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Current insurance coverage information (required for all submissions)

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible for 
guaranteed issue of a Medicare Supplement insurance contract, or that you had certain rights to buy such a contract, you may be 
eligible for guaranteed acceptance in one or more of our Medicare Supplement plans. The Blue Shield Guaranteed Acceptance Guide 
describes the different situations in which you may be eligible for guaranteed issue of a Medicare Supplement plan. It is important to 
note that the time period of eligibility for guaranteed issuance may vary by situation, and you must apply within this time period to be 
eligible for guaranteed acceptance.

If you think you qualify for guaranteed acceptance, please write the number of the qualifying situation, as described in the enclosed 
Blue Shield Guaranteed Acceptance Guide, in the space below. Then attach proof of prior coverage as a separate sheet, and sign and 
date the sheet. I believe I qualify for guaranteed acceptance based on situation number __________________________.

If applying for guaranteed acceptance under situation No. 2 on the enclosed Blue Shield Guaranteed Acceptance Guide, please 
complete the Notice of Replacement of Coverage form on the next page and submit with your completed enrollment application.

Please include a copy of the front and back of your current carrier ID card. Please also include a copy of the notice 
from your prior insurer with your application.
Please answer all questions to the best of your knowledge. (Please mark Yes or No below with an X.)

1 Yes   No a. Did you turn 65 years of age in the last six months?

Yes   No b. Did you enroll in Medicare Part B in the last six months?

c. If Yes, what is the effective date?

2 Yes   No Are you covered for medical assistance through California’s Medi-Cal program? NOTE TO APPLICANT: If 
you have a share of cost under the Medi-Cal program, please answer NO to this question.

If Yes,
Yes   No a. Will Medi-Cal pay your premiums for this Medicare Supplement plan contract?

Yes   No b.  Do you receive benefits from Medi-Cal OTHER THAN payments toward your Medicare Part B premium?

3 Yes   No a. Have you had coverage from any Medicare plan other than Original Medicare within the past 63 days 
(for example, a Medicare Advantage plan or a Medicare HMO or PPO)? If yes, fill in your start and end 
dates below. If you are still covered under this plan, leave the "END" blank.

Start ____________  Carrier name:    Plan type:   

End ____________  Reason for coverage ending:   

If Yes,
Yes   No b.  If you are still covered under the Medicare plan, do you intend to replace your current coverage with 

this new Medicare Supplement plan contract? 

Yes   No c. Was this your first time in this type of Medicare plan?

Yes   No d. Did you drop a Medicare Supplement plan contract to enroll in the Medicare plan?

4 Yes   No a. Do you have another Medicare Supplement plan policy or certificate or contract in force?

Yes   No

b.  If so, with what company?   What plan do you have?  
c.  If so, do you intend to replace your current Medicare Supplement plan policy or certificate with this 

contract? If you answered yes, please complete the notice on the next page.

5 Yes   No Have you had coverage under any other health insurance within the past 63 days (for example, an 
employer, union, or individual plan)? 
a. If so, what companies and what kind of policy?
 Carrier name:   Carrier phone No.:  
Plan type:   Current ID No.:  

b.  What are your dates of coverage under the other policy? (If you are still covered under this plan, 
leave the "END" blank.) 

Start ____________      End ____________

6 Yes   No Are you under age 65?

If Yes, a. Do you have end-stage renal disease?      Yes   No

You may contact the California Health Insurance Counseling and Advocacy Program (HICAP) for guidance. HICAP pro-
vides health insurance counseling for California senior citizens. Call HICAP toll-free at (800) 434-0222 for a referral to your 
local HICAP office. HICAP is a service provided free of charge by the state of California.
A rate guide is available that compares the policies sold by different insurers. You can obtain a copy of this rate guide by  
calling the Department of Managed Health Care’s consumer toll-free telephone number (1-888-HMO-2219), by calling the 
Health Insurance Counseling and Advocacy Program (HICAP) toll-free telephone number (1-800-434-0222), or by accessing  
the Department of Managed Health Care’s website (www.dmhc.ca.gov).
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NOTICE TO APPLICANT REGARDING REPLACEMENT OF MEDICARE SUPPLEMENT 
OR MEDICARE ADVANTAGE COVERAGE

According to question four on the previous page, you intend to lapse or otherwise terminate 
an existing Medicare Supplement policy or contract or Medicare Advantage plan and 
replace it with a contract to be issued by Blue Shield. Your contract to be issued by Blue 
Shield will provide 30 days within which you may decide without cost whether you desire 
to keep the contract. You should review this new coverage carefully. Compare it with all 
accident and sickness coverage you now have. Terminate your present policy or plan 
contract only if, after due consideration, you find that purchase of this Medicare Supplement 
coverage is a wise decision.

Statement to applicant by plan, solicitor, solicitor firm or other representative:
1. I have reviewed your current medical or health coverage. To the best of my knowledge, 

the replacement of coverage involved in this transaction does not duplicate coverage 
or, if applicable, Medicare Advantage coverage because you intend to terminate your 
existing Medicare Supplement coverage or leave your Medicare Advantage plan. The 
replacement contract is being purchased for the following reason (check one):

  Additional benefits

   No change in benefits, but lower premiums or charges

   Fewer benefits and lower premiums or charges

    Plan has outpatient prescription drug coverage and applicant is enrolled in Medicare 
Part D

   Disenrollment from a Medicare Advantage plan

  Reasons for disenrollment: Other (please specify):   

2. If the issuer of the Medicare supplement contract being applied for does not impose, 
or is otherwise prohibited from imposing, preexisting condition limitations, please skip 
to statement 3 below. Health conditions that you may presently have (preexisting 
conditions) may not be immediately or fully covered under the new contract. This could 
result in denial or delay of a claim for benefits under the new contract, whereas a similar 
claim might have been payable under your present contract.

3. State law provides that your replacement Medicare Supplement contract may not 
contain new preexisting conditions, waiting periods, elimination periods, or probationary 
periods. The plan will waive any time periods applicable to preexisting conditions, 
waiting periods, elimination periods or probationary periods in the new coverage for 
similar benefits to the extent that time was spent (depleted) under the original contract.

4. If you still wish to terminate your present policy or contract and replace it with new 
coverage, be certain to truthfully and completely answer any and all questions on the 
application concerning your medical and health history. Failure to include all material 
medical information on an application requesting that information may provide a basis 
for the plan to deny any future claims and to refund your prepaid or periodic payment 
as though your contract had never been in force. After the application has been 
completed and before you sign it, review it carefully to be certain that all information has 
been properly recorded.

5. Do not cancel your present Medicare Supplement coverage until you have received your 
new contract and are sure you want to keep it.
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Terms, conditions, and authorizations

Information regarding Medicare Supplement plan coverage: Before you apply, it’s important that you read the following 
information, then sign and date at the end of this application.

1 You do not need more than one Medicare Supplement plan policy or contract.

2 If you purchase this contract, you may want to evaluate your existing health coverage to decide if you need multiple coverage.

3 You may be eligible for benefits under Medi-Cal or Medicaid, and may not need a Medicare Supplement plan contract.

4 If after purchasing this contract you become eligible for Medi-Cal, the benefits and premiums under your Medicare 
Supplement plan contract can be suspended, if requested, during your entitlement to benefits under Medi-Cal or Medicaid 
for 24 months. You must request this suspension within 90 days of becoming eligible for Medi-Cal or Medicaid. If you are no 
longer entitled to Medi-Cal or Medicaid, your suspended Medicare Supplement plan contract (or if that is no longer available, 
a substantially equivalent contract) will be reinstituted if requested within 90 days of losing Medi-Cal or Medicaid eligibility. 
If the Medicare Supplement plan contract provided coverage for outpatient prescription drugs, and you enrolled in Medicare 
Part D while your contract was suspended, the reinstituted contract will not have outpatient prescription drug coverage, but 
will otherwise be substantially equivalent to your coverage before the date of the suspension.

5 If you are eligible for, and have enrolled in, a Medicare Supplement plan contract by reason of disability, and you later 
become covered by an employer or union-based group health plan, the benefits and premiums under your Medicare 
Supplement plan contract can be suspended, if requested, while you are covered under the employer or union-based group 
health plan. If you suspend your Medicare Supplement plan contract under these circumstances and later lose your employer 
or union-based group health plan, your suspended Medicare Supplement plan contract (or if that is no longer available, a 
substantially equivalent contract) will be reinstituted if requested within 90 days of losing your employer or union-based 
group health plan. If the Medicare Supplement plan contract provided coverage for outpatient prescription drugs, and 
you enrolled in Medicare Part D while your contract was suspended, the reinstituted contract will not have outpatient 
prescription drug coverage, but will otherwise be substantially equivalent to your coverage before the date of the suspension.

