Quick guide to your health benefits 

Canvas InfoTech Inc. (CIT)

EFFECTIVE 10/01/10

Congratulations on completing your eligibility for medical insurance benefits
through CIT!!!!!

This guide will help you with questions that you might have regarding your medical coverage.
1. Who is our insurance provider?  

Our insurance provider is Blue Shield of California.
2. What is your plan name? 
You have 3 plans to choose from 

· Shield Savings QS 2000/4000 (HSA)

· Shield Spectrum PPO Plan 2000 Value

· Shield Spectrum PPO Plan 500 Value

3. Will I receive an ID card?

You will receive a new ID card from Blue Shield in the mail at your home.  

*If you do not receive your ID card, please contact Expertquote

  Our health Insurance Broker at 408-953-1000 or email terra@expertquote.com
4. What are the benefit details for the medical insurance that I am eligible for?

Please find attached here the health plan details. 
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5. How much will it cost me per month?

Please see the attached rate sheet for all 3 plans, the attached shows cost by age and dependent status.
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6. Who is eligible to enroll?

You, your spouse and/or your children 
7. How much will CIT contribute?

Employer contribution to your monthly premium is $100 per month for employee only and $100 per month for your spouse.
Suppose you were to elect the PPO 2000 Value plan, the cost is $149 per month.  CIT will contribute $100 per month, so your monthly cost would be $49 per month.
8. Is dental insurance covered in the plan?
Dental coverage is not offered at this time

9. What is my deductible?
The deductible is based on your plan selection.  If you elect the $2,000 value plan or the $2,000 Savings plan then your deductible is $2,000 before the Blue Shield will pay for claims.  If you elected the $500 value plan, then your deductible is $500.  This is very important for you to register.  What this means to you is that the deductible is “your” out of pocket responsibility for most services before Blue Shield will begin to pay claims on your behalf. 

10. Is vision insurance covered in the plan?

There is a complimentary vision “discount program” available to you that enables employees to receive a 20% discount on the following services/products only when dispensed from a participating provider.  Please contact Blue Shield 
· Routine Eye Examinations 

· Lenses 

· Frames 

· Photocromatic lenses 

· Tints and Coatings 

So, if you visit a vision doctor – when an employee receives treatment at a participating provider, and the bill is $200, the provider will accept payment of $160 for services rendered.  No claim forms need to be filed with Blue Shield.

Please see the attachment for the vision provider in California Bay Area
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However, if you are not local to California Bay Area, you can search the vision care providers online by following the steps in the attached document. 
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11. What is my deductible?
It depends on the plan you have selected.  For example the 2,000 value and the 2,000 savings plan have a $2,000 deductible.  The value plan is $2,000 deductible per member for “each” dependent.  The $2,000 savings could be a $4,000 deductible with dependents because it’s $2,000 x 2 max.  The $500 value plan is a $500 deductible per member.
12. What are the free preventive checks available with insurance health care plan?

Please find attached here the preventive health care plan details.
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These preventive checks are free!
13. When will my insurance start?

After becoming an employee of CIT we need to submit application of your insurance within 1 month of your joining date. Suppose, if you join on 15th January 2011 and if we submit your application before 31st January 2011 then the insurance will be effective from 1st February 2011.
After becoming an employee of CIT, we have to submit your completed application within one month of your joining date. There is no option in this plan for your effective date of insurance to be that of your joining date. The effective date of your enrollment in the insurance plan will be the soonest effective date possible following your employment with Canvas InfoTech Inc.
If we do not submit the application for the insurance within one month of the joining date, then employee will need to wait until next open enrollment period (which is October of next year). So, please take special note of this that you HAVE TO get your application to us within 1 month of joining us.

14. What are customer care numbers for Blue shield?
· Customer Service (888) 852-5345

· Hospital Pre-admission and Pre-service review: (800) 343-1691

· To locate providers outside California: (800) 810-2583

· To locate providers outside of United States: (800) 810-2583

(call before traveling)

· Mental Health Providers in California: (877) 214-2928

· Mental Health Providers outside of California: (800) 810-2583

· Lifepath Advisers: call (866) 543-3728

· TDD: call (866) 216-9926
15. What is our group plan number?

Our group number is based on your plan selection.  Employee will get his subscriber number from Blue Shield.  If you don’t get subscriber cards from Blue Shield, call our client concierge at Expertquote at 408-953-1000.
16. Great!  How do I get started on my insurance benefits?

You need to fill up the following forms and scan them and send it to HR at hr@canvasinfotech.com.
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· (Note about filling out this 6 page form: In this form, fill out everything to the best of your ability)

· Do not mark any option on Page 1 of 6. (Like Access Baja HMO, Dental PPO, Dental HMO).  In fact, leave the entire page 1 of 6 untouched.

· On page 3 of 6: For “Employer (Group) name”, write: Canvas InfoTech Inc..  For “Group Number” leave blank.
· Do not fill out hire date on Page 3 of 6 (as this date will be filled out for you by Canvas InfoTech Inc.’s HR Department). Also, leave the field “Life/AD&D amount” field blank.

· Leave the “Access+ HMO and Added Advantage POS- name of Personal Physician” section blank

· For Section 2 on page 3 of 6, Check the plan option you have selected to enroll on.
· On Page 5 of 6, leave “Life Insurance Beneficiary” section blank.

· Note that since we do not offer Dental insurance (yet), please do not mark any dental option anywhere.

17. What to do if I do not want insurance?

You may waive coverage by filling out page 6 of the enrollment form (attached above).  Please indicate why you are waiving coverage for you and/or your dependents and sign. 

18.  What to do if you are adding your new born in the insurance? What happens to 
 the deductible? Does your deductible go up?
You have to let CIT know after baby is born, (Insurance covers the baby for 30 days after baby is born.)

Once a newborn is born, the employee has 30 days to complete an application and request the child be added to the plan. Once the child is added it will be covered from the time of birth on. Depending who is covered under the plan now, once the child is added the premium amount may increase as well. 

19. How much will be the new premium after adding the new born?

Please see the document to get a complete quote. 
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18. What form I need to fill to request to add my dependent.

You need to fill a subscriber change request form and send it to your employer no later than 20 days after the birth of the baby, so that we as your employer have 10 days in hand to send the necessary documents to the insurance company.
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19. What if Consultant add newborn as dependant does his/her insurance cycle start 
as new and they have to again meet the deductible or their insurance carries on until the end of the current insurance cycle? 

