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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 CKFyEmtaD , Ff-tK, #ii/iln blueshieldca. com/medicare.
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