6 Counseling services are available in California to provide advice concerning your purchase of Medicare Supplement 
plan coverage and concerning medical assistance through the Medi-Cal program, including your benefits as a qualified 
Medicare beneficiary (QMB) and a specified low-income Medicare beneficiary (SLMB). You may obtain information 
regarding counseling services from the State Department of Aging.

7 Receiving materials and communications electronically versus print: You may receive required benefit plan and coverage-
related materials and communications via email and/or the Blue Shield website blueshieldca.com, as applicable. 
Obtaining a document electronically will confirm your consent to electronic delivery. You also have the right to obtain 
printed, mailed materials at any time and at no expense to you. To receive printed materials in the mail, to opt out of 
email communications, please call (800) 248-2341 TTY: 711 8 a.m. – 5:30 p.m. Monday through Friday.

Conditions of membership

1 I understand this application and the Statement of Health, if applicable, together with the Evidence of Coverage and 
Health Service Agreement and any endorsements, appendices, and attachments thereto, will collectively constitute the 
entire agreement for coverage.

2 I will not receive coverage from Blue Shield unless Blue Shield’s Underwriting Department approves this application. 
Blue Shield is not liable for bills incurred before the effective date of coverage.

3 Only Blue Shield can approve this application. I understand that any insurance agent, broker, or sales representative 
cannot grant approval, change terms, or waive requirements.

4 I acknowledge receipt of the
• Summary of Benefits • Rate table • The Guide to Health Insurance for People with Medicare • a copy of this application. 
With my signature below, I represent that the information provided in this application is complete and accurate to the 
best of my knowledge, and I understand and agree to the terms and conditions of coverage, the Household Savings 
Program, and the authorizations I have provided. I have read the Summary of Benefits and the terms, conditions, and 
authorizations set forth above. I certify that I meet the eligibility requirements set forth in the Summary of Benefits. I 
alone am responsible for the accuracy and completeness of this application and have answered all questions to the best 
of my knowledge and belief. I understand that I will not be eligible for coverage if any information is false or incomplete, 
and that coverage may be revoked based on such finding.

Applicant's signature Date
/ /
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Producer information (for producer use only, if applicable): 

If the applicant did not complete the Statement of Health section (due to guaranteed acceptance), you do not 
need to complete this section.

A producer who assists an applicant or applicants in submitting an application to a health plan or insurer has a duty to assist 

the applicant(s) in providing answers to health questions accurately and completely.

This attestation must be completed by the producer and submitted with each Blue Shield Medicare Supplement plan 

application. This form is available for use with Medicare Supplement plan applications not containing a producer attestation 

with these questions and shall become part of the original application.

Review and select one of the following:

  I did not assist the applicant/applicants in any way in completing or submitting this application. All information was 

completed by the applicant(s) with no assistance or advice of any kind from me.

  I assisted the applicant/applicants in submitting this application. All information in the health questionnaire was provided 

by them. I advised the applicant(s) that they should answer all questions completely and truthfully and that no information 

requested on the application should be withheld. I explained that, if information is withheld, that could result in their 

coverage being cancelled later. The applicant(s) indicated to me that they understood these instructions and warnings.  To 

the best of my knowledge, the information on the application is complete and accurate. I understand that, if any portion of 

this statement by me is false, I may be subject to civil penalties of up to $10,000.

Notice: Please ensure each part of the application is complete. In the event of missing or incomplete information, Blue Shield 

may contact your applicant directly to obtain complete information.

FMO/Agency name (please print appointed agency name) FMO/Agency ID No. (please print agency ID)

Producer (writing agent) name (required)  (please print writing 

agent name)

Producer (writing agent) SSN/TIN ID No. (required) (please 

print agent ID number)

Producer email address Producer fax number Producer phone number

Producer’s signature (required) Print name Today’s date (required)
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Applicant's statement of health
Blue Shield does not collect or use genetic information in Underwriting. No genetic information, including family  
medical history, and no information related to HIV testing should be provided. 
If you qualify for guaranteed acceptance, do not complete this section. (See the Guaranteed Acceptance section for 
qualifying information.) Otherwise, please answer Yes or No to each of the following questions:

1 Have you, within the past five years, received treatment or been hospitalized for any of the conditions listed below?
If Yes, please explain the condition and indicate the date of treatment at the end of this section.

Yes   No a.  Brain or nervous system disorders such as multiple sclerosis, Parkinson’s disease,  
Huntington’s chorea, dementia, Alzheimer’s, paralysis, stroke, etc.

Yes   No b.  Respiratory system disorders such as chronic obstructive lung disease, emphysema, cystic fibrosis, etc.

Yes   No c.  Cardiovascular disorders such as heart disease, high blood pressure, angina, coronary artery 
disease, clotting disorders, etc.

Yes   No d. Gastrointestinal disorders such as liver cirrhosis, hepatitis, ulcerative colitis, etc.

Yes   No e. Musculoskeletal system disorders such as rheumatoid arthritis, herniated or bulging discs, etc.

Yes   No f.  Metabolic disorders such as diabetes, gout, thyroid or adrenal disorders, hormone or growth hormone 
deficiencies, etc., or immune system disorders such as lupus, Raynaud’s, acquired immune deficiency 
syndrome (AIDS), AIDS-related complex (ARC), including evaluation for treatment with AZT, HIVID, or 
pentamidine therapy.*

Yes   No g. Cancer or malignant tumors.

Yes   No h. Have you received treatment or been hospitalized for any other condition than those listed above?

2 Yes   No Do you have a pacemaker or artificial heart valve, or have you had transplant surgery or heart 
surgery such as angioplasty or bypass? If Yes, please explain the condition and indicate the date of 
treatment at the end of this section.

3 Yes   No Have you been bed-ridden or confined to a hospital, nursing home, convalescent hospital, or other 
institution within the past three years? If Yes, please explain the confinement and indicate the date 
of confinement at the end of this section.

4 Yes   No Are you currently taking medication? If Yes, please list at the end of this section all medications you 
are currently taking, and the condition for which the medication is prescribed.

5 Yes   No Have you used any tobacco-related products in the last 24 months?

If you answered Yes to any of the above questions, please provide additional information and dates associated with the condition, as well  
as current status of the condition. If additional space is required, please use additional sheets as necessary, and sign and date each sheet. 

Condition Date Explanation/current status

Medication(s) for this condition?   Yes   
No
Name(s) and dosage:

Medication(s) for this condition?   Yes   
No
Name(s) and dosage:

* California law prohibits an HIV test from being required or used by healthcare service plans as a condition of obtaining coverage.

I alone am responsible for the accuracy and completeness of the information provided in this application. I have personally reviewed 
all information provided on this application. To the best of my knowledge and belief, all information on this application, including all 
information provided in the Statement of Health section, is accurate, true, and complete. I understand that coverage may be cancelled 
or rescinded if Blue Shield determines that information on this application is materially inaccurate, not true, or incomplete. I further 
understand that I must provide Blue Shield with any new information that arises after the submission of this application but before my 
enrollment with Blue Shield begins.

Signature† Date

† Your signature is required in this section only if completing the Statement of Health.

/ /

/ /

/ /
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disease, clotting disorders, etc.

Yes   No d. Gastrointestinal disorders such as liver cirrhosis, hepatitis, ulcerative colitis, etc.

Yes   No e. Musculoskeletal system disorders such as rheumatoid arthritis, herniated or bulging discs, etc.

Yes   No f.  Metabolic disorders such as diabetes, gout, thyroid or adrenal disorders, hormone or growth hormone 
deficiencies, etc., or immune system disorders such as lupus, Raynaud’s, acquired immune deficiency 
syndrome (AIDS), AIDS-related complex (ARC), including evaluation for treatment with AZT, HIVID, or 
pentamidine therapy.*

Yes   No g. Cancer or malignant tumors.

Yes   No h. Have you received treatment or been hospitalized for any other condition than those listed above?

2 Yes   No Do you have a pacemaker or artificial heart valve, or have you had transplant surgery or heart 
surgery such as angioplasty or bypass? If Yes, please explain the condition and indicate the date of 
treatment at the end of this section.

3 Yes   No Have you been bed-ridden or confined to a hospital, nursing home, convalescent hospital, or other 
institution within the past three years? If Yes, please explain the confinement and indicate the date 
of confinement at the end of this section.

4 Yes   No Are you currently taking medication? If Yes, please list at the end of this section all medications you 
are currently taking, and the condition for which the medication is prescribed.

5 Yes   No Have you used any tobacco-related products in the last 24 months?

If you answered Yes to any of the above questions, please provide additional information and dates associated with the condition, as well  
as current status of the condition. If additional space is required, please use additional sheets as necessary, and sign and date each sheet. 

