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Effective Date: January 1, 2022

l Trio HMO Facility Deductible 30-30%/2000

l Access+ HMO® Facility Deductible 30-30%/2000

l Full PPO Split Deductible 35-1000 80/60

l Full PPO Savings Embedded Deductible 5500

l SmileSM Spectrum Premier 50/1500/Ortho/MAC
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when you feel great, 
you’re unstoppable.

When you go with Blue Shield of California,  
you’re on your way to quality health coverage,  
large provider networks and a wide range of 
programs and services that offer more value  

with your plan. Blue Shield offers you:

High-quality provider networks  
of doctors and facilities

Innovative plan designs with 
comprehensive benefits

Proven programs and resources 
that add value

This booklet offers the information you need to  
choose the right health plan for you and your family. 

Go with Blue Shield and be unstoppable.

To access medical plan information disclosures, visit 
blueshieldca.com/largegroupdisclosures. 

To access dental plan information disclosures, visit 
blueshieldca.com/largegroupdisclosures/dental. 

To access vision plan information disclosures, visit 
blueshieldca.com/largegroupdisclosures/vision. 

Bl
u

e
 S

h
ie

ld
 o

f C
a

lif
o

rn
ia

 is
 a

n
 in

d
e

p
e

n
d

e
n

t 
m

e
m

b
e

r 
o

f t
h

e
 B

lu
e

 S
h

ie
ld

 A
ss

o
c

ia
tio

n
  

  A
49

47
1-

C
O

R
E-

B 
(6

/1
7)

Page 2



Table of Contents

What's inside

Browse through the sections below to read about the Blue Shield coverage available

to you. You can learn more about our programs and services, as well as how different

types of health plans work, at blueshieldca.com/employercoverage.

1. choose a plan

Trio HMO Facility Deductible 30-30%/2000.........................................   page 5

Enhanced Rx - Value Formulary $15/30/45 with $250 Pharmacy

Deductible .............................................................................................   page 11

Chiropractic and Acupuncture Benefits Additional coverage for

your HMO Plan ......................................................................................   page 13

Access+ HMO® Facility Deductible 30-30%/2000 .............................   page 16

Enhanced Rx - Value Formulary $15/30/45 with $250 Pharmacy

Deductible .............................................................................................   page 22

Chiropractic and Acupuncture Benefits Additional coverage for

your HMO Plan ......................................................................................   page 24

Full PPO Split Deductible 35-1000 80/60 .............................................   page 27

Enhanced Rx $15/30/45 with $0 Pharmacy Deductible ..................   page 36

Full PPO Savings Embedded Deductible 5500 ..................................   page 39

SmileSM Spectrum Premier 50/1500/Ortho/MAC .............................   page 50

Group Life and AD&D Insurance, $50,000 .........................................   page 54

2. find a provider/Rx

Find A Provider ......................................................................................   page 57

3. sign up

Subscriber Change Request................................................................   page 60

Health Plan Employee Application ....................................................   page 63

forms

Refusal of Coverage Form...................................................................   page 68

Notice of Privacy Practices .................................................................   page 69

Language assistance and notice about non-discrimination and

accessibility............................................................................................   page 75

Contact Us .............................................................................................   page 80

Page 3

http://blueshieldca.com/employercoverage


Page 4



 

 A47059 (1/22)  1  
 

  

 
Summary of Benefits Group Plan 

HMO Plan 
Trio HMO Facility Deductible 30-30%/2000
This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It 
is only a summary and it is included as part of the Evidence of Coverage (EOC).1 Please read both documents carefully 
for details.     

 

Medical Provider Network: Trio ACO HMO Network 

This Plan uses a specific network of Health Care Providers, called the Trio ACO 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 Plan. Blue Shield pays for some Covered Services before the Calendar Year Deductible is 
met, as noted in the Benefits chart below. 

  When using a Participating Provider3 

Calendar Year medical Deductible Individual coverage $2,000 

 Family coverage $2,000: individual 

$4,000: 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 Annual or Lifetime Dollar Limit 

 When using a Participating Provider3  Under this Plan there is no annual or 
lifetime dollar limit on the amount Blue 
Shield will pay for Covered Services.     

Individual coverage $3,500  

Family coverage $3,500: individual 

$7,000: Family 
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Benefits5 Your payment 

 When using a  
Participating Provider3 

CYD2 
applies 

Preventive Health Services6   

Preventive Health Services $0  

California Prenatal Screening Program $0  

Physician services   

Primary care office visit $30/visit  

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

Other specialist care office visit (referred by PCP) $30/visit  

Physician home visit $30/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 $30/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 $0  

Podiatric services $30/visit  

Pregnancy and maternity care   

Physician office visits: prenatal and postnatal $0  

Physician services for pregnancy termination $0  

Emergency Services   

Emergency room services $150/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 $30/visit  

Ambulance services $100/transport  

This payment is for emergency or authorized transport.   

Outpatient Facility services   

Ambulatory Surgery Center 20%  

Outpatient Department of a Hospital: surgery 30%  

Outpatient Department of a Hospital: treatment of illness or injury, 
radiation therapy, chemotherapy, and necessary supplies $0  

Inpatient facility services   

Hospital services and stay 30%  

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 30%  

 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  
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Benefits5 Your payment 

 When using a  
Participating Provider3 

CYD2 
applies 

Radiological and nuclear imaging services   

 Outpatient radiology center $0  

 Outpatient Department of a Hospital $0  

Rehabilitative and Habilitative Services   

Includes physical therapy, occupational therapy, respiratory therapy, 
and speech therapy services.   

Office location $30/visit  

Outpatient Department of a Hospital $30/visit  

Durable medical equipment (DME)   

DME 50%  

Breast pump $0  

Orthotic equipment and devices $0  

Prosthetic equipment and devices $0  

Home health care services $30/visit  

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. Includes home visits by a nurse, 
Home Health Aide, medical social worker, physical therapist, speech 
therapist, or occupational therapist, and medical supplies.  

  

Home infusion and home injectable therapy services   

Home infusion agency services $0  

Includes home infusion drugs and medical supplies.   

Home visits by an infusion nurse $30/visit  

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 30%  

Hospital-based SNF 30%  

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 20%  

 Self-management training $30/visit  

Dialysis services $0  

PKU product formulas and special food products $0  

Allergy serum billed separately from an office visit 50%  

 

Mental Health and Substance Use Disorder Benefits Your payment 

Mental health and substance use disorder Benefits are provided 
through Blue Shield's Mental Health Service Administrator (MHSA). 

When using a MHSA 
Participating Provider3 

CYD2 
applies 

Outpatient services   

Office visit, including Physician office visit $30/visit  

Teladoc behavioral health $0  

Other outpatient services, including intensive outpatient care, 
electroconvulsive therapy, transcranial magnetic stimulation, 
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 30%  

Residential Care 30%  

 

1 Evidence of Coverage (EOC): 

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

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

2 Calendar Year Deductible (CYD): 

Calendar Year Deductible explained. A Calendar Year Deductible is the amount you pay each Calendar Year before 
Blue Shield pays for Covered Services under the Plan. 

 If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a 
check mark ( ) in the Benefits chart above. 

Notes 
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Notes 

Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from 
Participating Providers are paid by Blue Shield before you meet any Calendar Year medical Deductible. These 
Covered Services do not have a check mark ( ) next to them in the “CYD applies” column in the Benefits chart 
above. 

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met 
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family 
Deductible within a Calendar Year. 
 

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. 

Teladoc. Teladoc mental health and substance use disorder (behavioral health) consultations are provided through 
Teladoc. These services are not administered by Blue Shield's Mental Health Service Administrator (MHSA). 

"Allowable Amount" is defined in the EOC. In addition: 

 Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less. 
 

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

Calendar Year Out-of-Pocket Maximum explained. The Out-of-Pocket Maximum is the most you are required to pay 
for Covered Services in a Calendar Year. Once you reach your Out-of-Pocket Maximum, Blue Shield will pay 100% of 
the Allowed Charges for Covered Services for the rest of the Calendar Year. 

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges for services that are not 
covered, charges above the Allowed Charges, and charges for services above any Benefit maximum. 

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year 
Deductible also count towards the Calendar Year Out-of-Pocket Maximum. 

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 payment in addition to an allergy serum payment 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. 
 

Plans may be modified to ensure compliance with State and Federal requirements. 
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Outpatient Prescription Drug Rider Group Rider 
HMO/POS 

Enhanced Rx - Value Formulary $15/30/45 with $250 Pharmacy Deductible 

Summary of Benefits 

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.   
 
 

Pharmacy Network: Rx Ultra 

Drug Formulary: Value Formulary 

Calendar Year Pharmacy Deductible(CYPD)1 
A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield 
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs 
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.     
  When using a Participating2 Pharmacy 

Calendar Year Pharmacy Deductible Per Member $250 
 

Prescription Drug Benefits3,4 Your payment 

 When using a  
Participating Pharmacy2 

CYPD1 
applies 

Retail pharmacy prescription Drugs   

Per prescription, up to a 30-day supply.   

Contraceptive Drugs and devices $0  

Tier 1 Drugs $15/prescription  

Tier 2 Drugs $30/prescription  

Tier 3 Drugs $45/prescription  

Tier 4 Drugs 20% up to $250/prescription  

Retail pharmacy prescription Drugs    

Per prescription, up to a 90-day supply from a 90-day retail pharmacy.   

Contraceptive Drugs and devices $0  

Tier 1 Drugs $45/prescription  

Tier 2 Drugs $90/prescription  

Tier 3 Drugs $135/prescription  

Tier 4 Drugs 20% up to $750/prescription  

Mail service pharmacy prescription Drugs   

Per prescription, up to a 90-day supply.   

Contraceptive Drugs and devices $0  

Tier 1 Drugs $30/prescription  

Tier 2 Drugs $60/prescription  

Tier 3 Drugs $90/prescription  

Tier 4 Drugs 20% up to $500/prescription  
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1 Calendar Year Pharmacy Deductible (CYPD): 

Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each 
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit. 

If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are 
identified with a check mark ( ) in the Benefits chart above. 

Any applicable Copayment, Coinsurance and CYPD you pay counts towards the Calendar Year Out-of-Pocket 
Maximum. 

Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription 
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy 
Deductible. These outpatient prescription Drugs do not have a check mark ( ) next to them in the "CYPD applies” 
column in the Prescription Drug Benefits chart above. 
 

2 Using Participating Pharmacies: 

Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain 
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or 
Coinsurance, once any Calendar Year Pharmacy Deductible has been met. 

Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by 
visiting www.blueshieldca.com/pharmacy. 

Non-Participating Pharmacies. Drugs from Non-Participating Pharmacies are not covered except in emergency 
situations. 
 

3 Outpatient Prescription Drug Coverage: 

Medicare Part D-creditable coverage- 

This 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 prescription Drug coverage is 
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be 
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be 
subject to Medicare Part D premium penalties.    
 

4 Outpatient Prescription Drug Coverage: 

Brand Drug coverage when a Generic Drug is available. If you, the Physician, or Heath Care Provider select a Brand 
Drug when a Generic Drug equivalent is available, you are responsible for the difference between the cost to Blue 
Shield for the Brand Drug and its Generic Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in 
cost will not count towards any Calendar Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-
of-Pocket Maximum. If your Physician or Health Care Provider prescribes a Brand Drug and indicates that a Generic 
Drug equivalent should not be substituted, you pay your applicable tier Copayment or Coinsurance. If you or your 
Physician believes a Brand Drug is Medically Necessary, either person may request a Medical Necessity Review. If 
approved, the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance. 

Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a 
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated. 

Specialty Drugs. Specialty Drugs are only available from a Network Specialty Pharmacy, up to a 30-day supply. 

Oral Anticancer Drugs. You pay up to $250 for oral Anticancer Drugs from a Participating Pharmacy, up to a 30-day 
supply. Oral Anticancer Drugs from a Participating Pharmacy are not subject to any Deductible. 

 

Notes 

Benefit designs may be modified to ensure compliance with State and Federal requirements.   
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Acupuncture and Chiropractic Services Rider Group Rider 
HMO/POS 

Summary of Benefits 

This Summary of Benefits shows the amount you will pay for Covered Services under this acupuncture and chiropractic 
services Benefit. 

Benefits Your Payment 

Covered Services must be determined as Medically 
Necessary by American Specialty Health Plans of California, 
Inc. (ASH Plans). 

 
Up to 30 visits per Member, per Calendar Year. The 30 visit 
maximum is for acupuncture and chiropractic services 
combined. 

 
Services are not subject to the Calendar Year Deductible 
and do count towards the Calendar Year Out-of-Pocket 
Maximum. 

When using an ASH 
Participating Provider 

When using a  
Non-Participating Provider 

Acupuncture Services   

Office visit $10/visit Not covered 

Chiropractic Services   

Office visit $10/visit Not covered 

Chiropractic Appliances All charges above $50 Not covered 

 
Benefit Plans may be modified to ensure compliance with State and Federal Requirements. 
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Introduction 
In addition to the Benefits listed in your Evidence of Coverage, your rider provides coverage for acupuncture 
and chiropractic services as described in this supplement. The Benefits covered under this rider must be 
received from an American Specialty Health Plans of California, Inc. (ASH Plans) Participating Provider. These 
acupuncture and chiropractic Benefits are separate from your health Plan, but the general provisions, 
limitations, and exclusions described in your Evidence of Coverage do apply. A referral from your Primary 
Care Physician is not required. 

All Covered Services, except for (1) the initial examination and treatment by an ASH Participating Provider; 
and (2) Emergency Services, must be determined as Medically Necessary by ASH Plans. 

Note: ASH Plans will respond to all requests for Medical Necessity review within five business days from receipt 
of the request. 

Covered Services received from providers who are not ASH Participating Providers will not be covered 
except for Emergency Services and in certain circumstances, in counties in California in which there are no 
ASH Participating Providers. If ASH Plans determines Covered Services from a provider other than a 
Participating Provider are Medically Necessary, you will be responsible for the Participating Provider 
Copayment amount. 

Benefits  

Acupuncture Services 

Benefits are available for Medically Necessary acupuncture services for the treatment of Musculoskeletal 
and Related Disorders. 

Benefits include an initial examination, acupuncture and adjunctive therapy, and subsequent office visits for 
the treatment of: 

 headaches (tension-type and migraines); 
 hip or knee joint pain associated with osteoarthritis (OA); 
 other extremity joint pain associated with OA or mechanical irritation; 
 other pain syndromes involving the joints and associated soft tissues; 
 back and neck pain; and 
 nausea associated with pregnancy, surgery, or chemotherapy. 

Chiropractic Services 

Benefits are available for Medically Necessary chiropractic services for the treatment of Musculoskeletal and 
Related Disorders. 

Benefits include an initial examination, subsequent office visits and the following services: 

 spinal and extra-spinal joint manipulation (adjustments); 
 adjunctive therapy such as electrical muscle stimulation or therapeutic exercises; 
 plain film x-ray services; and 
 chiropractic supports and appliances. 

 

Visits for acupuncture and chiropractic services are limited to a per Member per Calendar Year maximum as 
shown on the Summary of Benefits. Benefits must be provided in an office setting. You will be referred to your 
Primary Care Physician for evaluation of conditions not related to a Musculoskeletal and Related Disorder 
and for other services not covered under this rider such as diagnostic imaging (e.g. CAT scans or MRIs). 
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Note: You should exhaust the Benefits covered under this rider before accessing the same services through 
the "Alternative Care Discount Program," which is a wellness discount program. For more information about 
the Alternative Care Discount Program, visit www.blueshieldca.com. 

See the Grievance Process portion of your EOC for information on filing a grievance, your right to seek 
assistance from the Department of Managed Health Care, and your rights to independent medical review. 

