california

blue

<
00
o

0
ir
B

b

—

e
o

Xtof| o

ol
=]

CEP

=
S

St
L|Ct.

=

=

= |

IT

=

SS9l 0|8 ofztof| k=t Ct

AHHIERIZ0IAM

|1
o
[

MHIA X
CHEHR|=

T HLo oA A% X2 E 2E = U}ESLICE blueshieldca.com/forms0i| A Blue Shield2|

f

MA|2.

o)

E

BT
Tl

—_

o X
ki nH
Ko 1|
o ny
KH R
N X0
RO <r
wjr a4

L|Ct.

F

=]

.
o

=
—

AN

o

Xpofl chiet 2 E 27F

a1
o

Al

-

—

f

tols

—

. = 20| 2R3t 22 Blue Shield 7t At ID 7HE|

X|=Z 8l 7hiRte| K| =0

—
nUe

5t

L

—

&0

TSSOl OIE 4 HE.

EstHA|2. 0

| Ab
- JtUX| MESAtetel £7| JEHOAM H2 M2

- 7t4Xe] MS At OtX|

- 7FREe K= A &

PNESR

WEE
s |2

b

Jod

o
ol

|

=

|0 X| 1/4

-MEM-FF-KO_1223

Blue Shield of California is an independent member of the Blue Shield Association CI3095GRP

C13095GRP-MEM-FF-KO



7= ID:

o
+l
ol

ok

KF

HMSELte

A

i
i}

7ttt

=
M

o

XM

t

e
o
(=)

Kol ch

fare |
=]

il 1= 2 A

(=)

-
O

oiE 2 -

Al

Kaiser 2|2 7|& HZ(

m
Hin

Okl

t) O|E:

B
ol
ilS

<

F

OB/GYN(

Aoz HH

b

[ =)

2

LD JAFL 7 OO E=00t R

O0 == 00t

Xt M2 1D:

frn
o

= D ALA A

FENI L7k

-

Xl. CC

o
+l

<

=]

EELEIEE

It He

t

ZFUXREZE 2| MERRI LT
oz HSX HE
QHF o= M3X HY:

=L MIZAHAE HS(NPI):

1{sHof

fof
Fl
Tl
oF
o
Fl
1<l
K| &r
o
1=
< |Tor
H |

H|O|X| 2/4

H= 20k
Qal.
=.

EREEERER!
of ot /x| 2

o
[m=]

2|2 ®MSAt

Ct



o|F NISAI HE 2

FEEE Xﬂ“‘ x4

LY & 2R Al HS(NPI): EEEEIEE

ESAR

A = PHHS
Mtz WA S

Ef% 01|9F/7tlﬁ%':

o|F NISAt HE 3

23 o2 137 58

L RIBXE Al HS(NPI): EEEIEE

KA.

T

ZA: = 2HHS
Motz WA HS

>
Jil
fel3

o
o
rr
oy
40
0
v
_|
Al
n

A2 RRL YE/XEY:
El_o mlot/xlﬁol

A He (MF) A 23

27 oz HSX dE:

L B Al HS(NPI): EEEEIREE

A

TA: = PUHD
HopH s, A2 Hs

ol H&X M2 20k
X2 B2l Aef/ZICHEHESHE ZS I1ICD-10):

X Z (W= B CPT

l

H&M XZ MH|A MK N H|O[X| 3/4



OIE 3 - Z} S0l Choll CHE 2 A& MR AIL
- K|z oz Tlo| eatior 7| & 7=
- Tl K| = A=
. x|:L Zo7|1EE 328

OIE 4 - AE
72| Atgh: Blue Shield= CHE Ol CHSE X[ & MS XS] MBE S| E 2h2 Z0|0t H&5d TlE MH|AE S0l
& JUSL|C

1) Blue Shield2| & &0 M3 &M AL 27 =+

2) Blue Shield 7tXte| BEE AR EZ /3 S EE*E* SRS

3) Blue Shield 7t XI0f|A| 2 S LXK =2 L/dot &= Ttiol 12 Xpa|g

2t 59, 5171 A ME

L= O] B LHSOf chet & HEsr ZE MFJHUZHLD U |0 FAo|o], HEfstn, izt
SHBILICE LHS 0|24 OJAR, O A4l U 7|EH 242 22| AH|A HIBX}, HEiAL, e, X 0|2 AH|A
Six}7} $200 LWt BEE DS HEE Blue Shield E5 Th2[9l = X2lol AHE M3 £ =
Si7FBILICE B s 2 MBS Melstn Botets| ol £RELICE