Condition Date Explanation/current status

Medication(s) for this condition?   Yes   
No
Name(s) and dosage:

Medication(s) for this condition?   Yes   
No
Name(s) and dosage:

* California law prohibits an HIV test from being required or used by healthcare service plans as a condition of obtaining coverage.

I alone am responsible for the accuracy and completeness of the information provided in this application. I have personally reviewed 
all information provided on this application. To the best of my knowledge and belief, all information on this application, including all 
information provided in the Statement of Health section, is accurate, true, and complete. I understand that coverage may be cancelled 
or rescinded if Blue Shield determines that information on this application is materially inaccurate, not true, or incomplete. I further 
understand that I must provide Blue Shield with any new information that arises after the submission of this application but before my 
enrollment with Blue Shield begins.

Signature† Date

† Your signature is required in this section only if completing the Statement of Health.

/ /

/ /

/ /
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Authorization for release of medical information

By signing below, you are authorizing the release of your healthcare information by a healthcare 
provider, insurer, insurance support organization, health plan, or your insurance agent, to Blue Shield 
of California for the purpose of reviewing your application for Blue Shield coverage. 

Further, by signing below you are authorizing Blue Shield to disclose such healthcare information 
to a healthcare provider, insurer, self-insurer, insurance support organization, health plan, or your 
insurance agent for the purpose of investigating or valuating any claim for benefits. 

You have the right to refuse to sign this authorization. However, Blue Shield has the right to condition 
your eligibility for coverage and enrollment determinations if you choose not to sign the authorization 
below unless you qualify for enrollment on the basis of guaranteed acceptance.

You are entitled to a copy of this authorization after you sign it. 

Expiration: This authorization will remain valid until 1) for 30 months from the date of this  
authorization for the purposes of processing your application, processing a request for reinstatement,  
or processing a request for a change in benefits; 2) for as long as may be necessary for processing 
of claims incurred during the term of coverage; and 3) for the term of coverage for all other activities 
under the health services agreement/policy. 

Right to revoke: I understand that I may revoke this authorization at any time by giving written 
notice of my revocation to Blue Shield. I understand that revocation of this authorization will not 
affect any action Blue Shield has taken in reliance on this authorization prior to receiving my 
written notice of revocation.  

If you qualify for guaranteed acceptance, do not sign this release. (See the Guaranteed 
Acceptance section for qualifying information.)

Signature Date
/ /
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/ /
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Payment information

To determine the monthly dues amount, refer to Blue Shield’s rate tables included in this booklet. If you are not approved, 
Blue Shield will refund your payment amount. If your application is approved, you will receive a bill indicating the amount 
and the date your next payment is due. Blue Shield will also send you an approval letter, an Evidence of Coverage and 
Health Service Agreement, and a member identification card as proof of approval.

Please choose one of the following options below for ongoing billing and payments.

  Quarterly billing    Monthly billing

Save $3 a month by paying dues through automatic monthly debit from your checking or savings account using our Easy$PaySM 
program1. To enroll, after receiving and paying for your first bill, register for and log into your Blue Shield account at 
blueshieldca.com and access the Payment Center tab. You may also call Customer Service at (800) 248-2341 TTY: 711  
8 a.m - 5:30 p.m. Monday through Friday. Requests to enroll in the Easy$Pay program may take up to two billing cycles for 
completion. Members should pay all paper bills received until a letter confirming registration in the Easy$Pay program is 
received.

1   Savings due to increased efficiencies from administering Medicare Supplement plans under this program/service are 
passed along to the subscriber.

Blue Shield of California is an independent member of the Blue Shield Association    C12687 (9/19) 
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Something to smile about

Make the choice, make it Blue Shield 
As a Blue Shield Medicare Supplement plan member, you’re eligible for dental 
or combined dental + vision coverage. Blue Shield offers two dental PPO plans 
and a dental + vision plan package – Specialty DuoSM,*,1 – which includes dental 
and vision coverage.

1

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).

Good reasons to enroll

Dental plan advantages:
•  An extensive network of nearly 46,000 general  

and specialty care dentists in California, and nearly 
350,000 nationwide2

•  Three annual teeth cleanings, plus annual X-rays and 
an oral cancer screening covered at 100% when using 
network providers

•  No waiting period for dental checkups, cleanings, 
fillings, X-rays, or basic services3

•  A wide range of major restorative dental services 
and procedures, including crowns, endodontics, 
periodontics, oral surgery, and prosthetics

Specialty Duo dental + vision package advantages: 
•  Includes all dental benefits of the Dental PPO 1500 

described in the Dental PPO highlights matrix 

•  Access to more than 7,000 ophthalmologists, 
optometrists, opticians, and retail stores in California, and 
nearly 30,000 locations nationwide2 including convenient 
retail and wholesale locations such as LensCrafters, 
Target Optical, Walmart, Sam’s Club, and Costco

• A $0 copayment for annual eye exam 

•  A $25 copayment for materials such as lenses and 
low-vision aids

•  A $100 frame allowance every 24 months that can be 
used toward any pair of frames

•  Benefit for non-prescription sunglasses for members who 
have had LASIK or PRK surgery

Adults age 60 and older have  
a greater risk of cavities.

The average age of people 
diagnosed with mouth cancer  
is 62, according to the American 
Cancer Society. Because mouth 
cancer develops without causing 
pain, early detection is essential. 
Our dental PPO plans cover 100% 
of the cost of an oral cancer 
screening.4
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Get covered
With Blue Shield’s dental plans, you can have a choice of dental or the dental + vision  
coverage that may fit your needs.

Monthly rates effective October 1, 2019:

Specialty Duo dental + 
vision package*,1 Dental PPO 1500 Dental PPO 1000

Individual $61.90 $49.80 $32.10

Please note that Plan F Extra and Plan G Extra include a vision benefit. If you are interested 
in dental coverage and are also enrolling in Plan F Extra or Plan G Extra, please select the 
Dental PPO 1000 or Dental PPO 1500 plan to avoid duplicative coverage.

Did you know?
You may be surprised to learn that more than 90% of all 
common diseases have oral symptoms.5 In addition, eye 
exams can often detect serious chronic conditions such as 
diabetes, hypertension, and high cholesterol.6 

Whether you need treatment or just want preventive care, 
it’s never too late to get on track and choose Blue Shield 
dental or combined dental + vision coverage to help 
maintain your overall health.

As we get older and take more 
medications, we can sometimes 
forget what those medications 
are. Something as simple as 
aspirin – a blood thinner – can 
end up causing bleeding during 
and after a dental procedure. 
Make sure your dentist has your 
full medical history and list  
of medications.



3

* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).

Dental PPO highlights

Dental PPO 1500 Dental PPO 1000

Calendar-year 
deductible  
(per member)

$50/person $75/person

Calendar-year 
maximum

$1,500 ($1,000 may be used for 
non-network dentist)8

$1,000 ($750 may be used for 
non-network dentist)8

Service
With network 

dentist,  
Blue Shield pays:

With non-network 
dentist,9  

Blue Shield pays:

With network 
dentist,  

Blue Shield pays:

With non-network 
dentist,9  

Blue Shield pays:

Diagnostic and 
preventive care
(not subject to plan 
deductibles with 
network dentists; 
includes routine oral 
exams, X-rays, and three 
annual cleanings)

100% 80% 100% 50%

Basic services
(includes an oral cancer 
screening, anesthesia, 
palliative treatment,  
and restorative dentistry)

80% 70% 50% 50%

Major services3

12-month waiting period 
for Dental PPO 1500 
and 6-month waiting 
period for Dental PPO 
1000 (includes crown 
buildups, endodontics, 
periodontics, oral 
surgery, crowns, 
prosthetics, inlays, 
onlays, jacket, posts and 
cores, and veneers)

50% 50% 50% 50%

Choose from two dental PPO plans and the  
dental + vision package 
With a Blue Shield dental PPO plan, you’ll have the freedom to choose any dentist you want,7 
but you will save more when you choose a dentist in your plan’s network. For more details, 
please refer to the following dental plan chart.

