CALIFORNIA

ol Ue Blue Shield of California b i sl - 3

Medicare Advantage

Blue Shield ¢ b ) (liswes 15 253 (S 5 sl e alai (alicndi sad (sl gyl U ol cy s plicad sl Casl a0 S
Blue Shield Medicare z sk 45 ) gl (S jy Glexs dly 0 5 J8 L asS @y 0 Medicare Advantage
A3 aa) g el Ladi 4y 1) |yal eyl clad 3 a ) il 5 ) G 2,80 (el Le L 253 alicndi sl i ) <Advantage

L guac o)\.aﬁa

fhe ol dg) s el A PEEGAE
0l A s (elef Dyl ) A g8 )

:b\‘)AA usﬁ bJLA.A.:;I

1S JaaSS g AadUae s b)) ) cledal alicadi gl a b o) s N8Ry U g Laaal 31 08 Lkl

Medicare 4S aila o calo2 S 2licud s K50 Medicare sl sl 5, 7 sk L Medicare Advantage z b 52 S
Al 2 S aalsa sal maa WUl gl al &G 2 1)) Blue Shield Medicare Advantage z ok )2 (x xd Cuguac

1, 255 Medicare ¢ s sl Gadisy S aila e (pinas ol aUcud (6 800 4aliy )3 il 56 pals Ja ) Cual (Saa aS
Ol 6 YL dan B DAl 4y seae Gl (San @iy 43 Medicare ¢sopsal sl Giis aal i eai] 3 g oS sal
s Ui

2(olel S uldm) s ) lad sl

(B 5 i) (ol 28 ) sl Lad Gl i a8l 4y Sl Ladi i S Jae iyl (i) 8 (30da 4S8 eadld sl ¥
148 283 o ) S Laal () cadily o2 S Liadl
5 il Qi sl Gl JaaSS 4 Dlae Gl 058 ik et G (1
Sl e i 2 Medicare b Blue Shield Medicare Advantage z sk daw 58 ol 53 50 & gm0 s je ol Sl (2
1A Adl ) )y o) cle Sl b Al lawa sadlad jS)

e s Jgl i pls 1S3 sila Qs
MEEESR

sy S a8y Lo

usﬁ c)buzi

) \'\'\(r1 '\L"\::; L., L"\:.u'«

Y0118_25_311A_C 06232025
H2819_25_311A_C 07152025 251



Sl A jralead 7 U 80 15 ) Al alicudi o ) g9 Jsha 2 kid Medicare Advantage b ) 1l 5 e Ladi (Jgara ) ghdy

A4S sal 1) Medicare Advantage ¢ b 2 pbicud o s (nl 3 z ) 283 o sl Ladi 4y ol (Sea
LELAJA\SJ\;S\T.\JA uAJc_\Av\LL\A:\J)JQ_\A% \J).J\S cﬁSGAéMMJJ}AJJQJQD ﬁ\}.m\}maﬁau \Jﬁ‘)&“_l\‘)\_\cw
At AT 6 g2y o ol pd aal g el e 4S Ll B A aiS e anli ¢ )

1, Medicaid <SS zhw 238 il 0 Medicaid S 3b4) aidh 252 Medicaid o e g)ls ool 2 1l e [
(ool 55/ 0ks) (288 3,15 15 g ) (22 s 31 1y Medicaid L pdl s

Gala 4y i Medicare s )y (b ) as (@L&a\ Q_S.AS) Extra Help 2 ¢_wis é_ulj o ’\);\';\ e
(a2 cos 31, Extra Help b adls Lusi ) Extra Help g a2,8 @il )2 Extra Help (S bia) alaidly i€ o
(ol Do/ dba) (288 2051, )

38 e b laialle i Shia) alon A o 5 Tl b wS e (S (9 S ISais 20 5V sha il je S ey S e [
(el 310 (55 35 1y g 5) 8 b s S (IS 5Spe 3l 7 /R 40 oS () 3 e (Y sha il e

) » aala bl e 44l 3 (PACE) Program of All-Inclusive Care for the Elderly 4sb » 4 i o) 3 o= [
(oW 350 dus) (258 2505 1y ) adi s e (Olaiallas

(obe/ 53 ds) (258 205 15 e )l) i s e 4naladl b La S i o 2l o) 0 00 [

R ob Ol 02 g picd A€ Qa1 6 80 ok atl i e 5 alord plicud (il L) Medicare b si glawlin 2 e [
oo/ Dol dls) (288 215 1) Faol) Ad g g )

Blue Shield of 7k cbyiie cilesd b il caiis (alae b 2 cai Gaa Lad 35050 ke o) ) SG R

sad gl 58 aal 5 Ul AS 2 U 0 580 Gula (800) 776-4466 (TTY: 711) ol 4; California Medicare Advantage
2y )8 0 505 sla Jli = 4b «<D-SNP) Dual Special Needs Plan sz s 248 laac) ) n . pa b adias 2l
coo 8 el ) e 2,80 (4 (800) 452-4413 (TTY: 711) olad 45 (b yidie loxd 1 Talal cailon 58 plicd (48 50 Jayl yi
e (o i) 50 A%a 5 ) Chia ol gl e gl Gl g4 i 8

ri€ )50 b G cJaal 1) 258 s23limal 5 JuaSi o b
WHMembership@blueshieldca.com 1

Blue Shield of California Tl
P.O. Box 948
Woodland Hills, CA 91365-9856

(877) 251-3660 8 )99

Blue Shield of California is an independent member of the Blue Shield Association MR14132-FF-FA_0425
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	BlueShield of California فرم لغو ثبت نامطرح Medicare Advantage
	لطفاً قبلاز امضا و تاریخ گذاریاینفرم لغو ثبت نام،اطالعاتزیر را با دقت مطالعه و تکمیل کنید:
	اگر نماینده مجاز هستید، باید اطالعاتزیر را ارائه دهید:


	Member Number: 
	Middle Initial: 
	Phone Number: 
	Last Name: 
	First Name: 
	Birth Date_af_date: 
	Sex: Off
	Today's date_af_date: 
	Authorized Representative - Middle Initial: 
	Authorized Representative - Street Address: 
	Authorized Representative - Zip Code: 
	Authorized Representative - Phone Number: 
	Authorized Representative - Relationship to Enrollee: 
	Authorized Representative - Last Name: 
	Authorized Representative - First Name: 
	Authorized Representative - City: 
	Authorized Representative - State: 
	I recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance, or lost Medicaid) on (insert date) (MM/DD/YYYY): Off
	DATE I recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance, or lost Medicaid) on (insert date) (MM/DD/YYYY): 
	I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on (insert date) (MM/DD/YYYY): Off
	DATE I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on (insert date) (MM/DD/YYYY): 
	I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or long term care facility): 
	 I moved/will move into/out of the facility on (insert date) (MM/DD/YYYY): Off

	DATE I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or long term care facility): 
	 I moved/will move into/out of the facility on (insert date) (MM/DD/YYYY): 

	I am joining a PACE program on (insert date) (MM/DD/YYYY): Off
	DATE I am joining a PACE program on (insert date) (MM/DD/YYYY): 
	I am joining employer or union coverage on (insert date) (MM/DD/YYYY): Off
	DATE I am joining employer or union coverage on (insert date) (MM/DD/YYYY): 
	I was enrolled in a plan by Medicare (or my state) and I want to choose a different plan: 
	 My enrollment in that plan started on (insert date) (MM/DD/YYYY): Off

	DATE I was enrolled in a plan by Medicare (or my state) and I want to choose a different plan: 
	 My enrollment in that plan started on (insert date) (MM/DD/YYYY): 