Member Services 
For all acupuncture and chiropractic services, Blue Shield of California has contracted with ASH Plans to act 
as the Plan’s acupuncture and chiropractic services administrator. Contact ASH Plans with questions about 
acupuncture and chiropractic services, ASH Participating Providers, or acupuncture and chiropractic 
Benefits. 

Contact ASH Plans at: 

1-800-678-9133 
American Specialty Health Plans of California, Inc. 
P.O. Box 509002 
San Diego, CA 92150-9002 

ASH Plans can answer many questions over the telephone. 

Exclusions 
Acupuncture services do not include: 

 treatment of asthma; 
 treatment of addiction (including without limitation smoking cessation); or 
 vitamins, minerals, nutritional supplements (including herbal supplements), or other similar products. 

 
See the Grievance Process portion of your EOC for information on filing a grievance, your right to seek 
assistance from the Department of Managed Health Care, and your rights to independent medical review. 

Definitions  

American Specialty 
Health Plans of 
California, Inc. (ASH 
Plans) 

ASH Plans is a licensed, specialized health care service plan that has entered into 
an agreement with Blue Shield of California to arrange for the delivery of 
acupuncture and chiropractic services. 

ASH Participating 
Provider 

An acupuncturist or a chiropractor under contract with ASH Plans to provide 
Covered Services to Members. 

Musculoskeletal and 
Related Disorders 

Musculoskeletal and Related Disorders are conditions with signs and symptoms 
related to the nervous, muscular, and/or skeletal systems. Musculoskeletal and 
Related Disorders are conditions typically categorized as: structural, degenerative, 
or inflammatory disorders; or biomechanical dysfunction of the joints of the body 
and/or related components of the muscle or skeletal systems (muscles, tendons, 
fascia, nerves, ligaments/capsules, discs and synovial structures) and related 
manifestations or conditions. Musculoskeletal and Related Disorders include 
Myofascial/Musculoskeletal Disorders, Musculoskeletal Functional Disorders and 
subluxation. 

Please be sure to retain this document. It is not a contract but is a part of your EOC. 
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Summary of Benefits Group Plan 

HMO Plan 
Access+ HMO® Facility Deductible 30-30%/2000 

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It 
is only a summary and it is included as part of the Evidence of Coverage (EOC).1 Please read both documents carefully 
for details.     

 

Medical Provider Network: Access+ HMO Network 

This 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 Plan. Blue Shield pays for some Covered Services before the Calendar Year Deductible is 
met, as noted in the Benefits chart below. 

  When using a Participating Provider3 

Calendar Year medical Deductible Individual coverage $2,000 

 Family coverage $2,000: individual 

$4,000: 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 Annual or Lifetime Dollar Limit 

 When using a Participating Provider3  Under this Plan there is no annual or 
lifetime dollar limit on the amount Blue 
Shield will pay for Covered Services.     

Individual coverage $3,500  

Family coverage $3,500: individual 

$7,000: Family 

 

 
  

Bl
ue

 S
hi

el
d

 o
f C

a
lif

or
ni

a 
is 

an
 in

d
ep

en
d

en
t m

em
be

r o
f t

he
 B

lu
e 

Sh
ie

ld
 A

ss
oc

ia
tio

n 

Page 16



 

2 

 

Benefits5 Your payment 

 When using a 
 Participating Provider3 

CYD2 
applies 

Preventive Health Services6   

Preventive Health Services $0  

California Prenatal Screening Program $0  

Physician services   

Primary care office visit $30/visit  

Access+ specialist care office visit (self-referral) $45/visit  

Other specialist care office visit (referred by PCP) $30/visit  

Physician home visit $30/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 $30/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 $0  

Podiatric services $30/visit  

Pregnancy and maternity care   

Physician office visits: prenatal and postnatal $0  

Physician services for pregnancy termination $0  

Emergency Services   

Emergency room services $150/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 $30/visit  

Ambulance services $100/transport  

This payment is for emergency or authorized transport.   

Outpatient Facility services   

Ambulatory Surgery Center 20%  

Outpatient Department of a Hospital: surgery 30%  

Outpatient Department of a Hospital: treatment of illness or injury, 
radiation therapy, chemotherapy, and necessary supplies $0  

Inpatient facility services   

Hospital services and stay 30%  

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 30%  

 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  
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Benefits5 Your payment 

 When using a 
 Participating Provider3 

CYD2 
applies 

Radiological and nuclear imaging services   

 Outpatient radiology center $0  

 Outpatient Department of a Hospital $0  

Rehabilitative and Habilitative Services   

Includes physical therapy, occupational therapy, respiratory therapy, 
and speech therapy services.   

Office location $30/visit  

Outpatient Department of a Hospital $30/visit  

Durable medical equipment (DME)   

DME 50%  

Breast pump $0  

Orthotic equipment and devices $0  

Prosthetic equipment and devices $0  

Home health care services $30/visit  

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. Includes home visits by a nurse, 
Home Health Aide, medical social worker, physical therapist, speech 
therapist, or occupational therapist, and medical supplies.  

  

Home infusion and home injectable therapy services   

Home infusion agency services $0  

Includes home infusion drugs and medical supplies.   

Home visits by an infusion nurse $30/visit  

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 30%  

Hospital-based SNF 30%  

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 20%  

 Self-management training $30/visit  

Dialysis services $0  

PKU product formulas and special food products $0  

Allergy serum billed separately from an office visit 50%  

 

Mental Health and Substance Use Disorder Benefits Your payment 

Mental health and substance use disorder Benefits are provided 
through Blue Shield's Mental Health Service Administrator (MHSA). 

When using a MHSA 
Participating Provider3 

CYD2 
applies 

Outpatient services   

Office visit, including Physician office visit $30/visit  

Teladoc behavioral health $0  

Other outpatient services, including intensive outpatient care, 
electroconvulsive therapy, transcranial magnetic stimulation, 
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 30%  

Residential Care 30%  

 

1 Evidence of Coverage (EOC): 

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

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

2 Calendar Year Deductible (CYD): 

Calendar Year Deductible explained. A Calendar Year Deductible is the amount you pay each Calendar Year before 
Blue Shield pays for Covered Services under the Plan. 

 If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a 
check mark ( ) in the Benefits chart above. 

Notes 
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Notes 

Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from 
Participating Providers are paid by Blue Shield before you meet any Calendar Year medical Deductible. These 
Covered Services do not have a check mark ( ) next to them in the “CYD applies” column in the Benefits chart 
above. 

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met 
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family 
Deductible within a Calendar Year. 
 

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. 

Teladoc. Teladoc mental health and substance use disorder (behavioral health) consultations are provided through 
Teladoc. These services are not administered by Blue Shield's Mental Health Service Administrator (MHSA). 

"Allowable Amount" is defined in the EOC. In addition: 

 Coinsurance is calculated from the Allowable Amount or Benefit maximum, whichever is less. 
 

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

Calendar Year Out-of-Pocket Maximum explained. The Out-of-Pocket Maximum is the most you are required to pay 
for Covered Services in a Calendar Year. Once you reach your Out-of-Pocket Maximum, Blue Shield will pay 100% of 
the Allowed Charges for Covered Services for the rest of the Calendar Year. 

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges for services that are not 
covered, charges above the Allowed Charges, and charges for services above any Benefit maximum. 

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year 
Deductible also count towards the Calendar Year Out-of-Pocket Maximum. 

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 payment in addition to an allergy serum payment 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. 
 

Plans may be modified to ensure compliance with State and Federal requirements. 
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Outpatient Prescription Drug Rider Group Rider 
HMO/POS 

Enhanced Rx - Value Formulary $15/30/45 with $250 Pharmacy Deductible 

Summary of Benefits 

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.   
 
 

Pharmacy Network: Rx Ultra 

Drug Formulary: Value Formulary 

Calendar Year Pharmacy Deductible(CYPD)1 
A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield 
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs 
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.     
  When using a Participating2 Pharmacy 

Calendar Year Pharmacy Deductible Per Member $250 
 

Prescription Drug Benefits3,4 Your payment 

 When using a  
Participating Pharmacy2 

CYPD1 
applies 

Retail pharmacy prescription Drugs   

Per prescription, up to a 30-day supply.   

Contraceptive Drugs and devices $0  

Tier 1 Drugs $15/prescription  

Tier 2 Drugs $30/prescription  

Tier 3 Drugs $45/prescription  

Tier 4 Drugs 20% up to $250/prescription  

Retail pharmacy prescription Drugs    

Per prescription, up to a 90-day supply from a 90-day retail pharmacy.   

Contraceptive Drugs and devices $0  

Tier 1 Drugs $45/prescription  

Tier 2 Drugs $90/prescription  

Tier 3 Drugs $135/prescription  

Tier 4 Drugs 20% up to $750/prescription  

Mail service pharmacy prescription Drugs   

Per prescription, up to a 90-day supply.   

Contraceptive Drugs and devices $0  

Tier 1 Drugs $30/prescription  

Tier 2 Drugs $60/prescription  

Tier 3 Drugs $90/prescription  

Tier 4 Drugs 20% up to $500/prescription  
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1 Calendar Year Pharmacy Deductible (CYPD): 

Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each 
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit. 

If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are 
identified with a check mark ( ) in the Benefits chart above. 

Any applicable Copayment, Coinsurance and CYPD you pay counts towards the Calendar Year Out-of-Pocket 
Maximum. 

Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription 
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy 
Deductible. These outpatient prescription Drugs do not have a check mark ( ) next to them in the "CYPD applies” 
column in the Prescription Drug Benefits chart above. 
 

2 Using Participating Pharmacies: 

Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain 
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or 
Coinsurance, once any Calendar Year Pharmacy Deductible has been met. 

Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by 
visiting www.blueshieldca.com/pharmacy. 

Non-Participating Pharmacies. Drugs from Non-Participating Pharmacies are not covered except in emergency 
situations. 
 

3 Outpatient Prescription Drug Coverage: 

Medicare Part D-creditable coverage- 

This 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 prescription Drug coverage is 
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be 
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be 
subject to Medicare Part D premium penalties.    
 

4 Outpatient Prescription Drug Coverage: 

Brand Drug coverage when a Generic Drug is available. If you, the Physician, or Heath Care Provider select a Brand 
Drug when a Generic Drug equivalent is available, you are responsible for the difference between the cost to Blue 
Shield for the Brand Drug and its Generic Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in 
cost will not count towards any Calendar Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-
of-Pocket Maximum. If your Physician or Health Care Provider prescribes a Brand Drug and indicates that a Generic 
Drug equivalent should not be substituted, you pay your applicable tier Copayment or Coinsurance. If you or your 
Physician believes a Brand Drug is Medically Necessary, either person may request a Medical Necessity Review. If 
approved, the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance. 

Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a 
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated. 

Specialty Drugs. Specialty Drugs are only available from a Network Specialty Pharmacy, up to a 30-day supply. 

Oral Anticancer Drugs. You pay up to $250 for oral Anticancer Drugs from a Participating Pharmacy, up to a 30-day 
supply. Oral Anticancer Drugs from a Participating Pharmacy are not subject to any Deductible. 

 

Notes 

Benefit designs may be modified to ensure compliance with State and Federal requirements.   
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Acupuncture and Chiropractic Services Rider Group Rider 
HMO/POS 

Summary of Benefits 

This Summary of Benefits shows the amount you will pay for Covered Services under this acupuncture and chiropractic 
services Benefit. 

Benefits Your Payment 

Covered Services must be determined as Medically 
Necessary by American Specialty Health Plans of California, 
Inc. (ASH Plans). 

 
Up to 30 visits per Member, per Calendar Year. The 30 visit 
maximum is for acupuncture and chiropractic services 
combined. 

 
Services are not subject to the Calendar Year Deductible 
and do count towards the Calendar Year Out-of-Pocket 
Maximum. 

When using an ASH 
Participating Provider 

When using a  
Non-Participating Provider 

Acupuncture Services   

Office visit $10/visit Not covered 

Chiropractic Services   

Office visit $10/visit Not covered 

Chiropractic Appliances All charges above $50 Not covered 

 
Benefit Plans may be modified to ensure compliance with State and Federal Requirements. 
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Introduction 
In addition to the Benefits listed in your Evidence of Coverage, your rider provides coverage for acupuncture 
and chiropractic services as described in this supplement. The Benefits covered under this rider must be 
received from an American Specialty Health Plans of California, Inc. (ASH Plans) Participating Provider. These 
acupuncture and chiropractic Benefits are separate from your health Plan, but the general provisions, 
limitations, and exclusions described in your Evidence of Coverage do apply. A referral from your Primary 
Care Physician is not required. 

All Covered Services, except for (1) the initial examination and treatment by an ASH Participating Provider; 
and (2) Emergency Services, must be determined as Medically Necessary by ASH Plans. 

Note: ASH Plans will respond to all requests for Medical Necessity review within five business days from receipt 
of the request. 

Covered Services received from providers who are not ASH Participating Providers will not be covered 
except for Emergency Services and in certain circumstances, in counties in California in which there are no 
ASH Participating Providers. If ASH Plans determines Covered Services from a provider other than a 
Participating Provider are Medically Necessary, you will be responsible for the Participating Provider 
Copayment amount. 

Benefits  

Acupuncture Services 

Benefits are available for Medically Necessary acupuncture services for the treatment of Musculoskeletal 
and Related Disorders. 

Benefits include an initial examination, acupuncture and adjunctive therapy, and subsequent office visits for 
the treatment of: 

 headaches (tension-type and migraines); 
 hip or knee joint pain associated with osteoarthritis (OA); 
 other extremity joint pain associated with OA or mechanical irritation; 
 other pain syndromes involving the joints and associated soft tissues; 
 back and neck pain; and 
 nausea associated with pregnancy, surgery, or chemotherapy. 

Chiropractic Services 

Benefits are available for Medically Necessary chiropractic services for the treatment of Musculoskeletal and 
Related Disorders. 

Benefits include an initial examination, subsequent office visits and the following services: 

 spinal and extra-spinal joint manipulation (adjustments); 
 adjunctive therapy such as electrical muscle stimulation or therapeutic exercises; 
 plain film x-ray services; and 
 chiropractic supports and appliances. 

 

Visits for acupuncture and chiropractic services are limited to a per Member per Calendar Year maximum as 
shown on the Summary of Benefits. Benefits must be provided in an office setting. You will be referred to your 
Primary Care Physician for evaluation of conditions not related to a Musculoskeletal and Related Disorder 
and for other services not covered under this rider such as diagnostic imaging (e.g. CAT scans or MRIs). 
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Note: You should exhaust the Benefits covered under this rider before accessing the same services through 
the "Alternative Care Discount Program," which is a wellness discount program. For more information about 
the Alternative Care Discount Program, visit www.blueshieldca.com. 

See the Grievance Process portion of your EOC for information on filing a grievance, your right to seek 
assistance from the Department of Managed Health Care, and your rights to independent medical review. 

Member Services 
For all acupuncture and chiropractic services, Blue Shield of California has contracted with ASH Plans to act 
as the Plan’s acupuncture and chiropractic services administrator. Contact ASH Plans with questions about 
acupuncture and chiropractic services, ASH Participating Providers, or acupuncture and chiropractic 
Benefits. 

Contact ASH Plans at: 

1-800-678-9133 
American Specialty Health Plans of California, Inc. 
P.O. Box 509002 
San Diego, CA 92150-9002 

ASH Plans can answer many questions over the telephone. 

Exclusions 
Acupuncture services do not include: 

 treatment of asthma; 
 treatment of addiction (including without limitation smoking cessation); or 
 vitamins, minerals, nutritional supplements (including herbal supplements), or other similar products. 

 
See the Grievance Process portion of your EOC for information on filing a grievance, your right to seek 
assistance from the Department of Managed Health Care, and your rights to independent medical review. 