Dental PPO highlights matrix
The following information is intended to help you compare coverage benefits, and is a summary 
only. You should consult the Dental PPO 1000 and Dental PPO 1500 Evidence of Coverage and 
Health Service Agreement for a detailed description of coverage benefits and limitations.
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Service and eyewear
Plan coverage when provided  

by network providers
Plan coverage when provided  

by non-network providers

Comprehensive examination – every 12 months

Ophthalmologic 100% Up to a maximum of $60

Optometric 100% Up to a maximum of $50

Lenses11,12 – every 24 months (or 12 months with a prescription change)
Single vision 100% Up to a maximum of $43

Bifocal 100% Up to a maximum of $60

Trifocal 100% Up to a maximum of $75

Aphakic or lenticular 
monofocal 

100% Up to a maximum of $120

Aphakic or lenticular 
multifocal 

100% Up to a maximum of $200

Frame – every 24 months
Up to a maximum of $10013 Up to a maximum of $40

Plano sunglasses15  
(non-prescription)

Up to a maximum of $10014 Not covered

Contact lenses12,14 – every 24 months (or 12 months with a prescription change)
Non-elective  
(medically necessary)15

    Hard 100% Up to a maximum of $200

    Soft 100% Up to a maximum of $250

Elective contact lenses 
(cosmetic/convenience) 

Up to a maximum of $120 Up to a maximum of $120

Specialty Duo dental + vision package  
for Medicare Supplement plan members*,1 
Want convenience? We’ve combined the benefits of the Dental PPO 1500 plan with comprehensive 
vision benefits into a single package. With the Specialty Duo dental + vision package, you also get 
the freedom to choose from a wide variety of providers, with access to one of the state’s largest 
dental networks10 and one of the state’s largest vision networks. For more details on the dental and 
vision components of this package, please refer to the benefit highlights below.

Specialty Duo dental plan*,1 highlights matrix 
 Offers the same benefit highlights as those of the Dental PPO 1500 plan. See the highlights matrix  
on page 3. For a complete list of the benefits, exclusions, and limitations of the Specialty Duo dental 
plan, please refer to the Specialty Duo Dental policy for Medicare Supplement members you will 
receive with your Blue Shield member ID card and welcome kit.

 Specialty Duo vision plan*,1 highlights matrix 
 This chart is only a summary. For a complete list of the benefits, exclusions, and limitations, please 
refer to the Specialty Duo Vision Plan policy for Medicare Supplement members you will receive 
with your ID card and welcome kit. 

+
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For Household Savings Program
If you are enrolled in a Medicare Supplement plan with household savings, you may 
enjoy the convenience of a single bill for you and your other household member. Keep 
the same convenience when you choose your dental plan by matching your dental plan 
or dental + vision package enrollment with your Medicare Supplement plan enrollment. 
You and your other household member need to select and enroll in the same dental PPO 
plan or dental + vision package.*

Become a member today!
If you are applying to become a Medicare Supplement 
plan member, you can sign up for a Blue Shield dental plan 
or the Specialty Duo dental + vision package at the same 
time by selecting a plan on the Medicare Supplement 
plan application. If you’re already a Blue Shield Medicare 
Supplement plan subscriber, please fill out the separate 
application for our dental and dental + vision plans. 

If you have questions, contact your Blue Shield agent today 
or call toll-free (877) 890-7587 (TTY: 711), 9 a.m. to 4:30 p.m., 
weekdays excluding holidays. 

To find a dentist or vision care provider, or to see if your  
dentist or vision care provider is in our network, visit 
blueshieldca.com and click on Find a Doctor. Or for a list 
of dentists, call (888) 679-8928 and for a list of vision care 
providers, call (877) 601-9083.

Implants, crowns, and dentures 
can make dental care for 
seniors costly. Start planning for 
dental care before retirement 
and take care of your teeth. 

*  Savings due to increased efficiencies from administering Medicare Supplement plans 
under this program/service are passed along to the subscriber. Households Savings 
Program does not apply to Plan N.
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Endnotes
1  Specialty Duo package includes both Specialty Duo Dental Plan and Specialty Duo Vision Plan 

for Medicare Supplement plan members.

2  Dental providers in and out of California are available through a contracted dental plan 
administrator. Vision providers in and out of California are available through a contracted vision 
plan administrator.

3  Dental PPO 1500 and Specialty Duo dental plan members have a 12-month waiting period, and 
Dental PPO 1000 dental plan members have a 6-month waiting period for major restorative 
services and procedures (such as crowns), endodontics, periodontics, oral surgery, and 
removable or fixed prosthetics.

4  “Key Statistics for Oral Cavity and Oropharyngeal Cancers,” https://www.cancer.org/cancer/oral-
cavity-and-oropharyngeal-cancer/about/key-statistics.html, American Cancer Society, 2018.

5  “National survey reveals baby boomers miss links between oral and overall health,” http://www.
agd.org/, Academy of General Dentistry, November 2014.

6  “The Eyes are the Windows to Wellness,” https://health.clevelandclinic.org/your-eyes-a-window-
to-your-health/, January 6, 2014.

7  Dental and Vision benefits have limited nationwide access or access outside of California.

8  Each calendar year, the member is responsible for all charges incurred after the plan has paid 
these amounts for covered dental services.

9  The coinsurance percentage indicated is a percentage of allowed amounts that we pay to 
providers. Non-network providers can charge more than our allowable amount. When members 
use non-network providers, they must pay the applicable copayment/ coinsurance, plus any 
amount that exceeds our allowable amount. Charges in excess of the allowable amount do not 
count toward the calendar-year deductible or copayment maximum.

10  Available through a contracted vision plan administrator. Netminder report November 2018.

11  Each pair of lenses includes a pink or rose tint No. 1 or No. 2 in the allowance and up to  
61mm in size.

12  A prescription change means any of the following: a change in prescription of 0.50 diopter or 
more; a shift in axis of astigmatism of 15 degrees; a difference in vertical prism greater than 1 
prism diopter; or a change in lens type.

13  When the network  provider uses wholesale or warehouse pricing, the maximum allowable 
frame allowance will be as follows: wholesale allowance – $66.04; warehouse allowance – 
$69.09. Network providers using wholesale or warehouse pricing are identified in the Directory  
of Network Vision Providers. You pay any cost of the frame above the allowed amount.

14  You can get contacts instead of lenses and frame.

15  For members who have had PRK, LASIK, or custom LASIK vision correction surgery only, this 
benefit of plano sunglasses allowance is equal to the plan’s frame allowance. An eye exam by 
a network provider is required to verify laser surgery, or a note from the surgeon who performed 
the laser surgery is required to verify laser surgery. Available once every 24 months in lieu of 
other frames and lenses.
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Blue Shield of California is an independent member of the Blue Shield Association    A17740 (9/19)  

To find a dentist or vision care provider, or to see if your 
dentist or vision care provider is in our network,  
visit blueshieldca.com and click on Find a Doctor.  
For a list of dentists, call (888) 679-8928 and for a list  
of vision care providers, call (877) 601-9083.
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Notice 

 
This Disclosure Form is only a summary of the Dental PPO Plan. The Evidence of 
Coverage and Health Service Agreement (EOC) should be consulted to determine 
governing contractual provisions. 

 
The EOC booklet contains the terms and conditions of coverage of the Blue Shield 
Dental PPO Plan. It is your right to view the EOC prior to enrollment in the Dental PPO 
Plan. After you enroll, you will automatically receive an EOC booklet. 

 
Please read this Disclosure Form and the EOC carefully and completely so that you 
understand which services are covered and the limitations and exclusions that 
apply to the Dental PPO Plan. If you have special healthcare needs, you should read 
carefully those sections that apply to you. A Dental PPO Matrix summarizing key 
elements of the Dental PPO Plan is attached to this Disclosure Form. 

 
To obtain a copy of the EOC, or if you have questions about the benefits of the 
Dental PPO Plan, please contact the Dental Customer Service Department at 
(888) 679-8928 or TTY 711. 
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Introduction to the Blue Shield of California Dental PPO 
Plan for Medicare Supplement Plan Subscribers 

 
 
 
 

This Plan is an individual dental PPO 
plan made available for Medicare 
Supplement Plan Subscribers. This is not 
a Medicare Supplement Plan. Note: You 
must be currently enrolled in a Blue 
Shield of California Medicare 
Supplement Plan to be eligible to 
apply. 

If you have questions about your 
Benefits, contact Blue Shield’s Dental 
Customer Service before dental 
services are received. 

Blue Shield of California’s dental 
plans are designed to reduce the 
cost of dental care to you, the 
Subscriber. In order to reduce your 
costs, much greater responsibility is 
placed on you for managing the 
Benefits provided under the dental 
plans. 

Blue Shield of California’s dental plans 
are administered by a Dental Plan 
Administrator. A Dental Plan 
Administrator is a dental care service 
plan licensed by the California 
Department of Managed Health Care, 
which contracts with Blue Shield to 
underwrite and administer the delivery 
of dental services through a network of 
Participating Dentists. 

Before Obtaining Dental Services 
You are responsible for assuring that 
the Dentist you choose is a 
Participating Dentist. 

Note: A Participating Dentist’s status may 
change. It is your obligation to verify 
whether the Dentist you choose is 
currently a Participating Dentist, in case 
there have been any changes to 
the list of Participating Dentists. A list of 
Participating Dentists located in your area 
can be obtained by contacting the 
Dental Plan Administrator at 
(888) 679-8928. You may also access 
a list of Participating Dentists through 
Blue Shield’s Internet site located at 
blueshieldca.com. You are 
also responsible for following the 
Precertification of Dental Benefits 
Program, which includes obtaining or 
assuring that the Participating or non-
participating Dentist obtains 
precertification of Benefits. 