The deductible amount goes from January 1 to December 31. So it would depend on the plan selected.  If you selected one of the Value plans; then your dependents would have a per member deductible.  If you are enrolled on the savings plan then your deductible would double and both deductibles would need to be satisfied in order for the carrier to start paying for your claims.
20. Can an employee, who was previously with another insurance carrier, join the 
company’s health insurance plan, say after 5 months of beginning employment?

Answer: Typically an employee can only enroll in or change plans during their period of initial eligibility (eg new hire) or open enrollment.  However, an employee MAY be eligible to enroll outside of these two periods if there is a qualifying event, such as the employee had been on their spouse's coverage and that coverage was lost.  If an employee does meet the qualifying event criteria, the rate would be at the current rate the group has with the carrier.  The effective date of coverage would typically be the first of the month following the "event" or enrollment, same as with new enrollees

_1354447547.doc
This document will help you to find the vision provider covered in your insurance with Canvas InfoTech Inc.

1. Click on the below mentioned link.


https://www.geoaccess.com/BSCA/po56/Begin.asp

      2. Click on “Find a vision care provider”.
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3.   1st Dropdown menu should be populated with:  Shield Spectrum PPO

      2nd Dropdown menu should be populated with: Routine Care – Discount Vision Program
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4.    Click on search (after adding your personal details)
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5. You will see the list of the vision care providers according to search.
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It is very important that all questions be answered. Missing information may delay processing.
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1.	 Provide the employee data requested.


2.	� Check the box(es) to indicate your coverage 
selection, and fill in plan name as appropriate. 
(Example:	c Dental HMO® Basic
         or	 c �Vision Standard 0/0/130)


3.	� Provide the Social Security number for each 
member enrolling.


4.	� Check the “Enroll in Medical Plan” box for each 
dependent listed in this section. In the space 
provided, list all eligible dependents you wish to 
enroll (including spouse or domestic partner),  
their dates of birth, Social Security number, 
and relationship to the employee. Domestic 
partner coverage is included in all Blue Shield 
group health plans. Please verify eligibility criteria 
with your employer. If selecting Access+ HMO, 
Local Access+ HMO, or Added Advantage POSSM 
Plan, you must choose a Personal Physician. Please 
enter the Provider Number and the name of the 
IPA or Medical Group. Refer to the HMO provider 
directory at blueshieldca.com for the identification 
number. Please note the important dental plan 
enrollment guidelines described at right.


	� Dependent children may be eligible if less than  
26 years of age. Dependent children over the  
age of 25 who are disabled may be eligible 
for continued benefits under a group plan 
providing the child is incapable of self-sustaining 
employment and chiefly dependent on the 
subscriber, spouse, or domestic partner for 
support and maintenance. A HIPAA certificate 
from the prior group carrier and a Physician’s 
written certification of disability must be submitted 
(Form C3674) with the application for enrollment. 
Certification of continued disability is required to 
maintain eligibility.  


	 c Access Baja HMO


	 •   �To enroll in the Access Baja HMO, you must live 
or work within the Access Baja service area to 
ensure reasonable access to care.


	 •   �Refer to the Access Baja HMO Provider and 
Pharmacy Directory for selection of primary 
care physician and service area information.


You must understand the standards of care as reflected 
in the Disclosure Form. Dental and Life insurance are 
not available with Access Baja plans.


Important dental plan enrollment guidelines
You must check the “Enroll in Dental Plan Coverage” 
box for each dependent listed in Section 3 of the 
Employee Application in order for each dependent 
to be covered. Employees may elect to enroll any 
number of their dependents in a Blue Shield of 
California Dental PPO or Dental HMO plan.


	 c Dental PPO


	 •	� Employee enrollment in a Blue Shield of California/ 
Blue Shield of California Life & Health Insurance 
Company (Blue Shield Life) health plan is not 
required to select dental PPO coverage. 


	 c Dental HMO


	 •	� Employee enrollment in a Blue Shield of 
California/Blue Shield Life health plan is not 
required to select dental HMO coverage.


	 •	� To enroll in a dental HMO plan, you must live 
or work sufficiently close to a participating 
dental provider to ensure reasonable access 
to care, as determined by the plan.


	 •	� Refer to the dental HMO dental provider  
directory for service areas


	 •	� If selecting a dental HMO plan, you must list the 
identification number of the dental provider 
you have selected. Refer to the dental HMO 
dental provider directory at blueshieldca.com 
for the identification number. Assignment must 
be to a provider, not an office.


5.	� In the “Life Insurance Beneficiary” section, enter 
the name of the person who is to receive the 
group life insurance benefit, his or her relationship 
to the employee, and his or her current address.


6.	� The employee must sign and date the authoriza-
tion for payroll deduction and disclosure of 
personal and health information. Blue Shield of 
California/Blue Shield Life cannot process the 
application without a signed authorization.


Employee application


Blue Shield of California and Blue Shield  
of California Life & Health Insurance Company


Blue Shield plans for groups with 2 to 50 eligible employees


Effective October 1, 2010


3


3
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Refusal of Coverage form
This form (located on the last page of this application)  
is to be used for all employees who decline coverage 
for themselves or their dependents. This form is not 
required for dental or life insurance only applications.


Enter the employee name, Social Security number, 
the employer (group) name, date of full-time hire, 
and marital status. Check the appropriate box if you, 
your spouse, domestic partner, or dependent(s) are 
declining health and/or dental coverage. Check the 
box that meets your reason for refusing coverage for 
you, your spouse, or dependent(s). Indicate the name 
of the other health and/or dental insurance carrier 
with whom you or your dependents have coverage.  
Sign and date if you have refused personal or 
dependent coverage.


The pre-existing condition exclusion
The Health Insurance Portability and Accountability 
Act of 1996 (HIPAA) is a federal law that limits when 
coverage may be excluded for pre-existing condi-
tions. Under the law, if a person’s health coverage 
terminates, and he or she enrolls in new health 
coverage within 63 days (excluding any waiting 
period), the new coverage must credit the time he 
or she was enrolled in the prior coverage towards 
the new coverage’s pre-existing condition exclusion. 
In addition, the state law requires that the time a 
person was enrolled in prior coverage be credited 
if he or she enrolls in new coverage within 180 days 
(excluding any waiting period) if the “prior credit-
able coverage” was employer-sponsored coverage.