Definitions  

American Specialty 
Health Plans of 
California, Inc. (ASH 
Plans) 

ASH Plans is a licensed, specialized health care service plan that has entered into 
an agreement with Blue Shield of California to arrange for the delivery of 
acupuncture and chiropractic services. 

ASH Participating 
Provider 

An acupuncturist or a chiropractor under contract with ASH Plans to provide 
Covered Services to Members. 

Musculoskeletal and 
Related Disorders 

Musculoskeletal and Related Disorders are conditions with signs and symptoms 
related to the nervous, muscular, and/or skeletal systems. Musculoskeletal and 
Related Disorders are conditions typically categorized as: structural, degenerative, 
or inflammatory disorders; or biomechanical dysfunction of the joints of the body 
and/or related components of the muscle or skeletal systems (muscles, tendons, 
fascia, nerves, ligaments/capsules, discs and synovial structures) and related 
manifestations or conditions. Musculoskeletal and Related Disorders include 
Myofascial/Musculoskeletal Disorders, Musculoskeletal Functional Disorders and 
subluxation. 

Please be sure to retain this document. It is not a contract but is a part of your EOC. 
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Summary of Benefits Group Plan 

PPO Plan 
Full PPO Split Deductible 35-1000 80/60 

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It 
is only a summary and it is included as part of the Evidence of Coverage (EOC).1 Please read both documents carefully 
for details.     

 

Medical Provider Network: Full PPO Network 

This Plan uses a specific network of Health Care Providers, called the Full PPO provider network. Providers in this 
network are called Participating Providers. You pay less for Covered Services when you use a Participating Provider 
than when you use a Non-Participating Provider. 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 Plan. Blue Shield pays for some Covered Services before the Calendar Year Deductible is 
met, as noted in the Benefits chart below. 

  When using a 
Participating 

Provider3 

When using a Non-
Participating 

Provider4 

Calendar Year medical Deductible Individual coverage $1,000 $3,000 

 Family coverage $1,000: individual 

$3,000: Family 

$3,000: individual 

$9,000: Family 

 

Calendar Year Out-of-Pocket Maximum5

An Out-of-Pocket Maximum is the most a Member will pay for Covered 
Services each Calendar Year. Any exceptions are listed in the Notes section at 
the end of this Summary of Benefits.   

 

No Annual or Lifetime Dollar 
Limit 

 When using a 
Participating Provider3 

When using any combination 
of Participating3 or Non-
Participating4 Providers 

 Under this Plan there is no 
annual or lifetime dollar limit on 
the amount Blue Shield will pay 
for Covered Services.     Individual coverage $5,500 $10,000  

Family coverage $5,500: individual 

$11,000: Family 

$10,000: individual 

$20,000: Family 
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

Preventive Health Services7     

Preventive Health Services $0  Not covered  

California Prenatal Screening Program $0  $0  

Physician services     

Primary care office visit $35/visit  40%  

Specialist care office visit $35/visit  40%  

Physician home visit $35/visit  40%  

Physician or surgeon services in an Outpatient 
Facility 20%  40%  

Physician or surgeon services in an inpatient facility 20%  40%  

Other professional services     

Other practitioner office visit $35/visit  40%  

Includes nurse practitioners, physician assistants, 
and therapists.     

Acupuncture services $25/visit  40%  

Up to 20 visits per Member, per Calendar Year.      

Chiropractic services $25/visit  40%  

Up to 20 visits per Member, per Calendar Year.      

Teladoc consultation $0  Not covered  

Family planning     

 Counseling, consulting, and education $0  Not covered  

 Injectable contraceptive, diaphragm fitting, 
intrauterine device (IUD), implantable 
contraceptive, and related procedure. 

$0  Not covered  

 Tubal ligation $0  Not covered  

 Vasectomy 20%  Not covered  

Podiatric services $35/visit  40%  

Pregnancy and maternity care     

Physician office visits: prenatal and postnatal 20%  40%  

Physician services for pregnancy termination 20%  40%  
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

Emergency Services     

Emergency room services $150/visit plus 20%  $150/visit plus 20%  

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 20%  20%  

Urgent care center services $35/visit  40%  

Ambulance services 20%  20%  

This payment is for emergency or authorized transport.     

Outpatient Facility services     

Ambulatory Surgery Center 10%  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Outpatient Department of a Hospital: surgery 25%  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Outpatient Department of a Hospital: treatment of 
illness or injury, radiation therapy, chemotherapy, 
and necessary supplies 

20%  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Inpatient facility services     

Hospital services and stay 20%  

40% 
 Subject to a 

Benefit maximum 
of $600/day 

 

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 20%  Not covered  

 Physician inpatient services 20%  Not covered  
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

Bariatric surgery services, designated California 
counties     

This payment is for bariatric surgery services for 
residents of designated California counties. For 
bariatric surgery services for residents of non-
designated California counties, the payments for 
Inpatient facility services/ Hospital services and stay 
and Physician inpatient and surgery services apply for 
inpatient services; or, if provided on an outpatient 
basis, the Outpatient Facility services and outpatient 
Physician services payments apply. 

    

Inpatient facility services 20%  Not covered  

Outpatient Facility services 25%  Not covered  

Physician services 20%  Not covered  

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 $35/visit  40%  

 Outpatient Department of a Hospital $60/visit  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

X-ray and imaging services     

Includes diagnostic mammography.     

 Outpatient radiology center $35/visit  40%  

 Outpatient Department of a Hospital $60/visit  

40% 
 Subject to a 

Benefit maximum 
of $350/day 
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

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 $35/visit  40%  

 Outpatient Department of a Hospital $60/visit  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Radiological and nuclear imaging services     

 Outpatient radiology center 20%  40%  

 Outpatient Department of a Hospital 30%  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Rehabilitative and Habilitative Services     

Includes physical therapy, occupational therapy, 
respiratory therapy, and speech therapy services.     

Office location $35/visit  40%  

Outpatient Department of a Hospital $35/visit  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Durable medical equipment (DME)     

DME 20%  40%  

Breast pump $0  Not covered  

Orthotic equipment and devices 20%  40%  

Prosthetic equipment and devices 20%  40%  
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

Home health care services 20%  Not covered  

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. Includes home visits by a nurse, Home Health 
Aide, medical social worker, physical therapist, 
speech therapist, or occupational therapist, and 
medical supplies.  

    

Home infusion and home injectable therapy services     

Home infusion agency services 20%  Not covered  

Includes home infusion drugs and medical 
supplies.     

Home visits by an infusion nurse 20%  Not covered  

Hemophilia home infusion services 20%  Not covered  

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 20%  40%  

Hospital-based SNF 20%  

40% 
 Subject to a 

Benefit maximum 
of $600/day 

 

Hospice program services $0  Not covered  

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. 

    

Other services and supplies     

Diabetes care services     

 Devices, equipment, and supplies 20%  40%  

 Self-management training $35/visit  40%  

Dialysis services 20%  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

PKU product formulas and special food products 20%  20%  

Allergy serum billed separately from an office visit 20%  40%  
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Mental Health and Substance Use Disorder Benefits Your payment 

Mental health and substance use disorder Benefits are 
provided through Blue Shield's Mental Health Service 
Administrator (MHSA). 

When using a 
MHSA 

Participating 
Provider3 

CYD2 
applies  

When using a 
MHSA Non-

Participating 
Provider4 

CYD2 
applies 

Outpatient services     

Office visit, including Physician office visit $35/visit  40%  

Teladoc behavioral health $0  Not covered  

Other outpatient services, including intensive 
outpatient care, electroconvulsive therapy, 
transcranial magnetic stimulation, 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 

20%  40%  

Partial Hospitalization Program 20%  

40% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Psychological Testing 20%  40%  

Inpatient services     

Physician inpatient services $0  40%  

Hospital services 20%  

40% 
 Subject to a 

Benefit maximum 
of $600/day 

 

Residential Care 20%  

40% 
 Subject to a 

Benefit maximum 
of $600/day 

 

 

Prior Authorization 

The following are some frequently-utilized Benefits that require prior authorization: 

 Radiological and nuclear imaging services  Hospice program services 

 Outpatient mental health services, except office visits  

 Inpatient facility services  

Please review the Evidence of Coverage for more about Benefits that require prior authorization. 
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1 Evidence of Coverage (EOC): 

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

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

2 Calendar Year Deductible (CYD): 

Calendar Year Deductible explained. A Calendar Year Deductible is the amount you pay each Calendar Year before 
Blue Shield pays for Covered Services under the Plan. 

 If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a 
check mark ( ) in the Benefits chart above. 

Covered Services not subject to the Calendar Year medical Deductible. Some Covered Services received from 
Participating Providers are paid by Blue Shield before you meet any Calendar Year medical Deductible. These 
Covered Services do not have a check mark ( ) next to them in the “CYD applies” column in the Benefits chart 
above. 

This Plan has a separate Participating Provider Deductible and Non-Participating Provider Deductible. 

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met 
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family 
Deductible within a Calendar Year. Once the individual Deductible or Family Deductible is reached, cost sharing 
applies until the Out-of-Pocket Maximum is reached. 
 

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. 

Teladoc. Teladoc mental health and substance use disorder (behavioral health) consultations are provided through 
Teladoc. These services are not administered by Blue Shield's Mental Health Service Administrator (MHSA). 

"Allowable Amount" is defined in the EOC. In addition: 

 Coinsurance is calculated from the Allowable Amount. 
 

4 Using Non-Participating Providers: 

Non-Participating Providers do not have a contract to provide health care services to Members. When you receive 
Covered Services from a Non-Participating Provider, you are responsible for:  

 the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and 

 any charges above the Allowable Amount. 

 
“Allowable Amount” is defined in the EOC. In addition:   

 Coinsurance is calculated from the Allowable Amount, which is subject to any stated Benefit maximum. 

 Charges above the Allowable Amount do not count towards the Out-of-Pocket Maximum, and are your 
responsibility for payment to the provider. This out-of-pocket expense can be significant. 

 

Notes 
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Notes 

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

Calendar Year Out-of-Pocket Maximum explained. The Out-of-Pocket Maximum is the most you are required to pay 
for Covered Services in a Calendar Year. Once you reach your Out-of-Pocket Maximum, Blue Shield will pay 100% of 
the Allowable Amount for Covered Services for the rest of the Calendar Year. 

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges for services that are not 
covered and charges above the Allowable Amount. 

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year 
Deductible also count towards the Calendar Year Out-of-Pocket Maximum. 

This Plan has a Participating Provider OOPM as well as a combined Participating Provider and Non-Participating 
Provider OOPM. This means that any amounts you pay towards your Participating Provider OOPM also count towards 
your combined Participating and Non-Participating Provider 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. 
 

6 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 payment in addition to an allergy serum payment when you visit the doctor for an allergy 
shot. 
 

7 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. 
 

Plans may be modified to ensure compliance with State and Federal requirements. 
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Outpatient Prescription Drug Rider Group Rider 
PPO 

Enhanced Rx $15/30/45 with $0 Pharmacy Deductible 

Summary of Benefits 

This Summary of Benefits shows the amount you will pay for covered Drugs under this prescription Drug Benefit.   
 
 

Pharmacy Network: Rx Ultra 

Drug Formulary: Plus Formulary 

Calendar Year Pharmacy Deductible(CYPD)1 
A Calendar Year Pharmacy Deductible (CYPD) is the amount a Member pays each Calendar Year before Blue Shield 
pays for covered Drugs under the outpatient prescription Drug Benefit. Blue Shield pays for some prescription Drugs 
before the Calendar Year Pharmacy Deductible is met, as noted in the Prescription Drug Benefits chart below.     
  When using a Participating2 or  

Non-Participating3 Pharmacy 
Calendar Year Pharmacy Deductible Per Member $0 

 

Prescription Drug Benefits4,5 Your payment 

 
When using a 
Participating 
Pharmacy2 

CYPD1 
applies 

When using a 
Non-Participating 

Pharmacy3 

CYPD1 
applies 

Retail pharmacy prescription Drugs     

Per prescription, up to a 30-day supply.     

Contraceptive Drugs and devices $0
Applicable Tier 1, 

Tier 2, or Tier 3 
Copayment

Tier 1 Drugs $15/prescription  25% plus 
$15/prescription  

Tier 2 Drugs $30/prescription  25% plus 
$30/prescription  

Tier 3 Drugs $45/prescription  25% plus 
$45/prescription  

Tier 4 Drugs 30% up to 
$250/prescription  

30% up to 
$250/prescription 

plus 25% of 
purchase price 

 

Retail pharmacy prescription Drugs      

Per prescription, up to a 90-day supply from a 90-day 
retail pharmacy.     

Contraceptive Drugs and devices $0  Not covered  

Tier 1 Drugs $45/prescription  Not covered  

Tier 2 Drugs $90/prescription  Not covered  

Tier 3 Drugs $135/prescription  Not covered  

Tier 4 Drugs 30% up to 
$750/prescription  Not covered  
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Prescription Drug Benefits4,5 Your payment 

 
When using a 
Participating 
Pharmacy2 

CYPD1 
applies 

When using a 
Non-Participating 

Pharmacy3 

CYPD1 
applies 

Mail service pharmacy prescription Drugs     

Per prescription, up to a 90-day supply.     

Contraceptive Drugs and devices $0  Not covered  

Tier 1 Drugs $30/prescription  Not covered  

Tier 2 Drugs $60/prescription  Not covered  

Tier 3 Drugs $90/prescription  Not covered  

Tier 4 Drugs 30% up to 
$500/prescription  Not covered  

 

1 Calendar Year Pharmacy Deductible (CYPD): 

Calendar Year Pharmacy Deductible explained. A Calendar Year Pharmacy Deductible is the amount you pay each 
Calendar Year before Blue Shield pays for outpatient prescription Drugs under this Benefit. 

If this Benefit has a Calendar Year Pharmacy Deductible, outpatient prescription Drugs subject to the Deductible are 
identified with a check mark ( ) in the Benefits chart above. 

Any applicable Copayment, Coinsurance and CYPD you pay counts towards the Calendar Year Out-of-Pocket 
Maximum. 

Outpatient prescription Drugs not subject to the Calendar Year Pharmacy Deductible. Some outpatient prescription 
Drugs received from Participating Pharmacies are paid by Blue Shield before you meet any Calendar Year Pharmacy 
Deductible. These outpatient prescription Drugs do not have a check mark ( ) next to them in the "CYPD applies” 
column in the Prescription Drug Benefits chart above. 
 

2 Using Participating Pharmacies: 

Participating Pharmacies have a contract to provide outpatient prescription Drugs to Members. When you obtain 
covered prescription Drugs from a Participating Pharmacy, you are only responsible for the Copayment or 
Coinsurance, once any Calendar Year Pharmacy Deductible has been met. 

Participating Pharmacies and Drug Formulary. You can find a Participating Pharmacy and the Drug Formulary by 
visiting www.blueshieldca.com/pharmacy. 
 

3 Using Non-Participating Pharmacies: 

Non-Participating Pharmacies do not have a contract to provide outpatient prescription Drugs to Members. When 
you obtain prescription Drugs from a Non-Participating Pharmacy, you must pay all charges for the prescription, then 
submit a completed claim form for reimbursement. You will be reimbursed based on the price you paid for the Drug. 
 

4 Outpatient Prescription Drug Coverage: 

Medicare Part D-creditable coverage- 

This 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 prescription Drug coverage is 
creditable, you do not have to enroll in Medicare Part D while you maintain this coverage; however, you should be 
aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you could be 
subject to Medicare Part D premium penalties.    