Note: The Dental Plan Administrator will 
respond to all requests for precertification 
and prior authorization within five business 
days from receipt of the request. For 
urgent services in situations in which the 
routine decision making process might 
seriously jeopardize the life or health of a 
Subscriber, or when the Subscriber is 
experiencing severe pain, the Dental Plan 
Administrator will respond as soon as 
possible to accommodate the 
Subscriber’s condition, not to exceed 72 
hours from receipt of the request. 
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Failure to meet these responsibilities 
will not necessarily result in the 
denial of Benefits. However, by 
following the precertification 
process, both you and your Dentist 
will know in advance which services 
are covered and the Benefits that 
are payable. 

Principal benefits and coverages 
The services covered, and the amount 
you pay, depend on the provider you 
choose when you need dental care. 
Please refer to the Dental PPO Matrix 
that is attached to and is part of this 
Disclosure Form. Also, refer to the EOC, 
which you will receive after you enroll. 
These documents offer more detailed 
information on the Benefits and 
coverage included in your Dental PPO 
Plan (Plan). 

Principal exclusions and limitations 
on benefits 
General Limitations 
The following services will be subject to 
limitations as set forth below: 

1. One (1) in a four (4) month period: 
a. Routine prophylaxis. 

2. One (1) in a six (6) month period: 
a. Periodic oral exam; 

b. Bitewing x-rays (maximum four (4) 
per  year): 

c. Recementations if the crown or 
inlay was provided by other than 
the original dentist; not eligible if 
the dentist is doing the 
recementation of a service 
he/she provided within twelve 
(12) months;  

3. One (1) in twelve (12) month period: 

a. Denture (complete or partial) 
reline; 

b. Oral cancer screening. 

4. One in twenty-four (24) months: 

a. Full mouth debridement; 

b. Scaling and root planning per area; 

c. Occlusal guards; 

d. Diagnostic casts. 

5. One in thirty-six (36) months: 

a. Mucogingival surgery per area; 

b. Osseous surgery per quad; 

c. Gingival flap per quad;  

d. Gingivectomy per quad; 

e. Gingivectomy per tooth; 

f. Bone replacement grafts for periodontal 
purposes; 

g. Guided tissue regeneration for 
periodontal purposes. 

6. One (1) in a five (5) year period: 

a. Full mouth series and panoramic x-rays; 

b. Single crowns and onlays;  

c. Single post and core buildups;  

d. Crown buildup including pins; 

e. Prefabricated post and core; 

f. Cast post and core in addition to crown; 

g. Complete dentures; 

h. Partial dentures; 

i. Fixed partial denture (bridge) pontics; 

j. Fixed partial denture (bridge) 
abutments; 

k. Abutment post and core buildups; 

l.    Diagnostic cast. 

7. Oral surgery services are limited to removal 
of teeth, bony protuberances and 
frenectomy. 

8. An Alternate Benefit Provision (ABP) may be 
applied if a dental condition can be 
treated by means of a professionally 
acceptable procedure, which is less costly 
than the treatment recommended by the 
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dentist. For example, an alternate of a 
partial denture will he applied when there 
are bilaterally missing teeth or more than 3 
teeth missing in one quadrant or in the 
anterior region.  The ABP does not commit 
the Member to the less costly treatment. 
However, if the Member and the dentist 
choose the more expensive treatment, the 
Member is responsible for the additional 
charges beyond those allowed for the ABP. 

9. General or IV Sedation is covered for: 

a. 3 or more surgical extractons; 

b. 1 or more impactions; 

c. Full mouth or arch alveoloplasty; 

d. Surgical root recovery from sinus; 

e. Medical problem contraindicates 
the use of local anesthesia. 

General or IV Sedation is not a covered 
benefit for dental phobic reasons. 

10. Restorations, crowns, inlays and  
onlays - covered only if necessary to 
treat diseased or accidentally fractured 
teeth. 

11. Root canal treatment – one per tooth  
per lifetime. 

12. Root canal retreatment – one per tooth  
per lifetime. 

General exclusions 
Unless exceptions to the following general 
exclusions are specifically made elsewhere in 
the Plan, this Plan does not provide Benefits 
with respect to: 

1 .  Charges for services in connection with 
any treatment to the gums for tumors, 
cysts, and neoplasms; 

2.  Charges for implants or the removal of 
implants (surgically or otherwise) and 
any appliances and/or crown 
attached to implants; 

3.   Services incident to any injury or disease 

arising out of, or in the course of, any 
employment for salary, wage, or profit if 
such injury or disease is covered by any 
workers’ compensation law, occupational 
disease law, or similar legislation. However, 
if the Dental Plan Administrator or Blue 
Shield of California provides payment for 
such services, it shall be entitled to 
establish a lien upon such other Benefits 
up to the amount paid by the Dental Plan 
Administrator or Blue Shield of California 
for the treatment of such injury or disease; 

4. Charges for vestibuloplasty (i.e., surgical 
modification of the jaw, gums, and 
adjacent tissues), and for any procedure, 
service, or supply including office visits, 
examination, and diagnosis provided 
directly or indirectly to treat a muscular, 
neural, or skeletal disorder, diagnostic 
services and treatment of jaw joint 
problems by any method. These jaw joint 
problems include such conditions as 
temporomandibular joint syndrome (TMJ) 
and craniomandibular disorders or other 
conditions of the joint linking the jaw bone 
and the complex of muscles, nerves and 
other tissues related to that joint; 

5.   Congenital mouth malformations or 
skeletal imbalances, including treatment 
required as the result of Orthognathic 
surgery, orthodontic treatment, and oral 
maxillofacial services, associated hospital 
and facility fees, anesthesia, and 
radiographic imaging. Congenital 
anomalies and developmental 
malformation include but are not limited 
to: cleft palate; cleft lip; upper or lower 
jaw malformations (e.g., prognathism); 
enamel hypoplasia (defective 
development); fluorosis (a type of enamel 
discoloration); treatment involving or 
required by supernumerary teeth; and 
anodontia (congenitally missing teeth); 

6. All prescription and non-prescription drugs; 

7. Charges for services performed by a close 
relative or by a person who ordinarily 
resides in the Subscriber’s home; 
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8. Services, procedures, or supplies which 
are not reasonably necessary for the 
care of the Member’s dental condition 
according to broadly accepted 
standards of professional care or which 
are Experimental or Investigational in 
Nature, or which do not have uniform 
professional endorsement; 

9.   Services and/or appliances that alter 
the vertical dimension, including, but 
not limited to, full mouth rehabilitation, 
splinting, fillings to restore tooth 
structure lost from attrition, erosion or 
abrasion, appliances or any other 
method; 

10. Procedures which are principally 
cosmetic in nature, such as bleaching, 
veneers, and personalization or 
characterization of dentures; 

11. The replacement of an appliance (i.e., 
a denture, partial denture, space 
maintainer, crown, onlay, etc.) within 
five (5 years) of it’s installation;  

12. Myofunctional therapy; biofeedback 
procedures; athletic mouth guards; 
precision or semi-precision attach- 
ments; denture duplication; oral 
hygiene instruction; treatment of jaw 
fractures; sealants;  

13. Orthognathic surgery, including but not 
limited to, osteotomy, ostectomy, and 
other services or supplies to augment 
or reduce the upper or lower jaw; 

14. Charges for services in connection with 
orthodontia; 

15. Alloplastic bone grafting materials; 

16. Bone grafting done for socket 
preservation after tooth extraction or in 
preparation for implants; 

17. Charges for temporary services are 
considered an integral part of the final 
dental service and will not be separately 
payable; 

18. Extra-oral grafts (i.e., the grafting of tissues 

from outside the mouth to oral tissues); 

19. Dental services performed in a hospital or 
any related hospital fee; 

20. Any service, procedure, or supply for 
which the prognosis for long-term success 
is not reasonably favorable as determined 
by the Dental Plan Administrator and its 
dental consultants; 

21. For which the Subscriber is not legally 
obligated to pay, or for Covered Services 
for which no charge is made to the 
Subscriber; 

22. Treatment as a result of accidental injury 
including setting of fractures or dislocation; 

23. Treatment for which payment is made by 
any governmental agency, including any 
foreign government; 

24. Charges for prosthetic appliances, fixed or 
removable, which are related to 
periodontal treatment; 

25. Charges for onlays or crowns installed as 
multiple abutments; 

26.  Charges for dental appointments which 
are not kept;  

27. Charges for services incident to any 
intentionally self-inflicted injury;  

28. General anesthesia including intravenous 
and inhalation sedation, except when of 
Dental Necessity; 

 General anesthesia is considered dentally 
necessary when its use is: 

a. In accordance with covered oral 
surgery procedures and generally 
accepted professional standards; and 

b. Not furnished primarily for the 
convenience of the patient, the 
attending Dentist, or other provider; or 

c. Due to the existence of a specific 
medical condition;  

 Patient apprehension or patient anxiety will 
not constitute Dental Necessity. 