The Shield Spectrum PPO plans, the Shield Savings 
plans and the Blue Shield Life Active ChoiceSM 
plans exclude pre-existing conditions. Pre-existing 
conditions are covered only after you have been 
continuously covered for six (6) consecutive months, 
including your present employer’s waiting period, if 
any. The pre-existing condition does not apply to: 


•	� Pregnancy benefits; 


•	� Newborns or adopted children who had prior 
creditable coverage within thirty (30) days of 
their birth, adoption, or placement for adoption, 
and who enrolled in one of the Blue Shield of 
California or Blue Shield Life plans within sixty-
three (63) days of that prior creditable coverage 
(excluding any waiting period);


•	 Any enrollee under the age of 19


•	� Employees and dependents who were validly 
covered under the present employer’s previous 
group health coverage for six consecutive 
months when that coverage was terminated, and 
who are enrolled on the original effective date 
of the Blue Shield of California or Blue Shield Life 
health plan within 60 days of the termination of 
that previous coverage.


To get credit for any prior creditable coverage, obtain 
a Certificate of Creditable Coverage from your prior 
employer, insurer, or health plan, and submit the 
certificate to Blue Shield of California/Blue Shield Life.  
If assistance is required, please contact your Blue Shield 
Customer Service Representative.


Blue Shield of California/Blue Shield Life protects the 
confidentiality and privacy of your personal and 
health information. Personal and health information 
includes both medical information and individually 
identifiable information, such as your name, address, 
telephone number, and Social Security number.  
We will not disclose this information, except as 
permitted by law.
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Employee application


Blue Shield of California and Blue Shield  
of California Life & Health Insurance Company


Employee application (for 2 to 50 employees) Do not write in shaded area


B/U OED RSN S TOC NP PKG


1 Employee information (please type or print clearly, and use black ink) If you, your spouse, or 
your dependent(s) are refusing coverage, please complete and sign the Refusal of Coverage form at the end of this application.


Social Security number Employer (group) name Group number


Last name First name MI


Home address Apt


City State ZIP


Mailing address (same as home address c  ) Apt


City State ZIP


Work phone
(               ) 


Home phone
(               )


E-mail address


Full-time hire date (Mo./Day/Yr.) Job title Life/AD&D insurance amount


How would you prefer we contact you? Select one of the following:  c E-mail    c Standard mail    Telephone:  c Home  c Work
Blue Shield will use your preferred method when possible. 


Are you a full-time employee, actively working at least 30 hours per week for this employer?  c Yes   c No   


Are you a part-time employee working at least 20 hours per week for this employer?  c Yes   c No   If no, please explain.


Date of birth Sex Marital status:  c Single    c Married    c Domestic partner


Month Day Year c Male
c Female


Language preference  c English    c Spanish    c Chinese    c Vietnamese  
                                 c Other:


Height	 Weight Check yes if additional sheet(s) is attached to this application  c Yes


Do you have eligible dependents?  c Yes   c No    How many? ____________     How many are enrolling? ____________   
Are any eligible dependents not enrolling on this plan covered by any form of health insurance?  c Yes   c No
Please complete the Refusal of Coverage form included in this application for eligible dependents that are not enrolling.


2 Plan Selection
Medical benefit plans
Access+ HMO  c 5   c 10   c 15   c 20   c 20 Value   c 30   c 25   c 40     Local Access+ HMO  c 20 Value   c 30


Shield Spectrum PPO  c Zero Deductible   c 250 Premier   c 250 Standard   c 500 Premier   c 500 Standard1   


c 1000   c 500 Value1   c 750 Value1,4   c 30001   c 1000 Value1,4   c 1500 Value1,4   c 2000 Value1,4,5


Shield Savings2  c 1800/36001,4   c 2000/40001,4   c 2250/4500   c QS 2000/4000   c 3000/60001   c 25001   


c 48001   c QS 3000/6000   c QS 48001     Added Advantage POS  c      Active Choice1  c 750   c 500     


Access Baja HMO  c 5   c 10    Other  c  _____________________________________________________________


Optional benefits
Check plan(s) and fill in names as appropriate


c Dental PPO plan__________________
c Dental HMO plan_________________
c Vision plan______________________
c Life/AD&D Insurance3______________  
c �Dependent Life Insurance/Amt. 


(max $5,000)_____________________  
c Other__________________________


HMO/POS Personal Physician name Provider number IPA/MG No. Existing patient?
 c Yes   c No


Dental HMO Provider name Dental Provider number (Do not use office number)
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c New group enrollment   c New hire
c Family addition   c Re-hire   c Late enrollment
c Special enrollment period


1	 Underwritten by Blue Shield of California Life & Health Insurance Company. 
2	 Shield SavingsSM plans are HSA-eligible high-deductible health plans.
3	 Group term life insurance for groups of 2 to 9 eligible employees is administered and underwritten through a small group employer trust. 
4	� Shield Spectrum PPO Plan 750 Value, Shield Spectrum PPO Plan 1000 Value, Shield Spectrum PPO Plan 1500 Value, Shield Spectrum PPO Plan 2000 Value,  


Shield SavingsSM 1800/3600 and Shield SavingsSM 2000/4000 are pending regulatory approval.
5	 Prescription drug coverage for this plan only provides coverage for generic drugs and specifically excludes coverage for brand name prescriptions
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Applicant’s full name Social Security number


3 Dependent Information: Access+ HMO, Local Access+ HMO, and Added Advantage POS applicants must select a Personal Physician in the 
Blue Shield Access+ HMO Physician and Hospital Directory. Dental HMO applicants must select a dental provider listed in the dental HMO 
provider directory. You may choose a different Access+ HMO or Local Access+ HMO Personal Physician for each family member. Be sure to 
include each physician’s provider number and IPA number, as well as each dental provider number. For Access Baja HMO, please see Page 1. 


