    2.  Go to https://www.blueshieldca.com/bsca/pharmacy/home.sp and log onto My Health Plan from the home page. 

    3.  Call Member Services or Shield Concierge at the number listed on your Blue Shield member ID card. 

 

At Blue Shield of California, we're dedicated to providing you with valuable resources for managing your drug coverage. Go online to 

the Pharmacy section of https://www.blueshieldca.com/bsca/pharmacy/home.sp and select the Drug Database and Formulary to 

access a variety of useful drug information that can affect your out-of-pocket expenses, such as: 

    •   Look up non-formulary drugs with formulary or generic equivalents; 

    •   Look up drugs that require step therapy or prior authorization; 

    •   Find specifics about your prescription copayments; 

    •   Find local network pharmacies to fill your prescriptions•. 

 

 TIPS! 
     Using the convenient mail service pharmacy can save you time and money. If you take a consistent dose of a covered maintenance 

drug for a chronic condition, such as diabetes or high blood pressure, you can receive up to a 90-day supply through the mail service 

pharmacy with a reduced copayment. Call the mail service pharmacy at (866) 346-7200. Members using TTY equipment can call 

TTY/TDD 866-346-7197. 

 
 Plan designs may be modified to ensure compliance with state and Federal requirements. 

 

A16149-c (1/19) rob 082218 

 

https://www.blueshieldca.com/bsca/pharmacy/home.sp
https://www.blueshieldca.com/bsca/pharmacy/home.sp
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Additional Blue Shield Infertility Benefits 
San Francisco Health Service System 

Custom Access+ and Trio HMO Plans 

 
How the Plan Works 
Your health plan includes infertility benefits in addition to those listed in the Benefit Summary (Uniform Benefits and Coverage Matrix1). 

Coverage includes authorized professional, hospital, ambulatory surgery center, and ancillary services, as well as injectable drugs. 

Benefits are provided for a medically appropriate diagnostic work-up and ART (Assisted Reproductive Technology) procedures2.  
Coverage Details 
The following ART procedures and associated services are limited, per lifetime as shown. 

• Six (6) natural (without ovum/egg [oocyte or ovarian tissue] stimulation) artificial inseminations 

• Three (3) stimulated (with ovum/egg [oocyte or ovarian tissue] stimulation) artificial inseminations  

• Two (2) gamete intrafallopian transfer (GIFT), in-vitro fertilization (IVF), or zygote intrafallopian transfer (ZIFT) 

• Intracytoplasmic sperm injection (ICSI) 

• Assisted embryo hatching 

• Elective single embryo transfer, including preparation of embryo for transfer 

• Preimplantation genetic screening for embryo biopsy preimplantation genetic diagnosis (PGD)  

• Cyropreservation of sperm/ oocytes/ embryos, including egg/embryo storage in conjunction with Gift, IVF or ZIFT, when 

retrieved from a covered subscriber, spouse or domestic partner. Benefits are limited to one retrieval and one year of storage 

per person per lifetime.            

  

All benefits are subject to a3copayment. 
        Health Plans Copayment 

HMO plans** 50% of the allowable amount 

  

 

1 If you are an HMO member, services that diagnose and treat the cause of infertility are included in your basic plan benefits. 
2 These services are covered only when authorized by Blue Shield and provided by a Participating Provider. Procedures must be consistent with established medical practice in 

treatment of infertility and induced fertilization. 
** Services provided under this benefit are not subject to any applicable calendar year medical deductible and do not accrue to the calendar year out-of-pocket 

maximum. Services continue to be the member's responsibility after the calendar year out-of-pocket maximum is reached. 
This is only a summary for informational purposes. It is not a contract. Please refer to the plan contract and Evidence of Coverage for a 

detailed description of covered benefits and limitations. 
 

PENDING REGULATORY APPROVAL 
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Chiropractic and Acupuncture Benefits 
Additional coverage for San Francisco Health Service System  

Custom Access+ and Trio HMO Plans 
 

Blue Shield Chiropractic and Acupuncture Care coverage lets you self refer to a network of more than 4,000 licensed chiropractors 

and more than 2,500 licensed acupuncturists. Benefits are provided through a contract with American Specialty Health Plans of 

California, Inc. (ASH Plans). 
How the Program Works 
You can visit any participating chiropractors or acupuncturists in California from the ASH Plans network without a referral from your 

HMO Primary Care Physician. Simply call a participating provider to schedule an initial exam. 
 

At the time of your first visit, you'll present your Blue Shield identification card and pay only your copayment. Because participating 

chiropractors and acupuncturists bill ASH Plans directly, you'll never have to file claim forms. 
 