 A Dental Plan Administrator reserves the 
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right to review the use of general 
anesthesia to determine Dental Necessity; 

29. Removal of 3rd molar (wisdom) teeth 
other than for Dental Necessity.  Dental 
Necessity is defined as a pathological 
condition which includes horizontal, 
medial or distal impactions, or cystic 
sequelae.  Removal of wisdom teeth due 
to pericornitis alone is not dental 
necessity; 

30. Periodontal splinting of teeth by any 
method including, but not limited to, 
crowns, fillings, appliances or any other 
method that splints or connects teeth 
together; 

31. Any service, procedure, or supply which is 
received or started prior to the Subscriber’s 
Effective Date of coverage. For the purpose 
of this Limitation, the date on which a 
procedure shall be considered to have 
started is defined as follows: 

a.  For full dentures or partial dentures: on 
the date the final impression is taken; 

b.  For fixed bridges, crowns,  
onlays: On the date the teeth  
are first prepared; 

c.  For root canal therapy: on the later of 
the date the pulp chamber opened or 
the date canals are explored to the 
apex; 

d.  For periodontal surgery: on the date 
the surgery is actually performed; 

e.  For all other services: on the date the 
service is performed.  

32. Services provided by an individual or entity 
that is not licensed or certified by the state 
to provide health care services, or is not 
operating within the scope of such license 
or certification, except as specifically 
stated herein. 

Prepayment fees 
Monthly Dues for this Plan are attached to this 
Disclosure Form. 
 

Initial Dues are payable on the Effective Date 

of this Plan, and subsequent Dues are payable 
on the same date of each succeeding month. 
All Dues must be paid to Blue Shield of 
California. Payment of Dues will continue the 
Benefits of this Plan up to the date immediately 
before the next date due, but not after. 

Other charges 
Deductibles, 
Copayments, and 
Benefit Maximums 
Certain Benefits of this Plan require the 
application of deductibles, Copayments, 
and charges in excess of benefit maximums 
and/or may besubject to maximum 
payments. Please refer to the Dental PPO 
Matrix, which is attached to this Disclosure 
Form, to find information regarding the Dues 
for the Plan, the various deductibles, and 
benefit maximums that are applicable to the 
Plan. 

PLEASE READ THE FOLLOWING INFORMATION 
SO YOU WILL KNOW FROM WHOM OR WHAT 
GROUP OF PROVIDERS HEALTH CARE MAY BE 
OBTAINED. 

Choice of dental providers 
With Blue Shield of California’s dental 
plans, you receive greater Benefits 
when using Dental Providers. 

Dental Providers agree to accept the Dental 
Plan Administrator’s payment, plus your 
payment of any applicable deductible and 
Copayment, as payment in full for Covered 
Services. This is not true of non-participating 
Dentists. 

In some instances, the non-participating 
Dentist’s Allowable Amount may be higher 
than the Allowable Amount for a Dental 
Provider; however, if you go to a non-
participating Dentist, your reimbursement for a 
service by that non-participating Dentist may 
be less than the amount billed. The Subscriber is 
responsible for all differences between the 
amount you are reimbursed and the amount 
billed by non-participating Dentists. It is 
therefore to your advantage to obtain dental 
services from participating Dental Providers. 
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Dental Providers submit claims for payment 
after their services have been rendered. These 
payments go directly to the Dental Provider. 
You or your non-participating Dentist also 
submits claims for payment after services 
have been rendered. If you receive services 
from non-participating Dentists, you have the 
option of having payments sent directly to 
the non-participating Dentist or sent directly 
to you. The Dental Plan Administrator will 
notify you of its determination within 30 days 
after receipt of the claim. 

Dentists do not receive financial incentives or 
bonuses from Blue Shield of California. 

A list of Dental Providers located in your area 
can be obtained by contacting the Dental 
Plan Administrator at (888) 702-4171. You may 
also access a list of Dental Providers through 
Blue Shield’s Internet site located at 
blueshieldca.com. 

Liability of Subscriber or enrollee for 
payment 
You are responsible for assuring that 
the Dentist you choose is a Dental 
Provider. A Dental Provider’s status 
may change. It is your obligation to 
verify whether the Dentist you 
choose is currently a Dental Provider; 
in case there have been changes to 
the list of Dental Providers. You are 
also responsible for following the 
precertification of Benefits. 

Continuity of care by a terminated 
provider 
Subscribers who are being treated for 
acute dental conditions, serious chronic 
dental conditions, or who have 
received authorization from a now-
terminated provider for dental surgery 
or another dental procedure as part of 
a documented course of treatment can 
request completion of care in certain 
situations with a provider who is leaving 
the Dental Plan Administrator’s network 
of Participating Dentists. Contact 
Customer Service to receive information 

regarding eligibility criteria and the 
policy and procedure for requesting 
continuity of care from a terminated 
provider. 

Financial responsibility for continuity 
of care services 
If a Subscriber is entitled to receive 
services from a terminated provider 
under the preceding continuity of care 
provision, the responsibility of the 
Subscriber to that provider for services 
rendered under the continuity of care 
provision shall be no greater than for 
the same services rendered by a 
Participating Dentist in the same 
geographic area. 

Reimbursement provisions 
Procedure for filing a claim 

Claims for Covered Services should be 
submitted on a dental claim form which may 
be obtained from the Dental Plan 
Administrator or Blue Shield of California. Have 
your Dentist complete the form and mail it to 
the Dental Plan Administrator service center 
shown on the last page of this booklet. 

The Dental Plan Administrator will provide 
payments in accordance with the provisions 
of the EOC and Health Services Agreement. 
You will receive an Explanation of Benefits 
after the claim has been processed. 

All claims for reimbursement must be 
submitted to the Dental Plan Administrator 
within one year after the month of service. The 
Dental Plan Administrator will notify you of its 
determination within 30 days after receipt of 
the claim. 

Utilization review 
State law requires that Plans disclose to 
Subscribers and providers the process used to 
authorize or deny services under the Plan. 

Blue Shield has completed documentation of this 
process (“Utilization Review”), as required under 
Section 1363.5 of the California Health and 
Safety Code. 
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To request a copy of the document describing 
this utilization review process, call the Member 
Service Department at (800) 585-8111. 

Facilities 
Directories of Dental Providers are available 
on our Web site blueshieldca.com or by 
calling (888) 702-4171. 
Renewal provisions 
 
Blue Shield of California will offer 
to renew the agreement except 
in the following instances: 
1.  Non-payment of Dues; 
2.  Fraud, misrepresentation, or 

omission of information on the 
application; 

3.  Termination of Plan type by Blue 
Shield of California; 

4.  Termination of the Subscriber’s Medicare 
Supplement Plan coverage. 

Termination of Benefits 
Cancellation/reinstatement of the 
agreement 

1.  Blue Shield of California may terminate 
your EOC and Health Services 
Agreement together with all like 
agreements by giving 90 days’ written 
notice. No Subscriber shall be terminated 
individually by Blue Shield of California 
for any cause other than as provided 
under this section. A Subscriber desiring 
to terminate his or her EOC and Health 
Services Agreement shall give Blue Shield 
of California 30 days’ written notice. 

 

The EOC and Health Services Agreement 
may be cancelled by Blue Shield of 
California for false representations to, or 
concealment of, material facts from Blue 
Shield of California in any health statement, 
application, or any written instruction 
furnished to Blue Shield of California by the 
Subscriber at any time before or after 
issuance of the EOC and Health Services 
Agreement, or fraud or deception in 
enrollment. The EOC and Health Services 

Agreement may also be cancelled if the 
Subscriber fails or refuses to provide access 
to documents and other information that 
was provided in the application for 
coverage. 

Cancellation in such instances shall be 
effective as of the original Effective Date of 
coverage, without prior notice to the 
Subscriber. 

Blue Shield of California may terminate the 
EOC and Health Services Agreement for 
cause immediately upon written notice for the 
following: 

a.  Material information that is false or 
misrepresented information provided on 
the enrollment application or given to Blue 
Shield of California; 

b.  Permitting use of your Blue Shield of 
California ID card by someone other than 
yourself to obtain services; 

c.  Obtaining or attempting to obtain services 
under the EOC and Health Services 
Agreement by means of false, materially 
misleading, or fraudulent information, acts, 
or omissions; 

d.  Abusive or disruptive behavior which (1) 
threatens the life or well-being of Blue 
Shield of California personnel and 
providers of services; or (2) substantially 
impairs the ability of 

Blue Shield of California to arrange for 
services to the Subscriber; or (3) 
substantially impairs the ability of providers 
of service to furnish services to the 
Subscriber or to other patients. 

e.  Blue Shield of California may terminate this 
Agreement for cause upon thirty (30) days’ 
written notice if the Subscriber moves out 
of California. 