Dependent’s name and address if different from employee


c Spouse	 c Domestic partner      c Male	 c Female Date of marriage/domestic partnership


Social Security number Date of birth (mm/dd/yy) Height Weight Disabled? 
 	 c Yes   c No


First name Last name MI


Enroll in:   �c Health plan   c Dental plan   c Vision plan    c Life insurance


HMO/POS Personal Physician name Provider number IPA/MG No. Existing patient?


c Yes  c No


Dental HMO Provider name Provider number (do not use office number)


c Son     c Daughter     


Social Security number Date of birth (mm/dd/yy) Height Weight Disabled? 
 	 c Yes   c No


First name Last name MI


Enroll in:   �c Health plan   c Dental plan   c Vision plan    c Life insurance


HMO/POS Personal Physician name Provider number IPA/MG No. Existing patient?


c Yes  c No


Dental HMO Provider name Provider number (do not use office number)


c Son     c Daughter     


Social Security number Date of birth (mm/dd/yy) Height Weight Disabled? 
 	 c Yes   c No


First name Last name MI


Enroll in:   �c Health plan   c Dental plan   c Vision plan    c Life insurance


HMO/POS Personal Physician name Provider number IPA/MG No. Existing patient?


c Yes  c No


Dental HMO Provider name Provider number (do not use office number)


c Son     c Daughter    


Social Security number Date of birth (mm/dd/yy) Height Weight Disabled? 
 	 c Yes   c No


First name Last name MI


Enroll in:   �c Health plan   c Dental plan   c Vision plan    c Life insurance


HMO/POS Personal Physician name Provider number IPA/MG No. Existing patient?


c Yes  c No


Dental HMO Provider name Provider number (do not use office number)
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Applicant’s full name Social Security number


4 Does any person applying for coverage currently have health insurance coverage?   c Yes   c No
If yes, Proof of Coverage must be submitted. (See below.)


Has any person applying for coverage had health insurance coverage at any time in the past six (6) months?   c Yes   c No
If yes, applicant/family member names: 


Type of coverage:    c Group   c Individual   c Other (specify):


Insurance company:


Date coverage began:


Policy/ID No.:


Date ended:


Is any person applying for coverage currently enrolled with Medicare?   c Yes   c No


If yes, name: 	  Please provide copy of Medicare card.


To get credit for any prior creditable coverage, obtain Proof of Coverage in the form of a Certificate of Creditable 
Coverage from your prior employer, insurer, or health plan, and submit the certificate to Blue Shield of California/ 
Blue Shield Life. If assistance is required, please contact your Blue Shield Customer Service Representative.


5 Life insurance beneficiary


Name


Relationship to applicant


Street address


City State ZIP


Disclosure statement and authorization: The following section is to be signed by all 
employees applying for coverage
6 Disclosure of personal and health information. Blue Shield of California or Blue Shield of California Life & Health Insurance 


Company (collectively, “Blue Shield”) understand the importance of keeping your and your dependents’ personal and health information 
private. Blue Shield protects this information in electronic, written, and oral forms when used throughout our company. Blue Shield will 
not disclose this information without your authorization except as permitted by law. 
For the purpose of administering your Blue Shield coverage, Blue Shield is permitted by state and federal law to obtain your and your 
dependents’ health information from a healthcare provider, insurer, insurance support organization, health plan, or your insurance 
agent. Also, by state and federal law, Blue Shield is permitted to disclose your and your dependents’ health information to a healthcare 
provider, insurer, insurance support organization, health plan, or your insurance agent. 
A complete explanation of Blue Shield’s policies and procedures (“Notice of Confidentiality and Privacy Practices”) for preserving the 
confidentiality of your personal and health information is available and will be furnished to you upon request by calling the Customer 
Service Department or by accessing Blue Shield’s Web site.  


* I agree: All information on this form is correct and true to the best of my knowledge and belief. I understand that it is the 
basis on which coverage may be issued under the plan. I understand that if I have committed fraud or made an intentional 
misrepresentation of any material fact that my coverage may be cancelled or, following notice, my employer’s contract rescinded. 
I further authorize my employer to deduct from my earnings the contribution (if any) required toward the cost of this plan.
I understand that coverage does not become effective until this and my employer’s application have been approved by  
Blue Shield of California/Blue Shield of California Life & Health Insurance Company (“Blue Shield Life”).


Signature of employee Date


Print employee name Date
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Refusal of personal coverage (Complete if you, your spouse, domestic partner, or dependent(s) are refusing 
your employer’s Blue Shield of California/Blue Shield of California Life & Health Insurance Company health and/or 
dental plan coverage.) Please type or print. Use black ink.


Employee name Social Security number


Employer (group) name Hire date


Marital status	 Married   c Yes   c No
	 Domestic partnership   c Yes   c No


Job title


Are you a full-time employee, working at least 30 hours per week for this employer?	 c	 Yes	 c	 No   
Are you a part time employee, working at least 20 hours per week for this employer?	c	 Yes	 c	 No   
If no, please explain: 


Declining coverage for:


I decline health plan coverage for:
c  �Myself and all dependents
	 c  My spouse/domestic partner
	 c  My children
	 c  My spouse/domestic partner and children
	 c  The following dependents only:


If dental plan offered, I decline dental plan coverage for:
c  �Myself and all dependents
	 c  My spouse/domestic partner
	 c  My children
	 c  My spouse/domestic partner and children
	 c  The following dependents only:


If vision plan offered, I decline vision plan coverage for:
c  �Myself and all dependents
	 c  My spouse/domestic partner
	 c  My children
	 c  My spouse/domestic partner and children
	 c  The following dependents only:


Reason for declining coverage


OTHER EMPLOYER HEALTH COVERAGE
c  Enrolling as a dependent on this group health plan
c  Covered by this employer’s other health plan 
c  �Covered by another employer’s health plan (e.g., through 


your spouse/domestic partner) 


	� Carrier name


	 ID number


c  Covered by TRICARE


OTHER NON-EMPLOYER HEALTH COVERAGE
c  �Covered by an individual health or dental plan 


	� Carrier name


	 ID number


c  Medicare, Medi-Cal, Healthy Families program
c  �Covered by another dental plan 


	� Carrier name


	 ID number


c  �Other 


I acknowledge that the coverage available to me has been explained to me by my employer, and I know that I have every right to enroll in this coverage 
and I have decided not to enroll myself and/or my dependent(s), if any. I now decline to enroll myself, my spouse/domestic partner and/or my dependent(s) 
in my employer’s Blue Shield of California/Blue Shield Life health plan. I have made this decision voluntarily, and no one has tried to influence me or put 
any pressure on me to decline coverage.
If I am declining enrollment for myself or my dependents because of other health coverage or because the employer stops contributing toward this 
coverage, I acknowledge that I may be able to enroll myself and my dependents in this plan if I request enrollment within 31 days (60 days if loss of Medi-
Cal or Healthy Families coverage) after my or my dependents’ other coverage ends or after the employer stops contributing toward the other coverage. 
In addition, if I acquire a new dependent as the result of marriage/domestic partnership, birth, adoption or placement for adoption, I acknowledge that 
I, and my dependents, may request enrollment in my employer’s health plan by applying for that coverage within 31 days of the marriage/domestic 
partnership, birth, adoption, or placement for adoption. I also acknowledge that if I, or my dependents, become eligible for the Healthy Families or the 
Medi-Cal Premium Assistance Programs, I or my dependents may request enrollment in my employer’s health plan by applying for coverage within 60 days 
of the notice of eligibility for these premium assistance programs.
If I have indicated above that the reason for declining coverage for myself or my dependent(s) is coverage under another employer health benefit plan, I 
acknowledge that, if I or my dependent(s) involuntarily lose coverage under the other employer health benefit plan, I must request enrollment for myself 
and/or my dependent(s) in my employer health benefit plan within 31 days. Otherwise, I understand I may not enroll myself and/or my dependents in my 
employer’s health plan until the earlier of the end of my employer’s next open enrollment period or 12 months.