70t wataied el Euokol it o] S0l Ch AEE Jinialo} BiLick e RS M T wsAL
LofuArS HToH| Sl 10| 19| EE AN HEBE RZots NECCEENE RS
uEL0| P2 4 ASLI,

SE 1Y 0|E:

ZtAR MG ME R

ZtLROf| A A Thset HetHe

= gAlZ SWOE NFSIHE: ol FAS HAB WA B3
Blue Shield of California (855) 895-3506

Attn: Continuity of Care Team
P.O. Box 629005
El Dorado Hills, CA 95762

= A I**Oﬂ_ 0| X HE| 1 BEoR=0f e 7|2g0l &2 o7, /el 8l A FE(PHI) 8l/E= HH HEIt
UAELICH 2 FEE= 4710l A 74l =

XFEOI X HE sLelo] ot 2, 0|2 ArE, &, =2

FLRIO0| OfL| ALY, HE LR 2 °|0H LS FR, LEQUA JA L0 R2 WEE = HEE

Al T[S =M 2.

{E5| HEB=E =F2 FAA ZARILICH

o
ﬂ

M rir HJ

OF

u]

SN reHArE HHr
raoxnC o

o |
me | mjo

X
S|
20234 128 gl 2024H 1€

re
J+>

X2 A& AR A 10| X| 4/4



	EXPECTED DELIVERY DATE: 
	NAME OF HOSPITAL: 
	NAME OF OB/GYN: 
	MEMBER HOSPITALIZED CHECK: Off
	NAME OF HOSPITAL 2: 
	HOSPICE CHECK 2: Off
	HOSPICE PROVIDER: 
	HOSPICE TAX ID: 
	PHONE NUMBER: 
	FAX NO: 
	TERMINAL CONDITION: 
	ADDITIONAL INFO: 
	ADDITIONAL INFO 2: 
	REQUESTING PROVIDER FIRST LAST NAME: 
	NPI: 
	BILLING TAX ID NO: 
	ADDRESS PI1: 
	ST: 
	ZIP: 
	PHONE NO: 
	FAX nr: 
	PROVIDER SPECIALTY: 
	CONDITION: 
	TREATMENT CODE: 
	PROVIDER START DATE: 
	LAST OFFICE VISIT: 
	NEXT APPOINTMENT: 
	PREVIOUS HEALTH INS CO: 
	KAISER MEDICAL RECORD: 
	DATE COVERAGE ENDED: 
	Previous Health Plan CHECK: Off
	NAME OF NEW HEALTH PLAN: 
	NEW HEALTH PLAN EFFECTIVE DATE: 
	NAME: 
	SUBSCRIBER ID: 
	ADDRESS: 
	CITY: 
	STATE: 
	ZIP CODE: 
	RELATIONSHIP TO SUBSCRIBER: 
	SECONDARY PHONE NUMBER 2: 
	DATE OF BIRTH: 
	PRIMARY PHONE NUMBER: 
	Health Plan CHECK: Off
	NPI 2: 
	BILLING TAX ID NO 2: 
	ADDRESS 2: 
	CITY  2: 
	ST 2: 
	ZIP 2: 
	PHONE NO 2: 
	FAX # 2: 
	PROVIDER SPECIALTY 2: 
	CONDITION DIAGNOSIS 2: 
	TREATMENT CODE 2: 
	PROVIDER START DATE 2: 
	LAST OFFICE VISIT 2: 
	NEXT APPOINTMENT 3: 
	NPI 3: 
	BILLING TAX ID NO 3: 
	ADDRESS 3: 
	CITY  3: 
	ST 3: 
	ZIP 3: 
	PHONE NO 3: 
	FAX nr 3: 
	PROVIDER SPECIALTY 3: 
	CONDITION DIAGNOSIS 3: 
	TREATMENT CODE 3: 
	PROVIDER START DATE 3: 
	LAST OFFICE VISIT 3: 
	NEXT APPOINTMENT 4: 
	NPI 4: 
	BILLING TAX ID NO 4: 
	ADDRESS 4: 
	CITY  4: 
	ST 4: 
	ZIP 4: 
	PHONE NO 4: 
	FAX no 4: 
	PROVIDER SPECIALTY 4: 
	CONDITION/DIAGNOSIS 4: 
	TREATMENT CODE 4: 
	NAME OF MEMBER RESPONDING: 
	DATE OF SIGNATURE: 
	phone number where we may reach member: 
	CITY _: 
	REQUESTING PROVIDER FIRST LAST NAME 2_: 
	REQUESTING PROVIDER FIRST LAST NAME 3_: 
	REQUESTING PROVIDER FIRST LAST NAME 4_: 