Blue Shield of California shall, within 30 days 
of the notice of termination or cancellation, 
return to the Subscriber the amount of 
prepaid Dues, if any, minus any monies paid 
by Blue Shield of California for incurred claims 
that Blue Shield of California determines will 
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not have been earned as of such terminating 
date. However, Blue Shield of California 
reserves the right to recoup all payments 
from the Subscriber for incurred charges, 
which exceed the Dues, paid by the 
Subscriber, if the EOC and Health Services 
Agreement is cancelled for fraud or 
deception. 
 

2.  Cancellation of the EOC and Health 
Services Agreement for nonpayment of 
Dues: 

 
If the EOC and Health Services Agreement is 
being cancelled because of failure to pay 
the required Dues when due, then 
coverage will end retroactively back to the 
last day of the month for which Dues were 
paid. This retroactive period will not exceed 
60 days from the date of mailing of the 
Notice Confirming Termination of Coverage. 
Blue Shield of California will provide notice in 
a Prospective Notice of Cancellation if Dues 
have not been received. This notice will 
provide the following information: 

1. That Dues due have not been paid, and 
that the EOC and Health Services 
Agreement will be cancelled if the 
required dues are not paid within 15 days 
from the date the Prospective Notice of 
Cancellation is mailed; 

2. The specific date and time when coverage 
will end if Dues are not paid; 

3.    Information regarding the consequences of 
any failure to pay the Dues within 15 days. 

Within five (5) business days of 
canceling or not renewing the EOC 
and Health Services Agreement, Blue 
Shield of California will mail a Notice 
Confirming Termination of Coverage, 
which will provide the following: 
a. That the EOC and Health Services 

Agreement has been cancelled, 
and the reasons for cancellation; 

b. The specific date and time 
when coverage ended; 

c. Information regarding the availability of 

reinstatement of coverage under the EOC 
and Health Services Agreement. 

3. Cancellation for any reason of a Blue 
Shield dental plan (by yourself or Blue 
Shield), requires a wait period of 12 
months from the date of cancellation 
before a Subscriber can reapply. 

Grievance process 
Blue Shield of California has established a 
grievance procedure for receiving, resolving, 
and tracking subscribers’ grievances with Blue 
Shield of California. For more information on this 
process, see the Grievance Process section of 
the EOC. 

Ratio of dental services 
The minimum target loss ratio of premium costs 
to dental services excluding copayments, 
deductibles, and any member expenses is 
estimated to be 60%. This ratio was calculated 
after provider discounts were applied. 

External independent medical review 
State law requires Blue Shield to disclose to 
members the availability of an external 
independent review process when your 
grievance involves a claim or services for 
which coverage was denied by Blue Shield or 
by a Dental Provider in whole or in part on 
the grounds that the service is not a dental 
necessity or is experimental or investigational. 
You may choose to make a request to the 
Department of Managed Health Care to 
have the matter submitted to an 
independent agency for external review in 
accordance with California law. For further 
information about whether you qualify, or for 
more information about how this review 
process works, see the External Independent 
Medical Review section in the EOC. 

Department of Managed Health 
Care review 
The California Department of Managed 
Health Care is responsible for regulating 
healthcare service plans. If you have a 
grievance against your health Plan, you 
should first telephone your health Plan at the 
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Customer Service number in your EOC, and 
use your health Plan’s grievance process 
before contacting the Department. Utilizing 
this grievance procedure does not prohibit 
any potential legal rights or remedies that 
may be available to you. If you need help with 
a grievance involving an emergency, a 
grievance that has not been satisfactorily 
resolved by your health Plan, or a grievance 
that has remained unresolved for more than 
30 days, you may call the Department for 
assistance. You may also be eligible for an 
independent medical review (IMR). If you are 
eligible for IMR, the IMR process will provide an 
impartial review of medical decisions made 
by a health plan related to the medical 
necessity of a proposed service or treatment, 
coverage decisions for treatments that are 
experimental or investigational in nature, and 
payment disputes for emergency or urgent 
medical services. 
 

The Department also has a toll-free telephone 
number (888) HMO-2219 and a TTY line, 711. 
The Department’s Internet Web site, 
www.hmohelp.ca.gov, has complaint forms, 
IMR application forms, and instructions online. 
 

In the event that Blue Shield should cancel or 
refuse to renew the enrollment for you or your 
dependents, and you feel that such action 
was due to reasons of health or utilization of 
Benefits, you or your dependents may 
request a review by the Department of 
Managed Health Care Director. 

Confidentiality of personal and health 
information 
Blue Shield is committed to protecting your 
personal and health information in each of 
the settings in which such information is 
received or exchanged. 

When you complete an application for 
coverage, your signature authorizes Blue Shield 
to collect personal and health information that 
includes both your medical information and 
individually identifiable information about you, 
such as your address, telephone number, or 
other individual information. If you become a 

Blue Shield subscriber, this general consent 
allows Blue Shield to communicate with your 
physicians and other providers regarding 
treatment and payment decisions. 

Blue Shield also participates in quality 
measurement activities that may require us to 
access your personal and health information. 
We have policies to protect this information 
from inappropriate disclosure, and we release 
this information only if aggregated or 
encoded. We will not disclose, sell, or otherwise 
use your personal and health information 
unless permitted by law and to the extent 
necessary to administer the health Plan. We will 
obtain written authorization from you to use 
your personal and health information for any 
other purpose. For any of our prospective or 
current members unable to give consent, we 
have a policy in place to protect your rights, 
and that permits your legally authorized 
representative to give consent on your, behalf. 
Blue Shield also will not release your personal 
and health information to your employer 
without your specific authorization, unless such 
release is permitted by law. 

Through its contracts with providers, Blue Shield 
has policies in place to allow you to inspect 
your medical records maintained by your 
provider and, when needed, to include a 
written statement from you. You also have the 
right to review personal and health information 
that may be maintained by Blue Shield. 
 

If you are a prospective, current, or 
former member and need more detailed 
information about Blue Shield’s Corporate 
Confidentiality policy, it is available on Blue 
Shield’s Web site at blueshieldca.com or by 
calling Customer Service. 
 

A statement describing blue 
shield’s policies and procedures 
for preserving the confidentiality 
of medical records is available 

and will be furnished to you upon 
request. 

Access to Information 
Blue Shield of California may need 
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information from medical providers, from 
other carriers or other entities, or from you, 
in order to administer benefits and eligibility 
provisions of this agreement. You agree that 
any provider or entity can disclose to 
Blue Shield of California that information 
that is reasonably needed by Blue Shield of 
California. You agree to assist Blue Shield of 
California in obtaining this information, if 
needed, (including signing any necessary 
authorizations) and to cooperate by 
providing Blue Shield of California with 
information in your possession. Failure to 
assist Blue Shield of California in obtaining 
necessary information or refusal to provide 
information reasonably needed may result 
in the delay or denial of benefits until the 
necessary information is received. Any 
information received for this purpose by 
Blue Shield of California will be maintained 
as confidential and will not be disclosed 
without your consent, except as otherwise 
permitted by law. 

Definitions 
Allowable Amount – The Dental Plan 
Administrator Allowance (as defined below) 
for the Covered Service (or Covered 
Services) rendered, or the provider’s billed 
charge, whichever is less. The Dental Plan 
Administrator Allowance is: 

1.  The amount the Dental Plan 
Administrator has determined is an 
appropriate payment for the Covered 
Service(s) rendered in the provider’s 
geographic area, based upon such 
factors as the Dental Plan Administrator’s 
evaluation of the value of the Covered 
Service(s) relative to the value of other 
Covered Services, market considerations, 
and provider charge patterns; or 

2.  Such other amount as the Participating 
Dentist and the Dental Plan Administrator 
have agreed will be accepted as 
payment for the Covered Service(s) 
rendered; or 

3.  If an amount is not determined as 
described in either 1 or 2 above, the 

amount the Dental Plan Administrator 
determines is appropriate considering 
the particular circumstances and the 
Covered Services rendered. 

Benefits (Covered Services) – Those services 
which a Subscriber is entitled to receive 
pursuant to the terms of the EOC and Health 
Services Agreement. 

Copayment – The fixed dollar amount or a 
percentage of charges that the Subscriber 
pays. The Copayment and deductible are the 
Subscriber’s share of the costs of Covered 
Services. 

Covered Services (Benefits) – Those services 
which a Subscriber is entitled to receive 
pursuant to the terms of the EOC and Health 
Services Agreement. 