Signature of employee Date


Employers must retain a copy of any signed personal refusal of coverage for their records.
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Employee Worksheet


Blue Shield Shield Savings QS 2000/4000 Eff Date: 10/01/2010 Zip: 94587 Region: 3 RAF: 1.1
Age Min Age Max Employee Employee/Spouse Employee/Child(ren) Employee/Family
17 29 $240.00 $661.00 $524.00 $815.00
30 39 $298.00 $729.00 $589.00 $939.00
40 49 $410.00 $843.00 $639.00 $1,080.00
50 54 $557.00 $1,151.00 $756.00 $1,279.00
55 59 $694.00 $1,435.00 $889.00 $1,566.00
60 64 $907.00 $1,807.00 $1,092.00 $1,967.00
65 99 $1,112.00 $2,486.00 $1,301.00 $2,554.00
65 99 - Med $535.00 $1,909.00 $724.00 $1,977.00


Blue Shield Spectrum PPO 2000 Value Eff Date: 10/01/2010 Zip: 94587 Region: 3 RAF: 1.1
Age Min Age Max Employee Employee/Spouse Employee/Child(ren) Employee/Family
17 29 $149.00 $411.00 $327.00 $508.00
30 39 $183.00 $448.00 $366.00 $584.00
40 49 $255.00 $519.00 $391.00 $667.00
50 54 $344.00 $711.00 $469.00 $789.00
55 59 $429.00 $886.00 $545.00 $966.00
60 64 $558.00 $1,109.00 $675.00 $1,214.00
65 99 $685.00 $1,532.00 $804.00 $1,580.00
65 99 - Med $331.00 $1,178.00 $449.00 $1,226.00


Blue Shield Spectrum PPO 500 Value Eff Date: 10/01/2010 Zip: 94587 Region: 3 RAF: 1.1
Age Min Age Max Employee Employee/Spouse Employee/Child(ren) Employee/Family
17 29 $264.00 $712.00 $572.00 $878.00
30 39 $319.00 $787.00 $634.00 $1,016.00
40 49 $444.00 $908.00 $687.00 $1,162.00
50 54 $608.00 $1,247.00 $815.00 $1,379.00
55 59 $750.00 $1,553.00 $953.00 $1,688.00
60 64 $975.00 $1,942.00 $1,174.00 $2,121.00
65 99 $1,201.00 $2,675.00 $1,401.00 $2,754.00
65 99 - Med $577.00 $2,051.00 $777.00 $2,130.00


Rate Based on ER Zip - 94587 - Employer Contribution - EE: $100 / Dep: $100 - Contribution Period: Monthly


The above rates and benefits are for general information and discussion purposes only and not valid unless approved by the carrier. Final rates are determined by
the carrier's underwriting guidelines and final enrollment. The insurance policy, not general rates and descriptions in this website or printed output, will form the
contract between the insured and the carrier.
Canvas Infotech Effective Date: 10-01-10 Run Date: 10-22-2010 #1957588
E Q - ExpertQuote.com Page 1 of 1 License: 0F65513
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Small Group Subscriber Change Request 
Blue Shield of California and 
Blue Shield of California Life & Health  
Insurance Company


All changes must be received within 31 days of the effective date of change. This form cannot be used for primary care physician 
(PCP) changes – subscriber must call plan directly. Please refer to the phone number on the back of your ID card.


Employee identification – this section must be completed.
Subscriber ID number (from ID card) Group number (from ID card)


Work telephone (          ) Home telephone (          )


Last name First name MI


Home street address


City State ZIP code


Group/employer name:
 


E-mail address


Changes
c  Yes    c  No   Is this a change/correction of address?


c  Yes    c  No   Is the change/correction of address for a dependent?   


If yes, please indicate dependent name and address change: _____________________________________________________________________
_____________________________________________________________________________________________________________________


c  Requested effective date: ____ / ____ / ________


c  Yes    c  No   Correct/change email address to:


c  �Correct my Social Security number to: ____  ____  ____  –  ____  ____  ____  –  ____  ____  ____  ____  
(Copy of Social Security card, a photo ID, a letter of verification from the Social Security office, and a written statement of why 
the employee is requesting the change must be attached)


c  Transfer/add my coverage to:   �c  HMO ______  c  PPO ______  c  POS ______  c  Active ChoiceSM* ______  c  Shield SavingsSM ______  
c  DHMO ______  c  DPPO ______  c  Vision ______  c  Life Insurance1 ______


From Group No. ________________ to Group No. ________________ in my employer group.   
Note: If transferring coverage to HMO, POS, or DHMO coverage, please complete Section A on page 2.


c  Correct/change name to:


c  Correct/change my date of birth from: ____ / ____ / ________ to: ____ / ____ / ________


c  Additional changes/comments: _________________________________________________________________________________________________
c  COBRA participant
c  Qualifying event and date _____________________________________________________________________________________________________


Dependent coverage changes
Add dependent(s) – Complete section A 
Requested effective date for additions: ____ / ____ / ________
c  Date of marriage if adding spouse: ____ / ____ / ________
c  Domestic partner – date of domestic partnership if adding ____ / ____ / ________


c  Newborn child – date of birth: ____ / ____ / ________
c  If court ordered custody, please give date and attach copy of legal documents: ____ / ____ / ________
c  If adoption, enter date of adoption or date placed for adoption, and attach copy of legal documents: ____ / ____ / ________


Cancel dependent(s) 
Requested effective date for deletions: ____ / ____ / ________
c  Date of divorce if canceling spouse: ____ / ____ / ________
c  Domestic partner – date of domestic partnership termination: ____ / ____ / ________
c  Other _________________________________________________________________________________________


Please provide a copy of the HIPAA certificate if enrolling self and/or dependent(s) as a health plan participant during open 
enrollment (OE), or if you are adding dependent(s) to your coverage outside OE with a qualifying event. 


