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To: From:
Title: Title:
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Fax Number: Fax Number:
Phone Number: Phone Number:
Re: Total number of pages
_ ) Y, \including this cover page: Y,
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[lUrgent [1For Review [1Please Comment
[1Please Reply [1Per Your Request [1Per Our Discussion
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Notes/ Comments:
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Confidentiality Notice: This document and any attachments are confidential and may be protected by legal
privilege. If you are not the intended recipient, be aware that any disclosure, copying, distribution, or use of this

information or any attachment is prohibited. If you have received this information in error, please notify the original sender

immediately by telephone or refurn this package, along with any atfachments, to the sender at the address provided
below. Thank you for your cooperation.
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3840 Kilroy Airport Way | Long Beach, CA 90806-2452

Blue Shield of California Promise Health Plan is an independent licensee of the Blue Shield Association.
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