Dental Care Services – Necessary treatment on 
or to the teeth or gums, including any 
appliance or device applied to the teeth or 
gums, and necessary dental supplies furnished 
incidental to Dental Care Services. 

Dental Plan Administrator (DPA) – Blue Shield of 
California has contracted with the Plan’s 
Dental Plan Administrators. A DPA is a dental 
care service plan licensed by the California 
Department of Managed Health Care, which 
contracts with Blue Shield to underwrite and 
administer delivery of dental services through 
a network of Participating Dentists. A DPA also 
contracts with Blue Shield to serve as a claims 
administrator for the processing of claims for 
services received from non-participating 
Dentists. 

Dental Provider – A Doctor of Dental Surgery 
who has signed a service contract with the 
Dental Plan Administrator to provide dental 
services to Subscribers. 

Dentist – A duly licensed doctor of dental 
surgery or other practitioner who is legally 
entitled to practice dentistry in the state of 
California. 

Disclosure Form – The Disclosure Form is a 
summary of the Dental PPO Plan. 

Dues – The monthly pre-payment that is made 
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to Blue Shield of California on behalf of each 
Subscriber. 

Effective Date – The date on which an 
applicant, who has met the enrollment and 
prepayment requirements of the EOC and 
Health Services Agreement, is accepted by 
Blue Shield of California as a Subscriber. The 
Effective Date for any endorsement shall be 
the same unless otherwise stated. 

Experimental or Investigational in Nature – 
Any treatment, therapy, procedure, drug or drug 
usage, facility or facility usage, equipment or 
equipment usage, device or device usage, or 
supplies which are not recognized in 
accordance with generally accepted 
professional medical/dental standards as being 
safe and effective for use in the treatment of the 
illness, injury, or condition at issue. Services which 
require approval by the federal government or 
any agency thereof, or by any state 
government agency, prior to use and where 
such approval has not been granted at the time 
the services or supplies were rendered, shall be 
considered Experimental or Investigational in 
Nature. Services or supplies which themselves 
are not approved or recognized in accordance 
with accepted professional medical/dental 
standards, but nevertheless are authorized by 
law or by a government agency for use in 
testing, trials, or other studies on human patients, 
shall be considered Experimental or 
Investigational in Nature. 

Limitation – Means any provision other than an 
exception or a reduction, which restricts 
coverage under the Plan. 

Participating Dentist – A Doctor of dental 
surgery who has signed a service contract with 
the Dental Plan Administrator to provide dental 
services to Subscribers. 

Plan – The Blue Shield of California Dental PPO 
Plan. 
Subscriber – An individual who satisfies the 
eligibility requirements of the agreement, and 
who is enrolled and accepted by Blue Shield 
of California as a Subscriber, and has 
maintained Plan membership in accord with 

the EOC and Services Agreement. 



 

 

Dental PPO Matrix 
This matrix is a summary only. The Disclosure and Plan Contract should be consulted for a 
detailed description of coverage Benefits and limitations. 

THIS CONTRACT IS NOT A MEDICARE SUPPLEMENT. If you are eligible for Medicare, review 
the Guide to Health Insurance for People with Medicare available from the company. 

 
 

Dental PPO 1000 Dental PPO 1500

Non- 
Participating  Participating 
Dentist Dentist

Non- 
Participating  Participating 
Dentist Dentist

Deductible $75/person $50/person
Calendar-year 
maximum

$1,000 ($750 may be used 
for non-network dentists)

$1,500 ($1,000 may be used 
for non-network dentists)

Diagnostic and 
preventive care 
(not subject to plan 
deductibles with network 
dentists; includes routine oral 
exams, X-rays, and cleanings)

100% 50% 100% 80%

Basic Services (includes 
anesthesia, emergency treatment 
to relieve pain, restorative 
dentistry, sealants, and space 
maintainers)

50% 50% 80% 70%

Major Services2 

12-month waiting period for Dental 
PPO 1500 and 6-month waiting 
period for Dental PPO 1000 
(includes crown buildups, crowns, 
prosthetics, onlays, jackets, posts 
and cores, and veneers)

50% 50% 50% 50%

1 The coinsurance percentage indicated is a percentage of allowed amounts that 
we pay to providers. Non-network providers can charge more than our Allowable 
Amount. When members use non-network providers, they must pay the applicable 
Copayment/coinsurance plus any amount that exceeds our Allowable Amount. 
Charges in excess of the Allowable Amount do not count toward the calendar- 
year deductible or copayment maximum. 

2 Dental PPO 1500 members have a 12-month waiting period and Dental PPO 1000 
members have a 6-month waiting period for major restorative services and 
procedures (such as crowns), and removable fixed prosthetics. 

 
 
 
 



 

 

 
 
 

Monthly rates

Dental PPO 1000 Dental PPO 1500
Individual $32.10 $49.80

 
 
 
              
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 
 
Claims submission information 
For pre-admission review and for claims 
submission and information contact 
Blue Shield of California. 

 
By phone, call Dental Customer Services at 
(888) 679-8928 

 
By mail, please direct correspondence to: 
Blue Shield of California 
P.O. Box 272590 
Chico, CA 95927-2590 
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Blue Shield Life’s dental plans are 

Administrator’s payment, plus your payment 

Dentists through Blue Shield Life’s Internet 

’s 



 

leaving the Dental Plan Administrator’s 

process (“Utilization 
Review”), 



 



 



 



 

–

–

–



 

60 days’ 



 



 

Subscriber’s satisfaction, the Subscriber 

will initiate on the Subscriber’s behalf. 

“Grievance Form”

the Subscriber’s dissatisfaction

The Department’s Consumer 

– –



 

’S POLICIES AND 

—

—

Administrator’s evaluation of the value of 

—

—

—

—



 

—

—

—

—

—

—

riber’s Domestic Partner who is 

a Subscriber's, spouse’s, or Domestic 
Partner’s unmarried child or child who is 



 

—

have chosen to share one another’s lives 

–

Placing the patient’s health in serious 

—



 

—

—

—

—

—

—

—

—

—
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Blue Shield Life’s vision plans are 

Blue Shield Life’s internet site located Life’



r’s charg

’s cu



surgery. The surgeon’s note must be 

covered by workers’ 



to

“u ion review”),



riber’s coverage 

Subscriber’s membership in the 



days’ written notice by Blue Shield 

 

to the Subscriber’s satisfaction, the 



initiate on the Subscriber’s behalf. 

completed “Grievance Form”

Subscriber’s dissatisfaction

t’s

t’s 

t’s
– –

—

—

—

—

—



A Subscriber's, spouse’s, or 
Domestic Partner’s child (including 

or any other child for 
whom the Subscriber, spouse, or 
Domestic Partner has been 
appointed as a non-temporary legal 
guardian by a court of appropriate 
legal jurisdiction

—



another’s lives in an intimate and 

–

Placing the patient’s health in 

—

—

—

—

—

—

—

—

—



—

the Plan’s Vision Plan Administrator 



Discrimination is against the law
Blue Shield of California complies with applicable state laws and federal civil rights laws, and does 
not discriminate on the basis of race, color, national origin, ancestry, religion, sex, marital status, 
gender, gender identity, sexual orientation, age, or disability. Blue Shield of California does not 
exclude people or treat them differently because of race, color, national origin, ancestry, religion, 
sex, marital status, gender, gender identity, sexual orientation, age, or disability.

Blue Shield of California:
•  Provides aids and services at no cost to people with disabilities to communicate effectively  

with us such as:
 -  Qualified sign language interpreters
 -  Written information in other formats (including large print, audio, accessible electronic 

formats, and other formats)
•  Provides language services at no cost to people whose primary language is not English such as:
 -  Qualified interpreters
 -  Information written in other languages

If you need these services, contact the Blue Shield of California Civil Rights Coordinator.
If you believe that Blue Shield of California has failed to provide these services or discriminated 
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status, 
gender, gender identity, sexual orientation, age, or disability, you can file a grievance with:

Blue Shield of California 
Civil Rights Coordinator 
P.O. Box 629007 
El Dorado Hills, CA 95762-9007
Phone: (844) 831-4133 (TTY: 711) 
Fax: (844) 696-6070 
Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our 
Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the 
U.S. Department of Health and Human Services, Office for Civil Rights electronically through the 
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by mail or phone at: 

U.S. Department of Health and Human Services 
200 Independence Avenue SW. 
Room 509F, HHH Building  
Washington, DC 20201 
(800) 368-1019; TTY: (800) 537-7697

Complaint forms are available at www.hhs.gov/ocr/office/file/index.html.
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Blue Shield of California
Notice Informing Individuals about Nondiscrimination  

and Accessibility Requirements

Blue Shield of California
50 Beale Street, San Francisco, CA 94105



blueshieldca.com

Notice of the Availability of Language Assistance Services
Blue Shield of California



blueshieldca.com