Qualifying event: ____________________________________________________________________ Qualifying event date: ____ / ____ / ________


Note: Newborn/adopted children or children placed for adoption require a completed Subscriber Change Request to be submitted 
within 31 days from the date of birth/adoption to be added to your coverage.


Please be sure to return all pages of this form as the second page contains your signature which is necessary 
to process these changes. Fax requests to (209) 367-6475. Missing information may delay processing.
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Subscriber Change Request (continued)
Section A
Please check which benefit the change applies to: M = Medical plan, D = Dental plan, V = Vision Plan, or L = Life insurance
Complete this section if adding/canceling dependents or if transferring to HMO, POS, and/or dental HMO plan(s). 
Provide Personal Physician/Dental provider information if the change pertains to HMO/POS/DHMO coverage.


Add
 c  M
 c  D
 c  V
 c  L


Cancel
 c  M
 c  D
 c  V
 c  L


Self Social Security number


Last name First name MI Sex Date of birth (Mo./Day/Yr.) 
____ / ____ / ________


HMO/POS Personal Physician name
Doctor’s Name: ________________________________
Provider No. ___________________________________
IPA/MG No. ____________________________________


Disabled? 
c  Yes   c  No


Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider No. _______________


Current patient? 
c  Yes   c  No


Add
 c  M
 c  D
 c  V
 c  L


Cancel
 c  M
 c  D
 c  V
 c  L


Spouse/domestic partner Social Security number


Last name First name MI Sex Date of birth (Mo./Day/Yr.) 
____ / ____ / ________


HMO/POS Personal Physician name
Doctor’s Name: ________________________________
Provider No. ___________________________________
IPA/MG No. ____________________________________


Disabled? 
c  Yes   c  No


Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider No. _______________


Current patient? 
c  Yes   c  No


Add
 c  M
 c  D
 c  V
 c  L


Cancel
 c  M
 c  D
 c  V
 c  L


Child Social Security number


Last name First name MI Sex Date of birth (Mo./Day/Yr.) 
____ / ____ / ________


HMO/POS Personal Physician name
Doctor’s Name: ________________________________
Provider No. ___________________________________
IPA/MG No. ____________________________________


Disabled? 
c  Yes   c  No


Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider No. _______________


Is this dependent  
a full-time student? 
c  Yes   c  No


Current patient? 
c  Yes   c  No


Add
 c  M
 c  D
 c  V
 c  L


Cancel
 c  M
 c  D
 c  V
 c  L


Child Social Security number


Last name First name MI Sex Date of birth (Mo./Day/Yr.) 
____ / ____ / ________


HMO/POS Personal Physician name
Doctor’s Name: ________________________________
Provider No. ___________________________________
IPA/MG No. ____________________________________


Disabled? 
c  Yes   c  No


Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider No. _______________


Is this dependent  
a full-time student? 
c  Yes   c  No


Current patient? 
c  Yes   c  No


Add
 c  M
 c  D
 c  V
 c  L


Cancel
 c  M
 c  D
 c  V
 c  L


Child Social Security number


Last name First name MI Sex Date of birth (Mo./Day/Yr.) 
____ / ____ / ________


HMO/POS Personal Physician name
Doctor’s Name: ________________________________
Provider No. ___________________________________
IPA/MG No. ____________________________________


Disabled? 
c  Yes   c  No


Dental HMO only dental provider
Dental provider name:
____________________________________
Dental provider No. _______________


Is this dependent  
a full-time student? 
c  Yes   c  No


Current patient? 
c  Yes   c  No


All information I have provided on this form is accurate and complete. I understand that this form, along with any prior enrollment 
form, the Evidence of Coverage/Certificate of Insurance and Health Service Agreement/policy, and any endorsements and 
attachments thereto, collectively constitutes the entire agreement for coverage.


Employee signature	_______________________________________________________________________________________ Date ____ / ____ / ________


If faxing this form, keep this document for your files.


Blue Shield of California/Blue Shield Life protects the confidentiality and privacy of your personal and health information. Personal 
and health information includes both medical information and individually identifiable information, such as your name, address, 
telephone number, and Social Security number. We will not disclose this information, except as permitted by law.


* Underwritten by Blue Shield of California Life & Health Insurance Company (Blue Shield Life).
1 Evidence of Insurability form may be required.


Please be sure to return this form as the second page contains your signature  
which is necessary to process these changes.
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Making the most of your 
preventive coverage


blueshieldca.com


Preventive care and early detection can help keep you on the road to good health and increase the effectiveness of 
treatment. Routine exams, screenings, and immunizations are important steps in preventing illness and staying healthy. 


Starting October 1, 2010 – in compliance with new health reform requirements, all of our small group plans will include 
preventive care services such as major health screening and childhood immunizations, at no additional member cost. 


Please refer to the Preventive Health Guidelines1 (CHI14295) found on Producer Connection 
(blueshieldca.com/producer) for a complete list of covered services.


Preventive-care services checklist 
Good prevention starts early and should continue throughout your entire life.


Adult preventive care


In addition to routine exams, Blue Shield’s small group plans also cover the following screenings and immunizations:


Screenings Immunizations3


• Blood pressure


• Cholesterol


• Diabetes


• Colorectal cancer2


• Breast cancer2


• Cervical cancer2


• Prostate cancer2


• �Sexually transmitted  
infections


• Weight, height, and BMI


• Height and weight checks


• Vision and hearing tests


• Osteoporosis3


• �Abdominal aortic  
aneurysm (AAA)2,3


• HIV3


• Hepatitis A3


• Hepatitis B3


• Human papillomavirus (HPV)2


• Meningococcal3


• Measles, mumps, rubella (MMR)


• Pneumococcal (pneumonia)3


• Diptheria, tetanus, pertussis 
   (DTaP)


• Varicella (chickenpox)


• Flu2


• Zoster (shingles)2


Well-baby and child preventive care


In addition to routine physical exams, we cover the following screenings and immunizations:


Screenings Immunizations3


• Diabetes3


• Weight, height, and BMI


• Vision and hearing tests


• Pelvic exam, Pap and HPV test, and  
   sexually transmitted infection testing  
   for adolescents2