Notes 
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Notes 

 

5 Outpatient Prescription Drug Coverage: 

Brand Drug coverage when a Generic Drug is available. If you select a Brand Drug when a Generic Drug equivalent 
is available, you are responsible for the difference between the cost to Blue Shield for the Brand Drug and its Generic 
Drug equivalent plus the Tier 1 Copayment or Coinsurance. This difference in cost will not count towards any Calendar 
Year Pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If your Physician or 
Health Care Provider prescribes a Brand Drug and indicates that a Generic Drug equivalent should not be substituted, 
you pay your applicable tier Copayment or Coinsurance. If your Physician or Health Care Provider does not indicate 
that a Generic Drug equivalent should not be substituted, you may request a Medical Necessity Review. If approved, 
the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance. 

Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a 
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated. 

Specialty Drugs. Specialty Drugs are only available from a Network Specialty Pharmacy, up to a 30-day supply. 

Oral Anticancer Drugs. You pay up to $250 for oral Anticancer Drugs from a Participating Pharmacy, up to a 30-day 
supply. Oral Anticancer Drugs from a Participating Pharmacy are not subject to any Deductible. 

 

 

Benefit designs may be modified to ensure compliance with State and Federal requirements.   
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Summary of Benefits Group Plan 

PPO Savings Plan 
Full PPO Savings Embedded Deductible 5500 

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It 
is only a summary and it is included as part of the Evidence of Coverage (EOC).1 Please read both documents carefully 
for details.     

 

Medical Provider Network: Full PPO Network 

This Plan uses a specific network of Health Care Providers, called the Full PPO provider network. Providers in this 
network are called Participating Providers. You pay less for Covered Services when you use a Participating Provider 
than when you use a Non-Participating Provider. You can find Participating Providers in this network at 
blueshieldca.com. 

 

Pharmacy Network: Rx Ultra 

Drug Formulary: Plus Formulary 

 

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 Plan. Blue Shield pays for some Covered Services before the Calendar Year Deductible is 
met, as noted in the Benefits chart below. 

  When using a Participating3 or  
Non-Participating4 Provider 

Calendar Year medical and pharmacy Deductible Individual coverage $5,500 

This Plan combines medical and pharmacy 
Deductibles into one Calendar Year Deductible 

Family coverage $5,500: individual 

$11,000: Family 

 

Calendar Year Out-of-Pocket Maximum5 

An Out-of-Pocket Maximum is the most a Member will pay for Covered 
Services each Calendar Year. Any exceptions are listed in the Notes section at 
the end of this Summary of Benefits.   

 

No Annual or Lifetime Dollar 
Limit 

 When using a 
Participating Provider3 

When using a Non-
Participating Provider4 

 Under this Plan there is no 
annual or lifetime dollar limit on 
the amount Blue Shield will pay 
for Covered Services.     

Individual coverage $6,650 $10,000  

Family coverage $6,650: individual 

$13,300: Family 

$10,000: individual 

$20,000: Family 
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

Preventive Health Services7     

Preventive Health Services $0  Not covered  

California Prenatal Screening Program $0  $0  

Physician services     

Primary care office visit 20%  50%  

Specialist care office visit 20%  50%  

Physician home visit 20%  50%  

Physician or surgeon services in an Outpatient 
Facility 20%  50%  

Physician or surgeon services in an inpatient facility 20%  50%  

Other professional services     

Other practitioner office visit 20%  50%  

Includes nurse practitioners, physician assistants, 
and therapists.     

Acupuncture services 20%  50%  

Up to 20 visits per Member, per Calendar Year.      

Chiropractic services 20%  50%  

Up to 20 visits per Member, per Calendar Year.      

Teladoc consultation $0  Not covered  

Family planning     

 Counseling, consulting, and education $0  Not covered  

 Injectable contraceptive, diaphragm fitting, 
intrauterine device (IUD), implantable 
contraceptive, and related procedure. 

$0  Not covered  

 Tubal ligation $0  Not covered  

 Vasectomy 20%  Not covered  

Podiatric services 20%  50%  

Pregnancy and maternity care     

Physician office visits: prenatal and postnatal 20%  50%  

Physician services for pregnancy termination 20%  50%  
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

Emergency Services     

Emergency room services $150/visit plus 20%  $150/visit plus 20%  

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 20%  20%  

Urgent care center services 20%  50%  

Ambulance services 20%  20%  

This payment is for emergency or authorized transport.     

Outpatient Facility services     

Ambulatory Surgery Center 10%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Outpatient Department of a Hospital: surgery 20%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Outpatient Department of a Hospital: treatment of 
illness or injury, radiation therapy, chemotherapy, 
and necessary supplies 

20%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Inpatient facility services     

Hospital services and stay 20%  

50% 
 Subject to a 

Benefit maximum 
of $600/day 

 

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 20%  Not covered  

 Physician inpatient services 20%  Not covered  
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

Bariatric surgery services, designated California 
counties     

This payment is for bariatric surgery services for 
residents of designated California counties. For 
bariatric surgery services for residents of non-
designated California counties, the payments for 
Inpatient facility services/ Hospital services and stay 
and Physician inpatient and surgery services apply for 
inpatient services; or, if provided on an outpatient 
basis, the Outpatient Facility services and outpatient 
Physician services payments apply. 

    

Inpatient facility services 20%  Not covered  

Outpatient Facility services 20%  Not covered  

Physician services 20%  Not covered  

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 20%  50%  

 Outpatient Department of a Hospital 30%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

X-ray and imaging services     

Includes diagnostic mammography.     

 Outpatient radiology center 20%  50%  

 Outpatient Department of a Hospital 30%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

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 20%  50%  

 Outpatient Department of a Hospital 30%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Radiological and nuclear imaging services     

 Outpatient radiology center 20%  50%  

 Outpatient Department of a Hospital $100/visit plus 20%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Rehabilitative and Habilitative Services     

Includes physical therapy, occupational therapy, 
respiratory therapy, and speech therapy services.     

Office location 20%  50%  

Outpatient Department of a Hospital 20%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Durable medical equipment (DME)     

DME 20%  50%  

Breast pump $0  Not covered  

Glucose monitor 20%  50%  

Peak Flow Meter 20%  50%  

Orthotic equipment and devices 20%  50%  

Prosthetic equipment and devices 20%  50%  
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Benefits6 Your payment 

 
When using a 
Participating 

Provider3 

CYD2 
applies 

When using a 
Non-Participating 

Provider4 

CYD2 
applies 

Home health care services 20%  Not covered  

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. Includes home visits by a nurse, Home Health 
Aide, medical social worker, physical therapist, 
speech therapist, or occupational therapist, and 
medical supplies.  

    

Home infusion and home injectable therapy services     

Home infusion agency services 20%  Not covered  

Includes home infusion drugs and medical 
supplies.     

Home visits by an infusion nurse 20%  Not covered  

Hemophilia home infusion services 20%  Not covered  

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 20%  50%  

Hospital-based SNF 20%  

50% 
 Subject to a 

Benefit maximum 
of $600/day 

 

Hospice program services $0  Not covered  

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. 

    

Other services and supplies     

Diabetes care services     

 Devices, equipment, and supplies 20%  50%  

 Self-management training 20%  50%  

Dialysis services 20%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

PKU product formulas and special food products 20%  20%  

Allergy serum billed separately from an office visit 20%  50%  

Page 44



 

7 

 

Mental Health and Substance Use Disorder Benefits Your payment 

Mental health and substance use disorder Benefits are 
provided through Blue Shield's Mental Health Service 
Administrator (MHSA). 

When using a 
MHSA 

Participating 
Provider3 

CYD2 
applies  

When using a 
MHSA Non-

Participating 
Provider4 

CYD2 
applies 

Outpatient services     

Office visit, including Physician office visit 20%  50%  

Teladoc behavioral health $0  Not covered  

Other outpatient services, including intensive 
outpatient care, electroconvulsive therapy, 
transcranial magnetic stimulation, 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 

20%  50%  

Partial Hospitalization Program 20%  

50% 
 Subject to a 

Benefit maximum 
of $350/day 

 

Psychological Testing 20%  50%  

Inpatient services     

Physician inpatient services $0  50%  

Hospital services 20%  

50% 
 Subject to a 

Benefit maximum 
of $600/day 

 

Residential Care 20%  

50% 
 Subject to a 

Benefit maximum 
of $600/day 

 

 

Prescription Drug Benefits8,9 Your payment 

 
When using a 
Participating 
Pharmacy3 

CYD2 
applies  

When using a 
Non-Participating 

Pharmacy4 

CYD2 
applies 

Retail pharmacy prescription Drugs     

Per prescription, up to a 30-day supply.     

Contraceptive Drugs and devices $0  
Applicable Tier 1, 

Tier 2, or Tier 3 
Copayment 

 

Tier 1 Drugs $10/prescription  25% plus 
$10/prescription 

 

Tier 2 Drugs $25/prescription  
25% plus 

$25/prescription 
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Prescription Drug Benefits8,9 Your payment 

 
When using a 
Participating 
Pharmacy3 

CYD2 
applies  

When using a 
Non-Participating 

Pharmacy4 

CYD2 
applies 

Tier 3 Drugs $40/prescription  
25% plus 

$40/prescription 
 

 

Tier 4 Drugs 30% up to 
$250/prescription 

 

30% up to 
$250/prescription 

plus 25% of 
purchase price 

 

Retail pharmacy prescription Drugs     

Per prescription, up to a 90-day supply from a 90-day 
retail pharmacy.     

Contraceptive Drugs and devices $0  Not covered  

Tier 1 Drugs $30/prescription  Not covered  

Tier 2 Drugs $75/prescription  Not covered  

Tier 3 Drugs $120/prescription  Not covered  

Tier 4 Drugs 30% up to 
$750/prescription 

 Not covered  

Mail service pharmacy prescription Drugs     

Per prescription, up to a 90-day supply.     

Contraceptive Drugs and devices $0  Not covered 
  

Tier 1 Drugs $20/prescription  Not covered 
  

Tier 2 Drugs $50/prescription  Not covered 
  

Tier 3 Drugs $80/prescription  Not covered 
  

Tier 4 Drugs 30% up to 
$500/prescription 

 Not covered 
  

 

Prior Authorization 

The following are some frequently-utilized Benefits that require prior authorization: 

 Radiological and nuclear imaging services  Hospice program services 

 Outpatient mental health services, except 
office visits 

 Some prescription Drugs (see 
blueshieldca.com/pharmacy) 

 Inpatient facility services  

Please review the Evidence of Coverage for more about Benefits that require prior authorization. 
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1 Evidence of Coverage (EOC): 

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

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

2 Calendar Year Deductible (CYD): 

Calendar Year Deductible explained. A Calendar Year Deductible is the amount you pay each Calendar Year before 
Blue Shield pays for Covered Services under the Plan. 

 If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a 
check mark ( ) in the Benefits chart above. 

Covered Services not subject to the Calendar Year combined medical and pharmacy Deductible. Some Covered 
Services received from Participating Providers are paid by Blue Shield before you meet any Calendar Year combined 
medical and pharmacy Deductible. These Covered Services do not have a check mark ( ) next to them in the “CYD 
applies” column in the Benefits chart above. 

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met 
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family 
Deductible within a Calendar Year. Once the individual Deductible or Family Deductible is reached, cost sharing 
applies until the Out-of-Pocket Maximum is reached. 
 

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. 

Teladoc. Teladoc mental health and substance use disorder (behavioral health) consultations are provided through 
Teladoc. These services are not administered by Blue Shield's Mental Health Service Administrator (MHSA). 

"Allowable Amount" is defined in the EOC. In addition: 

 Coinsurance is calculated from the Allowable Amount. 
 

4 Using Non-Participating Providers: 

Non-Participating Providers do not have a contract to provide health care services to Members. When you receive 
Covered Services from a Non-Participating Provider, you are responsible for:  

 the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and 

 any charges above the Allowable Amount. 

 
“Allowable Amount” is defined in the EOC. In addition:   

 Coinsurance is calculated from the Allowable Amount, which is subject to any stated Benefit maximum. 

 Charges above the Allowable Amount do not count towards the Out-of-Pocket Maximum, and are your 
responsibility for payment to the provider. This out-of-pocket expense can be significant. 

 

Notes 
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5 Calendar Year Out-of-Pocket Maximum (OOPM): 

Calendar Year Out-of-Pocket Maximum explained. The Out-of-Pocket Maximum is the most you are required to pay 
for Covered Services in a Calendar Year. Once you reach your Out-of-Pocket Maximum, Blue Shield will pay 100% of 
the Allowable Amount for Covered Services for the rest of the Calendar Year. 

Your payment after you reach the Calendar Year OOPM. You will continue to pay all charges for services that are not 
covered and charges above the Allowable Amount. 

Any Deductibles count towards the OOPM. Any amounts you pay that count towards the medical Calendar Year 
Deductible also count towards the Calendar Year Out-of-Pocket Maximum. 

This Plan has a separate Participating Provider OOPM and Non-Participating Provider OOPM. 
Covered Drugs obtained at Non-Participating Pharmacies. Any amounts you pay for Covered Drugs at Non-
Participating Pharmacies count towards the Participating Provider 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. 
 

6 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 payment in addition to an allergy serum payment when you visit the doctor for an allergy 
shot. 
 

7 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. 
 

8 Outpatient Prescription Drug Coverage: 

Medicare Part D-creditable coverage- 

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 Medicare Part D while you maintain this coverage; however, you 
should be aware that if you do not enroll in Medicare Part D within 63 days following termination of this coverage, you 
could be subject to Medicare Part D premium penalties.    
 

9 Outpatient Prescription Drug Coverage: 

Brand Drug coverage when a Generic Drug is available. If you select a Brand Drug when a Generic Drug equivalent 
is available, you are responsible for the difference between the cost to Blue Shield for the Brand Drug and its Generic 
Drug equivalent plus the tier 1 Copayment or Coinsurance. This difference in cost will not count towards any Calendar 
Year pharmacy Deductible, medical Deductible, or the Calendar Year Out-of-Pocket Maximum. If your Physician or 
Health Care Provider prescribes a Brand Drug and indicates that a Generic Drug equivalent should not be substituted, 
you pay your applicable tier Copayment or Coinsurance. If your Physician or Health Care Provider does not indicate 
that a Generic Drug equivalent should not be substituted, you may request a Medical Necessity Review. If approved, 
the Brand Drug will be covered at the applicable Drug tier Copayment or Coinsurance. 

Short-Cycle Specialty Drug program. This program allows initial prescriptions for select Specialty Drugs to be filled for a 
15-day supply with your approval. When this occurs, the Copayment or Coinsurance will be pro-rated. 

Specialty Drugs. Specialty Drugs are only available from a Network Specialty Pharmacy, up to a 30-day supply. 
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Oral Anticancer Drugs. After the Deductible is met, you pay up to $250 for oral Anticancer Drugs from a Participating 
Pharmacy, up to a 30-day supply. 

High Deductible Health Plan (HDHP) preventive Drugs. HDHP preventive Drugs obtained from a Participating Pharmacy 
are covered at the applicable Drug tier Copayment but are not subject to the Deductible. HDHP preventive Drugs do 
not include those preventive Drugs that are required by Health Care Reform to be covered at no charge. Visit 
blueshieldca.com/pharmacy for lists of these Drugs. 
 

Plans may be modified to ensure compliance with State and Federal requirements. 
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Summary of Benefits Group Dental Plan 
DPPO Plan 

Smile  Spectrum Premier 50/1500/Ortho/MAC 

This Summary of Benefits shows the amount you will pay for Covered Services under this Blue Shield of California Plan. It 
is only a summary and it is included as part of the Evidence of Coverage (EOC)1. Please read both documents carefully 
for details.         

 
 

Dental Provider Network: DPPO Network 

This Plan uses a specific network of dental care providers, called the DPPO provider network. Dentists in this network 
are called Participating Dentists. You pay less for Covered Services when you use a Participating Dentist than when 
you use a Non-Participating Dentist. You can find Participating Dentists in this network at blueshieldca.com. 

