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fEEZE: (877) 251-3660
B E: Blue Shield of California, P.0. Box 948, Woodland Hills, CA 91365-9856
HHFE: WHMembership@blueshieldca. com

FIAHES RAGH BN, ERCER RS, Hik: (800) 452-4413 (TTY: 711), b4 8 L& b
8 M CKFrEmtaD , &K, #ii/iln blueshieldca. com/medicare.

Medicare 1D:
2 HRFE
2 R HIE S,

W

SR H I

&y B 5 R L A =
AN LI 2 BB PR A A 1R 5 K S5 Oy T (B S

2 NGNS A
O %56 BB ER, A BRI R IR AN FE AR A o
iHd IR
O Arra BR B 2R, TR SR MR R R A e AR R . B ULZ 2 BRI
LRy AR 55 SR Itk 42 - oy AR 55 B2 A fi it 5 A
BT M o5 R i e 44 - EE R

H2819_25_474A_C 09092025
Blue Shield of California is an independent member of the Blue Shield Association A52722MAD-FF-CS_0725
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