• Lead exposure


• Hepatitis A2


• Hepatitis B


• Diptheria, tetanus, pertussis  
   (DTaP)


• Flu


• �Haemophilus influenza type B 
(HiB)


• �Inactivated poliovirus vaccine 
(IPV)


• �Measles, mumps, rubella  
(MMR)


• Pneumococcal (pneumonia)


• Varicella (chickenpox)


• Rotavirus


• Meningococcal2


• Human papillomavirus (HPV)2







Understanding preventive versus diagnostic care 
Preventive services have some limits, and you should be aware of these before seeking care. For 
example, when you seek covered preventive care more times per year than covered under your 
benefit plan, beyond the approved age range, or outside of your doctor’s office, you may be billed  
for diagnostic treatment instead of preventive care. In this case, the appropriate plan deductible  
and coinsurance will apply. Some examples of how a preventive visit might become a diagnostic  
one include: 


Care provided before the approved age range. 
If a patient has a prostate exam (due to family history risk factors) earlier than the approved age  
range, this visit will be considered diagnostic. 


A routine exam leads to another procedure. 
If a polyp is found during a routine colonoscopy and removed at the same time, this procedure  
will change a preventive-care visit to a diagnostic one. 


An authorized annual visit happens twice in one year. 
If a woman receives a pelvic exam twice in one year when only one preventive visit per year is  
authorized, the second visit will be billed as diagnostic.


Two unrelated treatments are provided on a single visit. 
If a patient goes to the doctor to get a booster shot and during that visit also receives treatment  
for another health concern, such as removing a mole, this may result in diagnostic billing.


Not sure about whether a procedure you’re seeking qualifies as preventive or diagnostic? 
For questions about your benefit coverage, please refer to your Evidence of Coverage/Certificate 
of Insurance. For questions about how a particular service will be billed, ask your physician at the 
time you receive care. For billing questions, call Blue Shield at the number on the back of your  
member ID card.
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1	� Our guidelines are on based on nationally validated recommendations including those from the U.S. Preventive Services Task Force, 
the American Cancer Society, the Advisory  Committee on Immunization Practices (ACIP), and the American Academy of Pediatrics. 
For complete preventive guidelines, visit blueshieldca.com. 


2	� Screening tests and immunization recommendations vary according to age and gender. Members should ask their provider or go 
to blueshieldca.com for more information. 


3	 Restricted to patients with high-risk factors. 


For complete details on each plan’s preventive care coverage, please check your Evidence of Coverage/Certificate of Insurance. 
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Employee Worksheet


Blue Shield Shield Savings QS 2000/4000 Eff Date: 10/01/2010 Zip: 94587 Region: 3 RAF: 1.1
Age Min Age Max Employee Employee/Spouse Employee/Child(ren) Employee/Family
17 29 $240.00 $661.00 $524.00 $815.00
30 39 $298.00 $729.00 $589.00 $939.00
40 49 $410.00 $843.00 $639.00 $1,080.00
50 54 $557.00 $1,151.00 $756.00 $1,279.00
55 59 $694.00 $1,435.00 $889.00 $1,566.00
60 64 $907.00 $1,807.00 $1,092.00 $1,967.00
65 99 $1,112.00 $2,486.00 $1,301.00 $2,554.00
65 99 - Med $535.00 $1,909.00 $724.00 $1,977.00


Blue Shield Spectrum PPO 2000 Value Eff Date: 10/01/2010 Zip: 94587 Region: 3 RAF: 1.1
Age Min Age Max Employee Employee/Spouse Employee/Child(ren) Employee/Family
17 29 $149.00 $411.00 $327.00 $508.00
30 39 $183.00 $448.00 $366.00 $584.00
40 49 $255.00 $519.00 $391.00 $667.00
50 54 $344.00 $711.00 $469.00 $789.00
55 59 $429.00 $886.00 $545.00 $966.00
60 64 $558.00 $1,109.00 $675.00 $1,214.00
65 99 $685.00 $1,532.00 $804.00 $1,580.00
65 99 - Med $331.00 $1,178.00 $449.00 $1,226.00


Blue Shield Spectrum PPO 500 Value Eff Date: 10/01/2010 Zip: 94587 Region: 3 RAF: 1.1
Age Min Age Max Employee Employee/Spouse Employee/Child(ren) Employee/Family
17 29 $264.00 $712.00 $572.00 $878.00
30 39 $319.00 $787.00 $634.00 $1,016.00
40 49 $444.00 $908.00 $687.00 $1,162.00
50 54 $608.00 $1,247.00 $815.00 $1,379.00
55 59 $750.00 $1,553.00 $953.00 $1,688.00
60 64 $975.00 $1,942.00 $1,174.00 $2,121.00
65 99 $1,201.00 $2,675.00 $1,401.00 $2,754.00
65 99 - Med $577.00 $2,051.00 $777.00 $2,130.00


Rate Based on ER Zip - 94587 - Employer Contribution - EE: $100 / Dep: $100 - Contribution Period: Monthly


The above rates and benefits are for general information and discussion purposes only and not valid unless approved by the carrier. Final rates are determined by
the carrier's underwriting guidelines and final enrollment. The insurance policy, not general rates and descriptions in this website or printed output, will form the
contract between the insured and the carrier.
Canvas Infotech Effective Date: 10-01-10 Run Date: 10-22-2010 #1957588
E Q - ExpertQuote.com Page 1 of 1 License: 0F65513
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Personalized Directory:
October 25, 2010


Search Criteria:
Zip:
Provider Type:
Health Plan:
Distance:
Provider Type:                                       
Specialty(ies):
Other Languages Spoken:


 94587
 Vision Care Providers


 Discount Vision Program
 20 miles


Routine Care - Discount Vision Program
 All Vision Care Providers


 English


Visit us at blueshieldca.com An Independent Member of the Blue Shield Association


Availability of providers is subject to change.  Please call member services at the number listed on your
Blue Shield ID card for the most up-to-date provider information.
Thank you for using "Find a Provider." The doctors, medical professionals and medical facilities in this
personalized directory are the same as those returned in your search. The list is sorted by specialty first
and then by last name.
To ensure that you have access to a doctor or medical professional that participates in your plan, please
call member services at the number listed on your Blue Shield ID card.