   
Calendar Year Deductible (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 Plan. Blue Shield pays for some Covered Services before the Calendar Year Deductible is 
met, as noted in the Benefits chart below.       
  When using a Participating3 or 

Non-Participating4 Dentist 
Calendar Year Deductible Individual coverage $50 per individual 

 Family coverage $50: individual 

$150: Family 

 
Calendar Year Benefit Maximum5 
This Plan pays up to the maximum payment amount as listed for Covered Services and supplies per year. 

When using a Participating3 or 
Non-Participating4 Dentist

Calendar Year Benefit Maximum $1,500: individual

 
Calendar Year Benefit Maximum (Orthodontic Services)5 
This maximum for covered Orthodontic Services is separate and in addition to the Calendar Year Benefit maximum 
listed above. Orthodontic Benefits are covered for adults and children. 
 When using a Participating3 or 

Non-Participating4 Dentist 
Calendar Year Benefit Maximum (Orthodontic Services) $1,000: individual 

 
Waiting Period 
A waiting period is the length of time you must be covered under the Plan before Blue Shield will pay for Covered 
Services.    
Waiting period No waiting period 

 
No Lifetime Dollar Limit  

Under this Plan there is no dollar limit on the total amount Blue Shield will pay for Covered Services in a Member's lifetime.   
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Benefits6,7,8 Your payment 

 
When using a 
Participating 

Dentist3 

CYD2 
applies 

When using a 
Non-Participating 

Dentist4 

CYD2 
applies 

Diagnostic and preventive services     

Oral exam $0  $0  

Preventive – cleaning $0  $0  

Preventive – x-ray $0  $0  

Topical fluoride application $0  $0  

Periodontal maintenance $0  $0  

Enhanced dental benefits for pregnant women $0  $0  

Basic services     

Sealants per tooth 20%  20%  

Space maintainers – fixed 20%  20%  

Restorative procedures 20%  20%  

Oral Surgery 20%  20%  

Endodontics 20%  20%  

Periodontics (other than maintenance) 20%  20%  

Major services     

Crowns and casts 50%  50%  

Prosthodontics 50%  50%  

Implants 50%  50%  

Orthodontics 50%  50%  

Orthodontic Benefits are covered for adults and 
children.     

 

 

1 Evidence of Coverage (EOC): 

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

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

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 Plan.  

 If this Plan has any Calendar Year Deductible(s), Covered Services subject to that Deductible are identified with a 
check mark ( ) in the Benefits chart above. 

Covered Services not subject to the Calendar Year Deductible. Some Covered Services are paid by Blue Shield before 
you meet any Calendar Year Deductible. These Covered Services do not have a check mark ( ) next to them in the 
“CYD applies” column in the Benefits chart above. 

Notes 
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Notes 

Family coverage has an individual Deductible within the Family Deductible. This means that the Deductible will be met 
for an individual with Family coverage who meets the individual Deductible prior to the Family meeting the Family 
Deductible within a Calendar Year. Any amount you have paid toward the Deductible for your individual plan will be 
applied to both the individual Deductible and the Family Deductible for your new plan. 
 

3 Using Participating Dentists: 

Participating Dentists have a contract to provide Dental Care Services to Members. When you receive Covered 
Services from a Participating Dentist, you are only responsible for the Copayment or Coinsurance, once any Calendar 
Year Deductible has been met. 

“Allowable Amount” is defined in the EOC. In addition:  

 Coinsurance is calculated from the Allowable Amount. 
 

4 Using Non-Participating Dentists: 

Non-Participating Dentists do not have a contract to provide Dental Care Services to Members. When you receive 
Covered Services from a Non-Participating Dentist, you are responsible for both:  

 the Copayment or Coinsurance (once any Calendar Year Deductible has been met), and 

 any charges above the Allowable Amount (which can be significant). 

 

“Allowable Amount” is defined in the EOC. In addition:   

 Coinsurance is calculated from the Allowable Amount. 

 Any charges above the Allowable Amount are not covered, do not count towards any Benefit maximums, 
and are your responsibility for payment to the provider. This out-of-pocket expense can be significant. 

 

The Non-Participating Dentist reimbursement amount is a percentage of the maximum allowable charge or MAC. 
When you go to a Non-Participating Dentist, you pay the amount above the MAC percentage. 
 

5 Benefit Maximum(s):  

Your payment after you reach any Benefit maximum. You will pay 100% of all charges after you reach a Benefit 
maximum. 

All Covered Services count towards the Calendar Year Benefit maximum except for Orthodontic services. The Plan 
pays up to the maximum payment amount as listed for Covered Services and supplies. 

All Orthodontic Covered Services count towards the Calendar Year Orthodontic Benefit maximum. The Plan pays up 
to the maximum payment amount as listed for Covered Services and supplies. 

 Enhanced dental benefits for pregnant women do not apply towards the Calendar Year Benefit Maximum. 
 

6 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. 
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Notes 

7 Dental Care Services: 

All dental Benefits are provided through Blue Shield’s Dental Plan Administrator (DPA). 

Dental Care Covered Services. All Covered Services must be Medically Necessary and must be provided by the 
Member’s Dental Center or other Participating Dentist when referred by the Member's Dental Center and Authorized 
by the contracted Dental Plan Administrator. 
 

8 Prior Authorization: 

Prior Authorization or precertification for Covered Services. Before any course of treatment expected to cost more 
than $250 is started, you should obtain prior authorization of Benefits, except in an emergency. 
 

Plans may be modified to ensure compliance with State and Federal requirements.   
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Basic Group Term Life and Accidental Death & 
Dismemberment (AD&D) Insurance 

Benefit Summary Effective January 1, 2022 
 
Basic Group Term Life Insurance is an important part of a complete benefits package. It provides protection 
to you and your beneficiaries. Below is information about how our coverage can meet your needs.  
 

Employee Basic Group Term Life Benefit  $50,000 
Age Reduction Schedule Your Benefit will reduce to 65% of the original amount when you 

turn 65 and to 50% of the original amount when you reach 70. 

Waiver of Premium Provision If you become totally disabled, as defined in the certificate, you 
can continue your Life Insurance coverage without any premium 
payments. The amount of coverage will be the coverage in effect 
at the time you become disabled. This waiver is subject to age 
limitations, reductions and terminations. 

Accelerated Death Benefit If you become terminally ill, you may elect an advanced payment 
of up to 50% of the death benefit to a maximum of $250,000. 

Conversion You may convert your Basic Group Term Life Insurance coverage 
to a Whole Life policy if your employment ends. You must apply for 
conversion within 31 days after your termination of employment. 
Rates are based on your age at the time of conversion. 

 

Employee Basic Group Term AD&D Benefit 
Type of Loss Portion of Principal Sum 
Loss of Life 100% 

Loss of a hand, foot, complete loss of sight in one eye or hearing in one ear 50% 

Loss of an arm or leg 75% 

Complete loss of sight in both eyes or hearing in both ears 100% 

Loss of the thumb and index finger or all 4 fingers on the same hand 25% 

Loss of all toes on one foot 25% 

Loss of speech 50% 

Loss of speech and hearing 100% 

Paralysis of both upper and lower limbs (Quadriplegia) 100% 

Paralysis of both lower limbs or both upper limbs (Paraplegia) 75% 

Paralysis of upper and lower limb one side (Hemiplegia) 50% 

Paralysis of one arm or leg 25% 
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Employee Basic Group Term 
AD&D Benefit 

Additional Provisions when an  
AD&D Benefit is Payable 

Seat Belt and Air Bag Benefit An additional benefit of 10% up to a maximum of $25,000 will be 
paid if you lose your life in an automobile accident (either 
driving or riding in a car) while properly wearing a seat belt and 
the airbag is deployed at the time of the accident. 

Special Education Benefit 
Spouse/Domestic Partner and Children 

Your Spouse/Domestic Partner is eligible for a one-time benefit 
up to a maximum of $5,000 when enrolled as a full-time student. 
 
Each of your children is eligible for a benefit of $2,500/year (4 
consecutive years) when enrolled, before the age of 26 and 
within 1 year after your date of death, as a full time in an 
accredited college, university, or vocational school. Maximum 
benefit payable per child is $10,000. 

Repatriation Benefit An additional benefit up to a maximum of $2,000, for the 
purposes defined in the certificate, if you lose your life at least 
100 miles away from your permanent place of residence. 

Comatose Benefit An additional benefit of 50% if you become comatose as a 
direct result of an accident and remain continuously so for 60 
days. 

Felonious Assault Benefit An additional benefit of 10% if you incur a loss as the result of a 
Violent Criminal Act or Felonious Assault. The Felonious Assault 
must be inflicted by someone other than a fellow employee or a 
member of your family or household and must occur while you 
are working for or on your Employer's premises. 

Common Carrier Benefit An additional benefit is payable if you die as a result of an 
Accident which occurs while you are a fare-paying passenger 
of a Public Conveyance. 

Surgical Reattachment Benefit An additional benefit for a loss incurred if a part is dismembered 
as a result of an injury and the surgical reattachment is not 
successful within a period of 365 days. 

 
 
 
 
 
 
 
 
 
 
 
This Benefit Summary is an overview of Blue Shield of California Life & Health Insurance Company (Blue Shield Life) 
Basic Group Term Life Insurance available for eligible employees. Please refer to your Certificate for a complete 
description of benefits, limitations, exclusions and other terms and conditions of coverage. 
 
In the event of a discrepancy between the English and Spanish versions of this Benefit Summary, the English version 
prevails. 
 
Basic Group Term Life and AD&D insurance is underwritten by Blue Shield of California Life & Health Insurance Company. 
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Find the doctor of your choice  
Blue Shield believes that finding a doctor shouldn’t give you a 
headache. That’s why blueshieldca.com features our most up-to-date 
listings of doctors, specialists, pharmacies, and hospitals.

We’re making it easier!
Finding the latest listing of doctors, specialists, mental health providers, hospitals, dentists, vision care  
providers, or pharmacies is easy. Go to blueshieldca.com and select Find a Doctor from the menu.  
Here are some helpful shortcuts: 

1. How you start depends on the type of plan:

 •  For Access+ HMO : Go to  
blueshieldca.com/networkhmo.

 •  For Local Access+ HMO : Go to  
blueshieldca.com/networklocalaccess.

 •  For Access+ HMO SaveNetSM: Go to  
blueshieldca.com/networksavenet.

 •  For Trio HMO: Go to  
blueshieldca.com/networktriohmo.

 •  For PPO: Go to blueshieldca.com/pponetwork.

 •  For Tandem PPO: Go to  
blueshieldca.com/networktandemppo.

2.  Select the type of provider you need  
(e.g., doctor, facility, mental health).

3.  Enter your preferred location.

4.  Select whether you want to search by provider  
specialty or provider name.

5.  Relevant results will be displayed.

Special considerations for each plan type

If you are enrolling in an HMO plan
When you enroll in an HMO plan, you and your 
dependents must choose a primary care physician 
(PCP) within 15 miles or a 30-minute drive* from  
where you live or work. You can either search for  
your PCP using Blue Shield of California’s Find a 
Doctor tool found at blueshieldca.com, or call 
Member Services for assistance. If you do not select 
a PCP when you enroll, we will assign you one. You 
can then change your PCP at any time. PCPs provide 
routine checkups, immunizations, and urgent care 
and refer you to specialists. 

If you are enrolling in a PPO plan
As a PPO plan member, you can choose your own 
doctor and do not need a referral to see a specialist. 
Choosing a provider in the PPO networks can save 
you money and ensure that you receive the highest 
level of benefits available to you. 

When you visit doctors outside the PPO network, you 
may be responsible for higher copayments plus any 
charges in excess of Blue Shield’s allowed amount for 
the services.

If you access care outside California
PPO members who access care outside California 
may do so through the BlueCard  Program Network, 
which includes access to more than 95% of doctors 
and 96% of hospitals nationwide. Whenever possible, 
you should choose a doctor or hospital from the 
BlueCard network to save you money and ensure 
you receive the highest level of benefits available 
to you. When you visit doctors who are not in the 
BlueCard network, you may be responsible for 
higher copayments plus any charges in excess of 
Blue Shield’s allowed amount for the services.

To find a BlueCard physician or hospital in the United 
States, go to provider.bcbs.com or call BlueCard 
Access toll-free at (800) 810-BLUE (2583).

To find an international Blue Shield Global Core Network 
physician or hospital, go to bcbsglobalcore.com. You 
can also call the Blue Shield Global Core Service Center 
at (800) 810-BLUE (2583) from within the United States, or 
call collect at (804) 673-1177 from outside the country.

* Primary care physician service areas vary by contract. 

blueshieldca.com
Page 57



Prescription drug program
Our prescription drug program provides access to 
a network of chain and independent pharmacies, 
as well as a mail service pharmacy and specialty 
pharmacies. For more information, visit  
blueshieldca.com/pharmacy.

Chain and independent pharmacies
The Blue Shield pharmacy network includes all major 
pharmacy chains and most independent pharmacies 
in California. It’s easy to find a local network 
pharmacy. Search our online listing of pharmacies, 
where you’ll find the most up-to-date information:

•  Visit blueshieldca.com/pharmacy and go to the 
Pharmacy networks section.  

•  If you want to locate a pharmacy where your 
prescription is covered, go to blueshieldca.com  
and select Find a Doctor from the menu, then  
choose Pharmacies.

Mail service pharmacy
We offer a mail service pharmacy benefit that  
gives you up to a 90-day supply of covered 
maintenance drugs through the mail. This service  
is available if you are taking stabilized dosages  
of covered maintenance drugs on an ongoing  
basis for treatment of chronic health conditions,  
such as high blood pressure. For more information,  
go to blueshieldca.com/90dayRX.

Specialty pharmacy
Network specialty pharmacies are available to 
Blue Shield members. These pharmacies provide 
convenient delivery of specialty medications, 
including self-administered injectables. All supplies 
required for administration of specialty medications 
that are injectable (such as needles/syringes, 
alcohol swabs, sharps containers) are included at no 
additional charge.

Prior authorization is required for specialty 
medications. Members prescribed self-administered 
injectables with a specialty drug benefit are  
required to get these drugs from a network  
specialty pharmacy.

Learn if your prescription is covered
The Blue Shield drug formulary is a list of preferred 
generic and brand-name drugs. 

It’s easy to learn if your medication is covered in our 
formulary. Go to blueshieldca.com/pharmacy, and 
choose Drug formularies to find a drug formulary  
that applies to you. 
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Subscriber Change Request

Blue Shield of California and  

Blue Shield of California Life & Health Insurance Company (Blue Shield Life)

All changes must be received within 31 days of the effective date of change. This form cannot be used for primary care physician changes – subscriber 
must call the Member Services phone number on the back of their ID card.

Employee identification – this section must be completed.
Subscriber ID number (from ID card) Social Security number Group number (from ID card)

Cell phone number Landline phone number

Last name First name MI

Home street address – City State ZIP code

Group/employer name (if applicable) Email address

Changes
  Yes      No   Is this a change/correction of address?

  Yes      No   Is the change/correction of address for a dependent? (Note: Dependent’s address will default to subscriber’s address if ‘No’ is indicated here.)

If yes, please indicate dependent name and address change: _________________________________________________________________________________________

 Correct my Social Security number to: _________________________________________________  (Copy of Social Security card, a photo ID, a letter of verification 
from the Social Security office, and a written statement of why the employee is requesting the change must be attached.)

   This is a change made during open enrollment.

