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Date    _________________________________

Grievance Form 

Subscriber Name __________________________________ Subscriber Number ____________________________________

Contact Name   ____________________________________ Relationship to Subscriber ______________________________

Address    ____________________________________________________________________________________________________ 

 ____________________________________________________________________________________________________

Home Telephone  _______________________________________ Day Phone _______________________________________

Preferred means of communication:   U.S. Mail    Email to __________________________________________

Patient Name  __________________________________  Date(s) of Service _________________________________________

Claim Number  _________________________________  Provider Name ___________________________________________

Billed Amount         $ _____________________________

Please describe your grievance providing as much detail as possible. Use additional pages if necessary.  
Attach any related documentation to this form. Please mail the completed form and attachments to  
the Member/Customer Service Department at the address located on the back of this form. 

PLEASE SEE REVERSE SIDE FOR IMPORTANT INFORMATION



Blue Shield of California member grievance procedure 

If you disagree with Blue Shield of California’s (Blue Shield) determination, you, your provider, or an attorney or representative on your 
behalf may file a grievance by 1) calling the Customer/Member Services Department toll-free number, 2) writing to the Customer/
Member Services Department, or 3) by submitting a completed Grievance Form. The completed Grievance Form should be submitted 
either online or to the address below. Grievances are resolved within 30 days. The grievance system allows you to file grievances 
within 180 days following an incident or action that is subject to your dissatisfaction. Please include any documents or information that 
you believe may be relevant to the review of your grievance.

• Call the number on your identification card
• 711 (TTY) for the hearing and speech impaired
• Online: www.blueshieldca.com
• Write: Blue Shield of California

Attn: Member Services Grievances 
P.O. Box 5588  
El Dorado Hills, CA 95762-0011 

Expedited Decisions 
You have the right to an expedited decision when the routine decision-making process might pose an imminent or serious threat to 
your health, including, but not limited to severe pain, potential loss of life, limb, or major bodily function. Blue Shield will evaluate your 
request and medical condition to determine if it qualifies for an expedited decision, which will be processed as soon as possible to 
accommodate the patient’s condition, not to exceed 72 hours. To request an expedited decision, you or your physician on your behalf 
can call or write to Customer/Member Services as listed above. Specifically state that you want an expedited decision, and that waiting 
for the standard process might seriously jeopardize your health.

The Department of Managed Health Care Notification  

The California Department of Managed Health Care is responsible for regulating health care service plans. If you have a grievance 

against your health plan, you should first telephone your health plan at the number on your identification card 

and use your health plan’s grievance process before contacting the department. Utilizing this grievance procedure does not prohibit 

any potential legal rights or remedies that may be available to you. If you need help with a grievance involving an emergency, a 

grievance that has not been satisfactorily resolved by your health plan, or a grievance that has remained unresolved for more than 

30 days, you may call the department for assistance. You may also be eligible for an Independent Medical Review (IMR). If you are 

eligible for IMR, the IMR process will provide an impartial review of medical decisions made by a health plan related to the medical 

necessity of a proposed service or treatment, coverage decisions for treatments that are experimental or investigational in nature and 

payment disputes for emergency or urgent medical services. 

The department also has a toll-free telephone number (1-888-HMO-2219) and a TDD line (1-877-688-9891) for

the hearing and speech impaired. The department’s Internet Web site http://www.hmohelp.ca.gov has complaint forms, 
IMR application forms and instructions online. 

Independent Medical Review (IMR) through the DMHC - Voluntary Appeal Procedure   
Members have the right to request an Independent Medical Review (IMR) through the Department, as indicated in the above 
paragraph. Members may apply for IMR if A) the member’s provider has recommended a health care service as medically necessary, 
or B) the member has received urgent care or emergency services that a provider determined was medically necessary, or C) in 
the absence of a provider recommendation or the receipt of urgent care or emergency services, the member has been seen by an 
in-plan provider for the diagnosis or treatment of the medical condition for which the member seeks independent review. Expedited 
external medical review can occur concurrently with the internal appeals process for urgent care. Members can contact the 
Department directly. 

Employee Retirement Income Security Act (ERISA) Notification    
If your employer’s health plan is governed by the Employee Retirement Income Security Act (“ERISA”), you may have the right to bring 
a civil action under Section 502(a) of ERISA if all required reviews of your claim have been completed and your claim has not been 
approved. Additionally, you and your plan may have other voluntary alternative dispute resolution options, such as mediation. 

You are entitled to, upon request and free of charge, reasonable access to, and copies of, all documents, records, and other 
information relevant to your claim for benefits.



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

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

Blue Shield of California:
•  Provides aids and services at no cost to people with disabilities to communicate effectively  

with us such as:
 -   Qualified sign language interpreters
 -    Written information in other formats (including large print, audio, accessible electronic 

formats and other formats)
•  Provides language services at no cost to people whose primary language is not English such as:
 -   Qualified interpreters
 -    Information written in other languages

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

Blue Shield of California 
Civil Rights Coordinator 
P.O. Box 629007 
El Dorado Hills, CA 95762-9007
Phone: (844) 831-4133 (TTY: 711) 
Fax: (844) 696-6070 
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

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

U.S. Department of Health and Human Services 
200 Independence Avenue SW. 
Room 509F, HHH Building  
Washington, DC 20201 
(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.
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Blue Shield of California
Notice Informing Individuals about Nondiscrimination  

and Accessibility Requirements



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

blueshieldca.com



blueshieldca.com



Notice of the Availability of Language Assistance Services
Blue Shield of California Life & Health Insurance Company

blueshieldca.com


	Date: 
	Subscriber Name: 
	Subscriber Number: 
	Name contact: 
	Relationship: 
	Address 1: 
	Address 2: 
	Phone home: 
	Phone day: 
	Check Box8: Off
	Check Box9: Off
	Email: 
	Patient name: 
	Dates of service: 
	Claim number: 
	Provider: 
	Billed amount: 
	Description1: 