If you need further treatment, the participating chiropractor or acupuncturist will submit a proposed treatment plan to ASH Plans for 

medical necessity review to continue treatment up to the calendar year maximum of 30 Visits each. 
What's Covered 
The plan covers medically necessary chiropractic and acupuncture services including: 

• Initial and subsequent examinations 

• Office visits and adjustments (subject to annual limits) 

• Adjunctive therapies 

• X-rays (chiropractic only) 

Benefit Plan Design 

 

 

Calendar year Maximum 

 

30 Visits Chiropractic  

 30 Visits Acupuncture 

 

Calendar year Deductible 

 

None 

 

Calendar year Chiropractic Appliances Benefit1,2 

 

$50 

 

Covered Services 

 

Member Copayment 
 

Acupuncture Services 

 

$15 per visit  

 

Chiropractic Services 

 

$15 per visit  

 

Out-of-network Coverage 

 

None 

 

 

1 Chiropractic appliances are covered up to a maximum of $50 in a calendar year as determined medically necessary by ASH Plans. 
2 As determined medically necessary by ASH plans, this allowance is applied toward the purchase of items, such as supports, collars, pillows, heel lifts, ice packs, cushions, 

orthotics, rib belts and home traction units. 
Friendly Customer Service 
Helpful ASH Plans Member Services representatives are available at (800) 678-9133 Monday through Friday from 6 a.m. to 5 p.m. to 

answer questions, assist with problems, or help locate a participating chiropractor or acupuncturist. This document is only a summary for 

informational purposes. It is not a contract. Please refer to the Evidence of Coverage and the Group Health Service Agreement for the 

exact terms and conditions of coverage. 
PENDING REGULATORY APPROVAL 

 



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.
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Blue Shield of California
Notice Informing Individuals about Nondiscrimination  

and Accessibility Requirements

Blue Shield of California
50 Beale Street, San Francisco, CA 94105



重要：お客様は、この手紙を読むことができますか？もし読むことができない場合、弊社が、お客様

をサポートする人物を手配いたします。また、お客様の母国語で書かれた手紙をお送りすることも可

能です。無料のサポートを希望される場合は、Blue Shield IDカードの裏面に記載されている会員/お客

様サービスの電話番号、または、(866) 346-7198にお電話をおかけください。 (Japanese)

میمھم: نامھ را بخوانید؟ اگر پاسختان منفی است، میآیا انیدتوتوانیم کسی را برای کمک بھ شما در اختیارتان قرار دھیم. حتی میتوانید این
بدون فوت وقت از طریق شماره تلفنی کھ در پشت کمک رایگان، لطفاً این نامھ را بھ زبان خودتان دریافت کنید. برای دریافت نسخھ مکتوب

شناسیکار تلفن Blue Shieldت و یا از طریق شماره ) با خدمات اعضا/مشتری تماس بگیرید.866( 346-7198تان درج شده است
(Persian)

ਮਹੱਤਵਪੂਰਨ: ਕੀ ਤੁਸ� ਇਸ ਪੱਤਰ ਨੰੂ ਪੜ� ਸਕਦੇ ਹੋ? ਜੇ ਨਹ� ਤ� ਇਸ ਨੰੂ ਪੜ�ਨ ਿਵਚ ਮਦਦ ਲਈਅਸ� ਿਕਸੇ ਿਵਅਕਤੀ ਦਾ ਪ�ਬੰਧ ਕਰ

ਸਕਦੇ ਹ�। ਤੁਸ� ਇਹ ਪੱਤਰਆਪਣੀ ਭਾਸ਼ਾ ਿਵਚ ਿਲਿਖਆ ਹੋਇਆਵੀ ਪ�ਾਪਤ ਕਰ ਸਕਦੇ ਹੋ। ਮੁਫ਼ਤ ਿਵਚ ਮਦਦ ਪ�ਾਪਤ ਕਰਨ ਲਈ ਤਹੁਾਡੇ

Blue Shield ID ਕਾਰਡ ਦੇ ਿਪੱਛੇ ਿਦੱਤੇ ਮ�ਬਰ/ਕਸਟਮਰ ਸਰਿਵਸ ਟੈਲੀਫ਼ਨੋ ਨੰਬਰ ਤ,ੇ ਜ� (866) 346-7198 ਤੇ ਕਾੱਲ ਕਰੋ। (Punjabi)