   Transfer/add my health coverage to:  Access+ HMO  ___________     Access+ HMO  SaveNetSM ___________     Local Access+ HMO ___________     

 Trio HMO ___________     Trio HMO Savings ___________     Full PPO ___________     Active Choice * ___________     Active Choice  Plus ___________    

 Active Choice  Classic___________     Full PPO Savings ___________     Tandem PPO ___________     Tandem PPO Savings ___________     

 Added Advantage POSSM ___________

  Transfer my ABHP benefits coverage to: 

For Access+ HMO :  HRA   HIA   FSA   
For Access+HMO  SaveNetSM:  HRA   HIA   FSA   
For Local Access+ HMO:  HRA   HIA   FSA   
For Trio HMO:  HRA   HIA   FSA   
For Trio HMO Savings:  HSA   HRA   HIA   FSA   LPFSA  
For Full PPO:  HRA   HIA   FSA    
For Active Choice :  HRA   HIA   FSA   

For Active Choice  Plus:  HRA   HIA   FSA   
For Active Choice  Classic:  HRA   HIA   FSA   
For Full PPO Savings:  HSA   HRA   HIA   FSA   LPFSA  
For Tandem PPO:  HRA   HIA   FSA   
For Tandem PPO Savings:  HSA   HRA   HIA   FSA   LPFSA
Added Advantage POSSM:  HRA   HIA   FSA   

   Transfer my specialty benefits coverage to:  DHMO ___________     DPPO ___________     DINO ___________   

From Group # _________ to Group # _________ in my employer group. Note: If transferring coverage to HMO, POS, or DHMO, please complete Section A.

   Change the amount of Basic Group Term Life or Supplemental Life and Supplemental AD&D insurance coverage: (provide prior coverage amount 
and new coverage amount)    

  Prior amount of Basic Group Term Life coverage: $ ____________________    New amount of coverage: $ ____________________

  Prior amount of Supplemental Life and/or Supplemental AD&D coverage: $ ____________________     New amount of coverage: $ ____________________

  (If Supplemental AD&D coverage is purchased, it is always in the same amount as the Supplemental Life coverage) 

  Correct/change name to:

  Correct/change email address to:

  Correct/change my date of birth from: ___________________ to: ___________________

  Additional changes/comments: _________________________________________________________________________________________________

   Subscriber cancellation:  I decline health plan coverage for myself (and dependents, if any) effective:  ___________________

  COBRA participant

  Qualifying event: ________________________________________________________________________________________________________________

  Effective date of above qualifying event:  _______________________________________________________________________________________

  Is this a termination? If yes, list name(s): __________________________________________________________________________________________
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Spouse/domestic partner/dependent child(ren) coverage changes
Add spouse/domestic partner/dependent child(ren) – Complete section A – Requested effective date for additions: ___________________

   Date of marriage if adding spouse: ___________________    Domestic partner – date of domestic partnership if adding: ________________

   If court ordered custody/coverage, enter date and attach copy of legal documents: ___________________
   If adoption, enter date of adoption or date placed for adoption, and attach copy of legal documents: ___________________
   Disabled dependent over the age of 25 (Attach a ‘Declaration of disability for over age dependent child’ form (C3674) or confirmation that your 

current health carrier is providing coverage for this disabled dependent.)

   Change the Supplemental Group Term Life and AD&D insurance coverage amount of the spouse or domestic partner:  (provide prior coverage 
amount and new coverage amount)     Prior amount of coverage: $_________ _________ ______    New amount of coverage: $________________ _________

Cancel dependent(s) – Complete section A – Requested effective date for deletions: ___________________

For cancellation of spouse or domestic partner: (select appropriate cancellation reason and provide date of event)
  Divorce or termination of domestic partnership: Date: ___________________    
  Death: Date: ___________________
  Other reason (please specify): _________________________________________________________________________ Date: ___________________

For cancellation of dependent children: (select appropriate cancellation reason and provide date of event)
  Death: Date: ___________________     Other reason (please specify) ___________________________________________ Date: ___________________

Note: Newborn/adopted children or children placed for adoption require a completed Subscriber Change Request to be submitted within 31 days 
from the date of birth/adoption/placement for adoption to be added to your coverage.

Please be sure to return this form as the third page contains your signature, which is necessary to process these changes.

Section A
Complete this section if adding/canceling coverage for yourself or your dependents. Provide primary care physician/dental provider information if the 
change pertains to HMO/POS/DHMO coverage. Please fill in which benefit the change applies to: 

Add Cancel Self

 Dental
 Medical
 Vision 
  Basic Life/
AD&D 

 Dep. Life
 Supp. Life† 
  Supp. Life/
AD&D†

 Dental
 Medical
 Vision 
  Basic Life/
AD&D 

 Dep. Life
 Supp. Life
  Supp. Life/
AD&D

Last name First name MI Sex

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 Latino origin? 

2.  If yes, please  
select one:

3.  Which race(s) do you identify with?  
(select one)

  Yes 
  No
  Unknown
  Declined

  Cuban
  Guatemalan
   Mexican, Mexican 

American, Chicano
  Puerto Rican
  Salvadoran
  2 or more Ethnicities
   Other Hispanic,  

Latino, Spanish: 

 _______________________

   American Indian or  
Alaska Native

  Asian Indian
   Black or African 

American
  Cambodian
  Chinese
  Filipino
   Guamanian or 

Chamorro
  Hmong

  Japanese
  Korean
  Laotian
  Native Hawaiian 
  Samoan
  Vietnamese
  White
  2 or more Races
  Other
  Unknown
  Declined

Social Security number: Date of birth (mm/dd/yyyy) ___________________

Language preference:   English    Spanish    Chinese    Vietnamese    Persian  
 Other ___________________

Job title/classification Annual earnings (not including bonuses, overtime, etc.)  
$ _______________

If adding Basic Life and AD&D insurance please indicate amount requested: $ _______________ 
If adding Supp. Life and/or Supp. AD&D insurance please indicate amount requested: $ _______________
If adding Dependent Life, please indicate amount requested: $ _______________
(Note: Spouse and all children will be covered for the same benefit amount)

HMO/POS primary care physician name
Doctor’s name: ________________________________
Provider #: ___________________________________
IPA/MG #: ____________________________________

Current patient? 
  Yes    
  No

Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider #: _______________

Add Cancel Spouse/domestic partner

 Dental
 Medical
 Vision 
 Supp. Life† 
  Supp. Life/ 
AD&D† 

 Dental
 Medical
 Vision 
 Supp. Life 
  Supp. Life/ 
AD&D

Last name First name MI Sex

What race or ethnicity does this member identify with:

Social Security number: Date of birth (mm/dd/yyyy) ___________________

If adding Supp. Life and/or Supp. AD&D insurance please indicate amount requested: $ _______________

HMO/POS primary care physician name
Doctor’s name: ________________________________
Provider #: ___________________________________
IPA/MG #: ____________________________________

Current patient? 
  Yes    
  No

Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider #: _______________
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Add Cancel Child

 Dental
 Medical
 Vision 
 Supp. Life† 
  Supp. Life/
AD&D†

 Dental
 Medical
 Vision 
 Supp. Life
  Supp. Life/
AD&D

Last name First name MI Sex

What race or ethnicity does this member identify with:

Social Security number: Date of birth (mm/dd/yyyy) ___________________

If adding Supp. Life and/or Supp AD&D insurance please indicate amount: $ _______________ ($5,000 or $10,000) 
(Note: All children will be covered for the same amount for Supplemental Life and Supplemental AD&D coverage.)

If adding Dependent Life, please indicate amount requested: $ _______________
(Note: Spouse and all children will be covered for the same benefit amount)

HMO/POS primary care physician name
Doctor’s name: ________________________________
Provider #: ___________________________________
IPA/MG #: ____________________________________

Current patient? 
  Yes    
  No

Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider #: _______________

Add Cancel Child

 Dental
 Medical
 Vision 
 Supp. Life† 
  Supp. Life/
AD&D†

 Dental
 Medical
 Vision 
 Supp. Life
  Supp. Life/
AD&D

Last name First name MI Sex

What race or ethnicity does this member identify with:

Social Security number: Date of birth (mm/dd/yyyy) ___________________

If adding Supp. Life and/or Supp AD&D insurance please indicate amount: $ _______________ ($5,000 or $10,000)
(Note: All children will be covered for the same amount for Supplemental Life and Supplemental AD&D coverage.)

If adding Dependent Life, please indicate amount requested: $ _______________
(Note: Spouse and all children will be covered for the same benefit amount)

HMO/POS primary care physician name
Doctor’s name: ________________________________
Provider #: ___________________________________
IPA/MG #: ____________________________________

Current patient? 
  Yes    
  No

Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider No. _______________

Add Cancel Child

 Dental
 Medical
 Vision 
 Supp. Life† 
  Supp. Life/
AD&D†

 Dental
 Medical
 Vision 
 Supp. Life
  Supp. Life/
AD&D

Last name First name MI Sex

What race or ethnicity does this member identify with:

Social Security number: Date of birth (mm/dd/yyyy) ___________________

If adding Supp. Life and/or Supp AD&D insurance please indicate amount: $ _______________ ($5,000 or $10,000)
(Note: All children will be covered for the same amount for Supplemental Life and Supplemental AD&D coverage.)

If adding Dependent Life, please indicate amount requested: $ _______________
(Note: Spouse and all children will be covered for the same benefit amount)

HMO/POS primary care physician name
Doctor’s name: ________________________________
Provider #: ___________________________________
IPA/MG #: ____________________________________

Current patient? 
  Yes    
  No

Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider #: _______________

All information I have provided on this form is accurate and complete. I understand that this form, along with any prior enrollment form, the Evidence of 
Coverage/Certificate of Insurance and Health Service Agreement/policy, and any endorsements and attachments thereto, collectively constitutes the 
entire agreement for coverage.

Employee signature ________________________________________________________________________________________ Date ___________________

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

Blue Shield of California/Blue Shield Life protects the confidentiality and privacy of your personal information. Personal and health information which may 
individually identifiable information, such as your name, address, telephone number, Social Security number, and health information. We will not disclose 
this information, except as permitted by law.

Please be sure to return this form as the third page contains your signature, which is necessary to process these changes.

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

†  Evidence of Insurability form is required for Supplemental Life.  Approval must be received for any added Supplemental Life coverage.  The effective date of coverage will be 
the first of the month following approval.

Bl
u

e
 S

h
ie

ld
 o

f C
a

lif
o

rn
ia

 is
 a

n
 in

d
e

p
e

n
d

e
n

t m
e

m
b

e
r 

o
f t

h
e

 B
lu

e
 S

h
ie

ld
 A

ss
o

c
ia

tio
n

   
 C

67
5

-1
-M

L-
FF

 (
1/

22
) 

 

3 of 3C675-1-ML (1/22) Page 62
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Health Plan Employee Enrollment Application 
Blue Shield plans for 101+ employees 

Blue Shield of California and  

Blue Shield of California Life & Health Insurance Company (Blue Shield Life)

Please note: Failure to complete this enrollment application legibly and completely may result in a delay in the enrollment process.

Reason for application:

New hire 

Rehire date  

____________ 

Loss of coverage date ____________

Open enrollment

Late enrollment

Other qualifying event type______________________     

      Date above event occurred  __________

Section 1 – Important enrollment guidelines for Specialty Benefits coverage
Dental and vision insurance – An employee may enroll in a dental and/or vision plan without enrolling in a health plan. In order for a dependent to enroll in a dental or 
vision plan, the employee must be enrolled in the same dental or vision plan.

Section 2 – Plan(s) Select and fill in plan name(s) as appropriate.

Medical benefits without ABHP (account-based health plan) plan options:
 Active Choice * ___________     Active Choice  Plus ___________     Active Choice  Classic ___________     Access+ HMO  ___________     

 Access+ HMO  SaveNetSM ___________     Local Access+ HMO  ___________     Trio HMO ___________     Trio HMO Savings ___________    

 Added Advantage POSSM ___________     Full PPO ___________     Full PPO Savings† ___________     Full EPO ___________     

 Tandem PPO ___________     Tandem PPO Savings† ___________     Tandem EPO ___________     Blue Shield 65 PlusSM (HMO) ___________ 

Medical benefits with ABHP (account-based health plan) plan options:
Active Choice :  HRA   HIA   FSA

Active Choice  Plus:  HRA   HIA   FSA

Active Choice  Classic:  HRA   HIA   FSA

Access+ HMO :  HRA   HIA   FSA

Access+ HMO  SaveNetSM:  HRA   HIA   FSA

Local Access+ HMO :  HRA   HIA   FSA

Trio HMO:  HRA   HIA   FSA   LPFSA‡

Full PPO:  HRA   HIA   FSA

Full PPO Savings†:  HRA   HIA   FSA   HSA   LPFSA‡

Full EPO:  HRA   HIA   FSA

Tandem PPO:  HRA   HIA   FSA

Tandem PPO Savings†:  HRA   HIA   FSA   HSA   LPFSA‡

Tandem EPO:  HRA   HIA   FSA

Blue Shield 65 PlusSM (HMO):  HRA   HIA   FSA

Specialty Benefits:   Dental PPO ___________     Dental HMO ___________     Vision* ___________     Other ___________    

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

† Full PPO Savings, Tandem PPO Savings and Trio HMO Savings plans are HSA-eligible high-deductible health plans.  

‡  Must be paired with an HSA plan only

Note: Blue Shield does not offer tax advice, nor do we offer HSAs, HRAs, HIAs, FSAs, or LPFSAs.

Internal use only. Do not write in this section and skip to Section 3.         

Department code Group ID Subgroup ID Class ID Effective date _______________

Section 3 – Employee information
Social Security number Employer (group) name

Last name First name MI

Employment status:

 Full time          Part time          Retiree Date of hire: ____________________

Job title/classification

Home address (street, city, state, ZIP code)

Mailing address (if different from home address)

Cell phone number Landline phone number Email address (required for electronic communications)

I consent to Blue Shield and their covered entities contacting me about health and wellness education or promotional information to serve me better. 
Communications can be by phone or text using auto-dialer or prerecorded message.   Yes     No

BSC follows TCPA guidelines and will always provide you with an option to Opt-Out at any time. https://www.blueshieldca.com/terms.

Communication preference:   Electronic       Paper    Go paperless! Please watch for an email with a link which will allow you to register your account, 
customize your communication preferences, and access your digital ID card and benefit information.
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Section 4 – Dependent spouse/domestic partner/children information If you, your spouse/domestic partner, or your
dependents are refusing coverage, please complete and sign the Refusal of Coverage form.

Dependent’s address, if different from employee’s address – please indicate which dependent(s) this applies to:

Are all your dependents of the same Race and Ethnicity as the subscriber? Yes    No
If you answered “No”, please include the race and ethnicity for each of your dependents.

Enrolling spouse/domestic 
partner information

Enroll in 
(please check 
all that apply)

HMO and Added Advantage POS only – 
name of primary care physician  Dental HMO only – dental provider 

What race or ethnicity does this member identify with: 

Spouse    Domestic partner 

Male       Female 

First MI

Last 

Social Security number 

Date of birth (mm/dd/yyyy)

Medical

Dental

Vision

Doctor’s name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

Dental provider name

First

Last 

Dental provider number 

Existing patient?    Yes    No Existing patient?    Yes    No

Communication preference
 Electronic     Paper

Email address (Required for electronic communications)

Date of birth ____________________ Gender  Male       Female Marital status  Single      Married      Domestic partner

Language preference:  English      Spanish      Chinese      Vietnamese     Persian     Other ____________________ 

Are you enrolling your spouse/domestic partner and/or child dependents      Yes      No  If “yes,” complete Section 4 of application. 

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 Latino origin? 2.  If yes, please select one: 3.  Which race(s) do you identify with? (select one)

 Yes 
 No
 Unknown
 Declined

 Cuban
 Guatemalan
  Mexican, Mexican American, 
Chicano
 Puerto Rican
 Salvadoran
 2 or more Ethnicities
  Other Hispanic,  
Latino, Spanish: 

 _______________________

  American Indian or  
Alaska Native
 Asian Indian
 Black or African American
 Cambodian
 Chinese
 Filipino
 Guamanian or Chamorro
 Hmong
 Japanese

 Korean
 Laotian
 Native Hawaiian 
 Samoan
 Vietnamese
 White
 2 or more Races
 Other
 Unknown
 Declined

HMO provider information: Blue Shield of California directory website: blueshieldca.com/fap/app/search.html

Name of primary care physician (PCP): Provider number:

IPA/medical group name: IPA/medical group number: Existing patient? Yes    No

Name of dental provider: Dental provider number: Existing patient? Yes    No
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Section 4 – Dependent spouse/domestic partner/children information  (continued)

Enrolling dependent child(ren)  
information

Enroll in  
(please check 
all that apply)

HMO and Added Advantage POS only – 
name of primary care physician  Dental HMO only – dental provider 

What race or ethnicity does this member identify with: 

Male    Female

First                    MI

Last 

Social Security number 

Date of birth (mm/dd/yyyy)

Medical

Dental

Vision

Doctor’s name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

Dental provider name

First

Last 

Dental provider number 

 

Disabled?    Yes    No Existing patient?    Yes    No Existing patient?    Yes    No

Communication preference
 Electronic     Paper

Email address (Required for electronic communications)

Enrolling dependent child(ren)  
information

Enroll in  
(please check 
all that apply)

HMO and Added Advantage POS only – 
name of primary care physician  Dental HMO only – dental provider 

What race or ethnicity does this member identify with: 

Male    Female

First                    MI

Last 

Social Security number 

Date of birth (mm/dd/yyyy)

Medical

Dental

Vision

Doctor’s name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

Dental provider name

First

Last 

Dental provider number 

 

Disabled?    Yes    No Existing patient?    Yes    No Existing patient?    Yes    No

Communication preference
 Electronic     Paper

Email address (Required for electronic communications)

Enrolling dependent child(ren)  
information

Enroll in  
(please check 
all that apply)

HMO and Added Advantage POS only – 
name of primary care physician  Dental HMO only – dental provider 

What race or ethnicity does this member identify with: 

Male    Female

First                    MI

Last 

Social Security number 

Date of birth (mm/dd/yyyy)

Medical

Dental

Vision

Doctor’s name

First

Last

Provider number

IPA/medical group name

IPA/medical group number

Dental provider name

First

Last 

Dental provider number 

 

Disabled?    Yes    No Existing patient?    Yes    No Existing patient?    Yes    No

Communication preference
 Electronic     Paper

Email address (Required for electronic communications)
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Section 5 – Medicare information

1. Are you or any of your dependents currently covered by Medicare?  Yes    No 

 If “yes,” please attach a copy of your Medicare card(s) and/or select the type of coverage below:  

 Part A:  Effective date: ______________ (mm/dd/yyyy)

 Part B:  Effective date: ______________ (mm/dd/yyyy) 

2. Is Medicare eligibility due to end-stage renal disease (ESRD)?  Yes    No 

 If “yes,” please answer the following questions:

 a) What was the first date of dialysis treatment, and what type of dialysis are you receiving?

     Date _______________

     Type:  Hemo    Self-dialysis (peritoneal) 

 b) If you have had a kidney transplant, what was the date of the transplant: ______________ (mm/dd/yyyy)

Section 6 – Authorization  
The following authorization section is to be signed by all employees applying for coverage with Blue Shield of California or  
Blue Shield of California Life & Health Insurance Company (“Blue Shield Life”). This enrollment cannot be processed without  
your signed authorization.

I agree: All information on this form is correct and true to the best of my knowledge and belief. I understand that it is the basis on which coverage may be issued 
under the plan. I understand that if I have committed fraud or made an intentional misrepresentation of any material fact in conjunction with this application 
Blue Shield of California/Blue Shield Life may pursue one of the following remedies within the first 24 months of coverage: my coverage may be canceled, or 
following 30-day notice, rescinded. I understand that coverage does not become effective until this and my employer’s application have been approved by Blue Shield 
of California/Blue Shield Life.

Signature of employee_______________________________________________________________ Date _________________________

Print employee name _____________________________________________________________________________________________

I further authorize my employer to deduct from my earnings the contribution (if any) required toward the cost of this plan. 

Signature of employee ___________________________________________________________ Date __________________________

Print employee name ___________________________________________________________________________________________

Disclosure of personal and health information
At Blue Shield of California/Blue Shield Life, we understand the importance of keeping your personal information private, and we take our obligation to do so very 
seriously. We are required by law to maintain the privacy and security of your personal information in whatever format it is held – paper, electronic, or oral. This 
statement applies to personal information that Blue Shield obtains, creates, and/or maintains about you and your covered dependents.

In the course of administering your Blue Shield coverage, we collect, use, and disclose information about you and your covered dependents, and we create records 
about you, your medical treatment, and the services we provide to you. The information in these records is called protected health information (“PHI”) and includes 
individually identifiable personal information such as your name, address, telephone number, and Social Security number, as well as your health information, such 
as healthcare diagnosis or claim information.

We obtain PHI about you and/or your covered dependents from you, at your direction, and/or with your permission. We also obtain your PHI from other sources 
as permitted by law, including, for example, from your healthcare provider, insurer, insurance support organization, health information exchange, health plan, 
or insurance agent. We use and disclose your PHI to administer your Blue Shield coverage and as otherwise permitted or required by law. In doing so, we may 
disclose your PHI to others including, for example, a healthcare provider, insurer, insurance support organization, health information exchange, health plan, or your 
insurance agent.

Blue Shield maintains a Notice of Privacy Practices (“Notice”) that describes your privacy rights, our obligations to protect your privacy, and how we use your  
PHI with and without your specific authorization. When we use or disclose your PHI, we are bound by the terms of the Notice, which applies to all records  
that we create, obtain, and/or maintain that contain your PHI. You will receive our Notice when you enroll for Blue Shield insurance coverage. You may  
also obtain a copy of our Notice by calling the customer service number on your Blue Shield member ID card or by visiting our website at: 
blueshieldca.com/bsca/about-blue-shield/privacy/confidentiality.sp.

California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage.

Agent/Broker Attestation
Attestation of Agent/Broker assisting in the submission of this application: (1) to the best of my knowledge, the information on the application is complete and 
accurate; and (2) I have explained to the applicant, in easy-to-understand language, the risk to the applicant of providing inaccurate information and the applicant 
understood the explanation.

Signature of Agent/Broker_______________________________________________  Date _______________________

If an Agent/Broker willfully states as true any material fact he or she knows to be false, that person shall, in addition to any applicable penalties or remedies available 
under current law, be subject to a civil penalty of up to ten thousand dollars ($10,000). Any public prosecutor may bring a civil action to impose that civil penalty. These 
penalties shall be paid to the Insurance Fund.
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forms

Look here to view more information on 
your Blue Shield of California plans.
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Complete this form if you, your spouse, domestic partner, or child dependent(s) are refusing this group health, dental, vision, and/or life insurance coverage offered through the 
employer. (The employer must retain a copy of this form to provide to Blue Shield upon request.) Please type or print. Use black ink. *Note: The employee’s Social Security number 
is required for all eligible employees and dependents.

Employee name Social Security number Date of birth

Employer (Group) name Hire date ____ /____ /_______ State of residence

Marital status   Married      Yes   No     
Domestic partnership    Yes   No

Job title

Is the employee a full-time employee, working at least 30 hours per week for this employer?   Yes   No   Or  
Is the employee a part-time employee, working at least 20 hours per week for this employer?   Yes   No    

Declining coverage for:
I decline health plan coverage for:

  Myself and all dependents.
  My spouse/domestic partner only
  My children only
  My spouse/domestic partner and children only
   The following dependents only: 

_________________________________________________________

If dental plan offered, I decline dental plan coverage for:
  Myself and all dependents.
  My spouse/domestic partner 
  My children 
  My spouse/domestic partner and children
   The following dependents only: 

_________________________________________________________

If vision plan offered, I decline vision plan coverage for:
  Myself and all dependents
  My spouse/domestic partner
  My children
  My spouse/domestic partner and children
   The following dependents only: 

_________________________________________________________

If life insurance plan offered, I decline life plan coverage for:
  Myself

Reason for declining coverage

OTHER EMPLOYER HEALTH COVERAGE
  Enrolling as a dependent or an employee on this group health plan
  Covered by this employer’s other health plan (through another carrier)
   Covered by another employer’s health plan (e.g., through your spouse/domestic partner)  
Carrier name ________________________________ 
ID number __________________________________

  Covered by TRICARE

OTHER NON-EMPLOYER HEALTH COVERAGE
   Covered by an individual health plan.  
Carrier name ________________________________ 
ID number __________________________________

  Covered California or other State Health Exchange
  Medicare, Medi-Cal, Healthy Families Program
  Other ______________________________________ 

OTHER DENTAL COVERAGE
  Enrolling as a dependent or an employee on this group dental plan
   Covered by another employer’s dental plan (e.g., through your spouse/domestic partner) 
Carrier name ________________________________ 
ID number __________________________________

  Other ______________________________________

OTHER VISION COVERAGE
  Enrolling as a dependent or an employee on this group vision plan

   Covered by another employer’s vision plan (e.g., through your spouse/domestic partner)  
Carrier name ________________________________ 
ID number __________________________________

  Other ______________________________________

OTHER LIFE INSURANCE COVERAGE
   Covered by another employer’s life insurance coverage (e.g., through your spouse/
domestic partner)  
Carrier name ________________________________ 
ID number __________________________________

  Other ______________________________________

I acknowledge that the coverage available to me has been explained to me by my employer and I know that I have every right to enroll in this coverage and I have decided not to enroll 
myself and/or my dependent(s), if any. I now decline to enroll myself, my spouse/domestic partner, and/or my child dependent(s) in my employer’s group health plan. I have made this 
decision voluntarily, and no one has tried to influence me or put any pressure on me to decline coverage.

If I am declining enrollment for myself or my dependents because of other health coverage or because the employer stops contributing toward this coverage, I acknowledge that I may 
be able to enroll myself and my dependents in this plan if I request enrollment within 60 days after my or my dependents’ other coverage ends or after the employer stops contributing 
toward the other coverage. 

In addition, if I acquire a new dependent as the result of marriage/domestic partnership, birth, adoption or placement for adoption, I acknowledge that I, and my dependents, may request 
enrollment in my employer’s health plan by applying for that coverage within 60 days of the marriage/domestic partnership, birth, adoption, or placement for adoption. I also acknowledge 
that if I, or my dependents, become eligible for the Healthy Families or the Medi-Cal Premium Assistance programs, I or my dependents may request enrollment in my employer’s health plan 
by applying for coverage within 60 days of the notice of eligibility for these premium assistance programs.

If I have indicated above that the reason for declining coverage for myself or my dependent(s) is coverage under another employer health benefit plan, I acknowledge that if I or my 
dependent(s) involuntarily lose coverage under the other employer health benefit plan, I must request enrollment for myself and/or my dependent(s) in my employer health benefit plan 
within 60 days. Otherwise, I understand I may not enroll myself and/or my dependents in my employer’s health plan until the earlier of the end of my employer’s next open enrollment 
period or 12 months.

Signature of employee Date

Print name

Refusal of Coverage form
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Notice of privacy practices
Blue Shield of California and Blue Shield of California Life & Health Insurance Company

This Notice describes how medical information about you, as a Blue Shield member, 
may be used and disclosed, and how you can get access to your information. 

Our privacy commitment
At Blue Shield, we understand the 
importance of keeping your personal 
information private, and we take our 
obligation to do so very seriously.

In the normal course of doing business, 
we create records about you, your 
medical treatment, and the services 
we provide to you. The information 
in those records is called protected 
health information (PHI) and includes 
your individually identifiable personal 
information such as your name, 
address, telephone number, and 
Social Security number, as well as your 
health information, such as healthcare 
diagnosis or claim information.

We are required by federal and state 
law to provide you with this Notice of our 
legal duties and privacy practices as 
they relate to your PHI. We are required 
to maintain the privacy of your PHI and 
to notify you in the event that you are 
affected by a breach of unsecured PHI. 
When we use or give out (“disclose”) 
your PHI, we are bound by the terms of 
this Notice, which applies to all records 
that we create, obtain, and/or maintain 
that contain your PHI. 

How we protect your privacy
We maintain physical, technical, and 
administrative safeguards to ensure 
the privacy of your PHI. To protect your 
privacy, only Blue Shield workforce 
members who are authorized and 
trained are given access to our 
paper and electronic records and to 
non-public areas where this information 
is stored.

Workforce members are trained on 
topics including:

•  Privacy and data protection policies 
and procedures, including how paper 
and electronic records are labeled, 
stored, filed, and accessed.

•  Physical, technical, and administrative 
safeguards in place to maintain the 
privacy and security of your PHI.

Our corporate Privacy Office monitors 
how we follow our privacy policies 
and procedures, and educates our 
organization on this important topic.

How we use and disclose your PHI
Uses of PHI without your authorization. 
We may disclose your PHI without your 
written authorization if necessary while 
providing health benefits and services 

Y0118_20_669A_C 09012020

Si desea recibir este Aviso Sobre Practicas 
de Privacidad en español, por favor llame 
a Servicios a Clientes en el numero que se 
encuentra en su tarjeta de identificación 
de Blue Shield.

blueshieldca.com
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to you. We may disclose your PHI for the 
following purposes:

• Treatment:

 –  To share with nurses, doctors, 
pharmacists, optometrists, health 
educators, and other healthcare 
professionals so they can determine 
your plan of care.

 –  To help you obtain services and 
treatment you may need – for 
example, ordering lab tests and 
using the results.

 –  To coordinate your health care and 
related services with a healthcare 
facility or professional.

• Payment:

 –  To obtain payment of premiums for 
your coverage.

 –  To make coverage determinations – 
for example, to speak to a healthcare 
professional about payment for 
services provided to you.

 –  To coordinate benefits with other 
coverage you may have – for 
example, to speak to another health 
plan or insurer to determine your 
eligibility or coverage.

 –  To obtain payment from a third 
party that may be responsible for 
payment, such as a family member.

 –  To otherwise determine and fulfill  
our responsibility to provide your 
health benefits – for example, to 
administer claims.

• Healthcare operations:

 –  To provide customer service.

 –  To support and/or improve the 
programs or services we offer you.

 –  To assist you in managing your 
health – for example, to provide you 

with information about treatment 
alternatives you may be entitled to, 
or to provide you with healthcare 
service or treatment reminders.

 –  To support another health plan, insurer, 
or healthcare professional who has a 
relationship with you, to improve the 
programs it offers you – for example, 
for case management or in support 
of an accountable care organization 
(ACO) or patient-centered medical 
home arrangement.

 –  For underwriting, dues, or premium 
rating, or other activities relating 
to the creation, renewal, or 
replacement of a contract for 
health coverage or insurance. 
Please note, however, that we will 
not use or disclose your PHI that is 
genetic information for underwriting 
purposes – doing so is prohibited by 
federal law.

We may also disclose your PHI without 
your written authorization for other 
purposes, as permitted or required by 
law. This includes:

•  Disclosures to others involved in your 
health care.

 –  If you are present or otherwise 
available to direct us to do so, we 
may disclose your PHI to others, for 
example, a family member, a close 
friend, or your caregiver.

 –  If you are in an emergency situation, 
are not present, are incapacitated, 
or if you are deceased, we will use 
our professional judgment to decide 
whether disclosing your PHI to others 
is in your best interest. If we do 
disclose your PHI in a situation where 
you are unavailable, we will disclose 
only information that is directly 
relevant to the person’s involvement 

2  Confidentiality and Privacy
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with your treatment or for payment 
related to your treatment. We may 
also disclose your PHI in order to notify 
(or assist in notifying) such persons of 
your location, your general medical 
condition, or your death.