្រប�រស�ំន់៖ េតើអ�ក�ចលិខិតេនះ �នែដរឬេទ? េបើមិន�ចេទ េយើង�ចឲ្យេគជួយអ�កក� �ង�រ�នលិ
ខិតេនះ។ អ�កក៏�ចទទួល�នលិខិតេនះ���របស់អ�កផងែដរ។ ស្រ�ប់ជនួំយេ�យឥតគិតៃថ�
សូមេ�ទូរស័ព��� មៗេ��ន់េលខទូរស័ព�េស�ស�ជិក/អតិថិជនែដល�នេ�េលើខ�ងប័ណ� ស�� ល់ Blue Shield
របស់អ�ក ឬ�មរយៈេលខ (866) 346-7198។ (Khmer)

: ھذا ھلالمھم قراءتھ. قد تحتاج أیضاً إلى الحصول على قراءتھ، یمكننا إحضار شخص ما لیساعدك في تستطیع قراءة ھذا الخطاب؟ أن لم تستطع
بلغتك. للحصول على المساعدة بدون تكلفة، یرجى الاتصال الآن على رقم ھاتف خدمة العملاء/أحد الأعضاء المدون على الجا مكتوباً ب نالخطاب

(Arabic)).866( 346-7198أو على الرقم Blue Shieldبطاقة الھویةالخلفي من

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 qaum ntawm koj daim npav Blue Shield ID, los yog hu rau tus xov tooj (866) 346-7198.
(Hmong) 

สาํคญั: คณุอา่นจดหมายฉบบัน้ีไดห้รอืไม่ หากไมไ่ด้ โปรดขอคงามชว่ยจากผูอ้า่นได้ คุณอาจไดร้บัจดหมายฉบบัน้ีเป็นภาษาของคณุ

หากตอ้งการความชว่ยเหลอืโดยไมม่คีา่ใชจ้า่ย โปรดตดิต่อฝา่ยบรกิารลูกคา้/สมาชกิทางเบอรโ์ทรศพัทใ์นบตัรประจาํตวั Blue Shield ของคุณ หรอืโทร

(866) 346-7198 (Thai)

महत्वपणूर्: क्याआप इस पत्र को पढ़ सकते ह�? य�द नह�ं, तो हम इसे पढ़ने म� आपक� मदद के �लए �कसी व्यिक्त का प्रबधं
कर सकते ह�। आप इस पत्र को अपनी भाषा म� भी प्राप्त कर सकते ह�। �न:शलु्क मदद प्राप्त करने के �लए अपने Blue Shield

ID काडर् के पीछे �दए गये म�बर/कस्टमर स�वर्स टेल�फोन नबंर, या
(866) 346-7198 पर कॉल कर�। (Hindi)
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Notes 



Required legal disclaimer when using GP badge:
“Google Play and the Google Play logo are trademarks of Google Inc.”

Blue Shield of California complies with applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability or sex.  
 
Blue Shield of California cumple con las leyes federales de derechos civiles aplicables y 
no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo.  
 
Blue Shield of California 遵守適用的聯邦民權法律規定，不因種族、膚色、民族血統、年
齡、殘障或性別而歧視任何人。  
 

Member confidentiality 

Blue Shield protects the confidentiality and privacy of your personal and health information, including medical 
information and individually identifiable information such as your name, address, telephone number and 
Social Security number. To ensure this, Blue Shield requires a signed authorization form for you to access health 
information for your spouse or dependents over the age of 18. 

To request an authorization form, call Blue Shield Member Services. Or, you can also download the form by going 
to blueshieldca.com. Just log in, select Family Members under “Who’s Covered” and then choose Manage Family. 
Scroll to the bottom of the page to download the Authorization for Release of PHI form.

If you don’t have access to the Internet, or you have questions about how Blue Shield protects your privacy and 
confidentiality, please call our Privacy Office directly at (888) 266-8080. 

Apple and the Apple logo are trademarks of Apple Inc. App Store is a service mark of Apple Inc.

Google Play is a trademark of Google Inc.

Blue Shield and the Shield symbol are registered trademarks of the BlueCross BlueShield Association, an 
association of independent Blue Cross and Blue Shield plans .

Find us on social media
Follow us on Facebook at facebook.com/BlueShieldCA, Twitter  
@BlueShieldCA and Instagram @BlueShieldofCA for healthy tips, daily 
inspiration, member info and support. It’s an easy way to stay connected. 

Required legal disclaimer when using GP badge:
“Google Play and the Google Play logo are trademarks of Google Inc.”

Take us with you anywhere
Log in to our mobile app and keep your health plan at your fingertips. 
Our mobile app is available on the App StoreSM and Google PlayTM.
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Have questions? Get answers.
If you have any questions about the health plans described

in this brochure, call Member Services at (855) 256-9404,
7 a.m. to 7 p.m. PST, Monday through Friday.