 –  We may disclose your minor child’s 
PHI to the child’s other parent.

•  Disclosures to your plan sponsor. We 
may disclose PHI to the sponsor of 
your group health plan, which may 
be your employer, or to a company 
acting on behalf of the plan sponsor, 
so that they can monitor, audit, and 
otherwise administer the health plan 
you participate in. Your employer 
is not permitted to use the PHI we 
disclose for any purpose other than 
administration of your benefits. See 
your plan sponsor’s plan documents 
for information about whether your 
employer/plan sponsor receives PHI, 
and for a full explanation of the limited 
uses and disclosures that the plan 
sponsor may make of your PHI.

•  Disclosures to vendors and 
accreditation organizations. We may 
disclose your PHI to:

 –  Companies that perform certain 
services on behalf of Blue Shield. For 
example, we may engage vendors 
to help us provide information and 
guidance to members with chronic 
conditions like diabetes and asthma.

 –  Accreditation organizations such 
as the National Committee for 
Quality Assurance (NCQA) for quality 
measurement purposes.

   Please note that before we share 
your PHI, we obtain the vendor’s or 
accreditation organization’s written 
agreement to protect the privacy of 
your PHI.

•  Communications. We may use your  
PHI to contact you with information 
about your Blue Shield health plan 
coverage, benefits, health-related 
programs and services, treatment 
reminders, or treatment alternatives 
available to you. We do not use your 
PHI for fundraising purposes.

•  Health or safety. We may disclose 
your PHI to prevent or lessen a serious 
and imminent threat to your health or 
safety, or the health or safety of the 
general public.

•  Public health activities. We may 
disclose your PHI to:

 –  Report health information to public 
health authorities authorized by law 
to receive such information for the 
purpose of preventing or controlling 
disease, injury or disability, or 
monitoring immunizations.

 –  Report child abuse or neglect, or adult 
abuse, including domestic violence, to 
a government authority authorized by 
law to receive such reports.

 –  Report information about a product 
or activity that is regulated by the 
U.S. Food and Drug Administration 
(FDA) to a person responsible for the 
quality, safety, or effectiveness of the 
product or activity.

 –  Alert a person who may have 
been exposed to a communicable 
disease, if we are authorized by law 
to give such a notice.

•  Health oversight activities. We may 
disclose your PHI to:

 –  A government agency that is legally 
responsible for oversight of the 
healthcare system or for ensuring 
compliance with the rules of 
government benefit programs such 
as Medicare or Medicaid.
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 –  Other regulatory programs that  
need health information to 
determine compliance.

•  Research. We may disclose your PHI for 
research purposes, but only according 
to, and as allowed by, law.

•  Compliance with the law. We may use 
and disclose your PHI to comply with 
the law.

•  Judicial and administrative 
proceedings. We may disclose your 
PHI in a judicial or administrative 
proceeding or in response to a valid 
legal order.

•  Law enforcement officials. We may 
disclose your PHI to the police or other 
law enforcement officials, as required 
by law or in compliance with a court 
order or other process authorized by 
law.

•  Government functions. We may disclose 
your PHI to various departments of the 
government, such as the U.S. military 
or the U.S. Department of State, as 
required by law.

•  Workers’ compensation. We may disclose 
your PHI when necessary to comply with 
workers’ compensation laws.

Uses of PHI that require your authorization.  
Other than for the purposes described 
above, we must obtain your written 
authorization to use or disclose your 
PHI. For example, we will not use your 
PHI for marketing purposes without your 
prior written authorization, nor will we 
give your PHI to a prospective employer 
without your written authorization.

Uses and disclosure of certain PHI 
deemed “highly confidential.” For certain 
kinds of PHI, federal and state law may 
require enhanced privacy protection. 
This includes PHI that is:

• Maintained in psychotherapy notes.

•  About alcohol and drug abuse 
prevention, treatment, and referral.

•  About HIV/AIDS testing, diagnosis,  
or treatment.

•  About venereal and/or communicable 
disease(s).

• About genetic testing.

We can only disclose this type of 
specially protected PHI with your prior 
written authorization except when 
specifically permitted or required by law.

Authorization cancellation. At any 
time, you may cancel a written 
authorization that you previously gave 
us. When submitted to us in writing, the 
cancellation will apply to future uses and 
disclosures of your PHI. It will not affect 
uses or disclosures made previously, while 
your authorization was in effect.

Your individual rights
You have the following rights regarding 
the PHI that Blue Shield creates, obtains, 
and/or maintains about you:

•  Right to request restrictions. You may ask 
us to restrict the way we use and disclose 
your PHI for treatment, payment, and 
healthcare operations, as explained in 
this Notice. We are not required to agree 
to your restriction requests, but we will 
consider them carefully.

  If we agree to a restriction request, 
we will abide by it until you request 
or agree to terminate the restriction. 
We may also inform you that we 
are terminating our agreement to a 
restriction. In that case, the termination 
will apply only to PHI created or 
received after we have informed you of 
the termination.
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•  Right to receive confidential 
communications. You may ask to 
receive Blue Shield communications 
containing PHI by alternative means 
or at alternative locations. As required 
by law, and whenever feasible, we will 
accommodate reasonable requests. 
We may require that you make your 
request in writing. If your request 
involves a minor child, we may ask 
you to provide legal documentation to 
support your request.

•  Right to access your PHI. You may ask to 
inspect or to receive a copy of certain 
PHI that we maintain about you in a 
“designated record set.” This includes, 
for example, records of enrollment, 
payment, claims adjudication, and 
case or medical management record 
systems, and any information we used 
to make decisions about you. Your 
request must be in writing. Whenever 
possible, and as required by law, we 
will provide you with a copy of your 
PHI in the form (paper or electronic) 
and format you request. If you request 
a copy of your PHI, we may charge 
you a reasonable, cost-based fee for 
preparing, copying, and/or mailing it 
to you. In certain limited circumstances 
permitted by law, we may deny you 
access to a portion of your records.

•  Right to amend your records. You have 
the right to ask us to correct or amend 
the PHI that we maintain about you in 
a designated record set. Your request 
must be made in writing and explain 
why you want your PHI amended. If we 
determine that the PHI is inaccurate 
or incomplete, we will correct it 
if permitted by law. If a doctor or 
healthcare facility created the PHI that 
you want to change, you should ask 
them to amend the information.

•  Right to receive an accounting of 
disclosures. Upon your written request, 
we will provide you with a list of the 
disclosures we have made of your PHI 
for a specified time period, up to six 
years prior to the date of your request. 
However, the list will exclude:

 –  Disclosures you have authorized.

 –  Disclosures made earlier than six 
years before the date of your request.

 –  Disclosures made for treatment, 
payment, and healthcare operations 
purposes, except when required  
by law.

 –  Certain other disclosures that we  
are allowed by law to exclude from 
the accounting.

  If you request an accounting more than 
once during any 12-month period, we 
will charge you a reasonable, cost-
based fee for each accounting report 
after the first one.

•  Right to name a personal 
representative. You may name 
another person to act as your personal 
representative. Your representative 
will be allowed access to your PHI, 
to communicate with the healthcare 
professionals and facilities providing your 
care, and to exercise all other HIPAA 
rights on your behalf. Depending on the 
authority you grant your representative, 
he or she may also have authority to 
make healthcare decisions for you.

•  Right to receive a paper copy of this 
Notice. Upon your request, we will 
provide a paper copy of this Notice, even 
if you have agreed to receive the Notice 
electronically. See the “Notice Availability 
and Duration” section of this Notice.
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Actions you may take
Contact Blue Shield. If you have questions 
about your privacy rights, believe that 
we may have violated your privacy 
rights, or disagree with a decision that 
we made about access to your PHI, you 
may contact us:

Blue Shield of California Privacy Office 
P.O. Box 272540 
Chico, CA 95927-2540

Phone: (888) 266-8080 (toll-free)

Fax: (800) 201-9020 (toll-free)

Email: privacy@blueshieldca.com

For certain types of requests, you must 
complete and mail us a form that is 
available either by calling the customer 
service number on your Blue Shield 
member ID card or by visiting our website 
at blueshieldca.com/privacyforms.

Contact a government agency. You 
may also file a written complaint with 
the Secretary of the U.S. Department of 
Health & Human Services (HHS) if you 
believe we may have violated your 
privacy rights. Your complaint may be 
sent by email, fax, or mail to the HHS 
Office for Civil Rights (OCR). 

For more information, or to file a complaint 
with the Secretary of HHS, visit the OCR 
website at www.hhs.gov/ocr/privacy/
hipaa/complaints.

If you are a California resident, you may 
contact the OCR Regional Manager for 
California as follows:

Region IX Regional Manager 
Office for Civil Rights 
U.S. Department of Health &  
Human Services 
90 7th St., Suite 4-100 
San Francisco, CA 94103

Phone: (800) 368-1019

Fax: (202) 619-3818

TTY: (800) 537-7697

We will not take any action against 
you if you exercise your right to file a 
complaint, either with us or with HHS.

Notice availability and duration
Notice availability. A copy of this Notice is 
available by calling the customer service 
number on your Blue Shield member 
ID card or by visiting our website at 
blueshieldca.com/privacynotice.

Right to change terms of this Notice. We 
are required to abide by the terms of this 
Notice as long as it remains in effect. We 
may change the terms of this Notice at 
any time, and, at our discretion, we may 
make the new terms effective for all of 
your PHI in our possession, including any 
PHI we created or received before we 
issued the new Notice.

If we change this Notice, we will update 
the Notice on our website, and if you 
are enrolled in a Blue Shield benefit plan 
at that time, we will send you the new 
Notice when and as required by law.

Effective date. This Notice is effective as 
of August 16, 2013.

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 cumple con las leyes estatales y las leyes federales de derechos civiles vigentes, y no dis-
crimina por motivos de raza, color, país de origen, ascendencia, religión, sexo, estado civil, género, identidad de 
género, orientación sexual, edad ni discapacidad.

Blue Shield of California 遵循適用的州法律和聯邦公民權利法律，並且不以種族、膚色、原國籍、血統、宗教、性別、婚姻 狀況、性別
認同、性取向、年齡或殘障為由而進行 視。
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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: 
• 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 
601 12th Street, Oakland CA 94607 
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blueshieldca.com 

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 identificación de Blue Shield o al (866) 346-7198. (Spanish) 

(Chinese)

QUAN TR NG: Quý v  có th     
v    t b  c  c h  tr   

ch v  H   m  
c   (866) 346- (Vietnamese) 

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. (Tagalog)

Baa’ ákohwiindzindoo7g7: D77 naaltsoos7sh y77ni ta’go b77n7ghah? Doo b77n7ghahgóó é7, naaltsoos nich’8’  
yiid0o[tah7g77 a’ nihee hól=. D77 naaltsoos a[d0’ t’11 Din4 k’ehj7 1dooln77[ n7n7zingo b7ighah. Doo b22h 7l7n7g0 
sh7k1’ adoowo[ n7n7zing0 nihich’8’ b44sh bee hod7ilnih d00 n1mboo 47 d77 Blue Shield bee n47ho’d7lzin7g7  
bine’d44’ bik11’ 47 doodag0 47 (866) 346-7198 j8’ hod77lnih. (Navajo) 

:     ?   ,      .    

      .    Blue Shield ID   

/     (866) 346-7198   . (Korean) 

        ,        
            

     ,    
 Blue Shield ID   ,  (866) 346-7198  (Armenian) 

 

(866) 346- (Russian) 

 
 

 Blue Shield ID /
(866) 346-7198  (Japanese) 
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Blue Shield 7198-346 )866 (Persian) 

:        ?               

                     

Blue Shield ID     /     ,  (866) 346-7198    (Punjabi)

  ?   
   

/  Blue Shield 
  (866) 346-7198  (Khmer) 

Blue Shield 7198-346 )866(Arabic) 

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) 

 

Blue Shield 
(866) 346-7198 (Thai)

:        ?  ,              
              :        Blue Shield ID 

    /    ,   (866) 346-7198    (Hindi)

: ? , . 
. ,  

/  Blue Shield , 
(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 
envíen algunos en español. Para obtener ayuda, llámenos al número que figura en su tarjeta de 
identificación o al 1-866-346-7198. Para obtener más ayuda, llame al Departamento de Seguros de 
CA al 1-800-927-4357. Spanish 

 1-866-346-7198 
 1-800-927-4357 Chinese 

Các D ch V  Tr  Giúp Ngôn Ng  Mi n Phí. Quý v  có th  c nh n d ch v  thông d ch. Quý v  có th  c 
c giúp các tài li u và nh n m t s  tài li u b ng ti ng Vi  , hãy g i cho chúng tôi 

t i s  n tho i ghi trên th  h i viên c a quý v  ho c 1-866-346-  c tr  giúp thêm, xin g i S  B o 
Hi m California t i s  1-800-927-4357. Vietnamese   .              .     ID    : 1-866-346-7198   .        ,   1-800-927-4357   . 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 

           
            (ID)  

   1-866-346-7198     1-800-927-4357  
    Armenian 

 

-866-346-
 

-800-927-4357. Russian 

1-866-346-7198
1-800-927-4357 Japanese

 . 
1-866-346-7198  

)1-800-927-4357 Persian
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  :                   
           (ID)  '    '   1-866-346-7198 '  '   

         1-800-927-4357 '    Punjabi

      
  1-866-346-7198  

   1-800-927-4357 Khmer 
.  .

1-866-346-7198   .
1-800-927-4357. Arabic  

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 

   
  

   1-866-346-7198 
   1-800-927-4357 Thai

                        
         ,  ID      ,  1-866-346-7198     

       (CA Dept. of Insurance)  1-800-927-4357    Hindi

Doo b11h 7l7n7g0 saad bee y1t’i’ bee an1’1wo’. D77 sh1 ata’halne’doo7g7 h0l=-doo n7n7zingo 47 b7ighah. Naaltsoos 
naanin1h1jeeh7g7 shich’8’ y7idooltah  47 doodag0 [a’ shich’8’ 1dooln77[ n7n7zingo b7ighah. Sh7k1 a’doowo[ n7n7zingo 
nihich’8’ b44sh bee hod7ilnih d00 n1mboo 47 d77 ninaaltsoos doot[‘7zh7g7 bee n47ho’d7lzin7g7 bine’d44’ bik11’ 47 doodag0 
47 -7198j8’ hod77lnih. H0zh= sh7k1 an11’doowo[ n7n7zingo 47 d77 b4eso 1ch’22h naa’nil bi[ haz’32j8’  
1-800-927-4357j8’ hod77lnih. Navajo

. . 
 . , 

  1-866-346-7198.   
1-800-927-4357. Laotian
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How to contact us 
If you have questions about the information included in this booklet, please contact a Blue Shield representative  
at one of the numbers below. Service is available in multiple languages. 

<contact_01_name> <C1_phone> <C1_Hours-of-operation>

<contact_02_name> <C2_phone> <C2_Hours-of-operation>

<contact_03_name> <C3_phone> <C3_Hours-of-operation>

<contact_04_name> <C4_phone> <C4_Hours-of-operation>

Or, you can always visit us online at blueshieldca.com, anytime, day or night.

A49437-CORE (8/19)

Member Services (888) 256-1915 8 a.m. to 5 p.m PST, Monday through Friday

Trio HMO Member Services (855) 829-3566 7 a.m. to 7 p.m PST, Monday through Friday

Dental Member Services (888) 702-4171 8 a.m. to 5 p.m PST, Monday through Friday

Or, you can always visit us online at blueshieldca.com, anytime, day or night.
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