Vision Care Providers


2


(Information updated on 10/20/2010)


Ophthalmologist
(MD)


Optician


Optometrist (OD)


Albracht, Diane C MD


Batra, Vineet N MD


Black, Robert C MD


Edelman, Robert MD


Farber, Joseph M MD


Gagnon, Michael R MD


Jonathan, Savell MD


Leonard, Goldschmidt MD


Lerner, Hilary J MD


Mandel, Mark R MD


Rowley, Thomas R MD


Sabharwal, Maskeen K MD


Tandon, Shobha MD


Thomas, Tayeri MD


A-1 Value Optical


Delta Optical


For Eyes Optical


Lenscrafters


Robert Paquette Optician


Site For Sore Eyes


The New Optical Shoppe


The Vision Center In Wal*Mart


Berkowitz, D Lisa OD


Blevins, Richard J OD


21675 Redwood Rd
Castro Valley, CA 94546


15051 Hesperian Blvd Ste A
San Leandro, CA 94578


3885 Beacon Ave Ste A
Fremont, CA 94538


20046 Lake Chabot Rd
Castro Valley, CA 94546


15051 Hesperian Blvd Ste A
San Leandro, CA 94578


5575 W Las Positas Blvd Ste 240
Pleasanton, CA 94588


5575 W Las Positas Blvd Ste 240
Pleasanton, CA 94588


21675 Redwood Rd
Castro Valley, CA 94546


2333 San Ramon Valley Blvd Ste 145
San Ramon, CA 94583


1237 B St
Hayward, CA 94541


15051 Hesperian Blvd Ste A
San Leandro, CA 94578


1860 Mowry Ave Ste 101
Fremont, CA 94538


2 Union Sq 1 Fl
Union City, CA 94587


1805 El Camino Real Ste 100
Palo Alto, CA 94306


2031 W El Camino Real
Mountain View, CA 94040


35149 Newark Blvd Ste B
Newark, CA 94560


83 Town & Country Village
Palo Alto, CA 94301


1104 Stoneridge Mall Rd
Pleasanton, CA 94588


Newark, CA 94560


Hayward, CA 94545


Menlo Park, CA 94025


785 Castro St Ste C
Mountain View, CA 94041


101 Fremont Hub Courtyard
Fremont, CA 94538


Newark, CA 94560


Dublin, CA 94568


661 Grape Ave
Sunnyvale, CA 94087


1919 Davis St
San Leandro, CA 94577


Pleasanton, CA 94588


Mountain View, CA 94040


84 Town & Country Village
Palo Alto, CA 94301


1197 A St
Hayward, CA 94541


1115 Newpark Mall


500 Southland Mall


700 El Camino Real Ste 160


2209 Newpark Mall


4540 Dublin Blvd


4501 Rosewood Dr


600 Showers Dr


Distance: 8.5 miles


Distance: 12.2 miles


Distance: 6.4 miles


Distance: 9.8 miles


Distance: 12.2 miles


Distance: 14.5 miles


Distance: 14.5 miles


Distance: 8.5 miles


Distance: 16.4 miles


Distance: 7.7 miles


Distance: 12.2 miles


Distance: 5.8 miles


Distance: 1.9 miles


Distance: 16.6 miles


Distance: 16.7 miles


Distance: 3.2 miles


Distance: 15.9 miles


Distance: 13.2 miles


Distance: 6.7 miles


Distance: 7.3 miles


Distance: 16.7 miles


Distance: 16.5 miles


Distance: 6.3 miles


Distance: 6.8 miles


Distance: 16.2 miles


Distance: 16.4 miles


Distance: 15.5 miles


Distance: 15.6 miles


Distance: 16.6 miles


Distance: 15.9 miles


Distance: 7.9 miles


Gender: Female


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Female


Gender: Male


Gender: Male


Gender: Female


Gender: Male


Gender: Male


(510) 538-5252


(510) 276-1212


(510) 794-6373


(510) 881-8823


(510) 276-1212


(925) 460-5000


(925) 460-5000


(510) 538-5252


(925) 820-9600


(510) 886-3937


(510) 276-1212


(510) 793-2020


(510) 431-5511


(650) 324-9200


(650) 964-2020


(510) 796-4732


(650) 329-0557


(925) 463-3521


(510) 792-6775


(510) 887-2800


(650) 329-8181


(650) 965-4488


(510) 791-8228


(510) 790-1001


(925) 833-3937


(408) 773-8388


(510) 430-9903


(925) 225-4001


(650) 917-0387


(650) 323-4051


(510) 538-1313


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual
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(Information updated on 10/20/2010)


Optometrist (OD) - cont.


Browdy, Beth OD


Chaikin, Laurie C OD


Chan, Roger S OD


Chan, W Harry OD


Chen, Peggy H OD


Chew, D Deborah OD


Chin, Radbert J OD


Chin, Y Lawrence OD


Choi, Christine M OD


Chu, L Harren OD


Cushing, A Linda OD


Dang, Khanh-Linh V OD


Daza, M Ximena OD


Delaney, Jay R OD


Eu, James K OD


Eyexam2000


Flores, Rosario S OD


Froumis, Nicholas A OD


Gan, M Cheslyn OD


Gin, Victor OD


Gold, M Gary OD


Hoang, Vanessa T OD


Hom, Charles OD


Hui, Cindy C OD


Jen, Joan C OD


Jimmy, Yip OD


Johnson, Stephen OD


917 W El Camino Real
Sunnyvale, CA 94087


3717 Castro Valley Blvd
Castro Valley, CA 94546


7204 Regional St
Dublin, CA 94568


1895 Mowry Ave Ste 117
Fremont, CA 94538


38024 Martha Ave
Fremont, CA 94536


39355 California St Ste 103
Fremont, CA 94538


63 W Angela St
Pleasanton, CA 94566


163 Hamilton Ave
Palo Alto, CA 94301


1766 N Milpitas Blvd
Milpitas, CA 95035


43625 Mission Blvd Ste 103
Fremont, CA 94539


4825 Hopyard Rd Ste F-1
Pleasanton, CA 94588


4288 Dublin Blvd Ste 114
Dublin, CA 94568


1575 E 14th St
San Leandro, CA 94577


Hayward, CA 94544


2305 Camino Ramon Ste 202
San Ramon, CA 94583


5211 Mowry Ave
Fremont, CA 94538


1104 Stoneridge Mall Rd
Pleasanton, CA 94588


Newark, CA 94560


Hayward, CA 94545


Menlo Park, CA 94025


1332 E 14th St
San Leandro, CA 94577


130 S Sunnyvale Ave
Sunnyvale, CA 94086


4825 Hopyard Rd Ste F-1
Pleasanton, CA 94588


39355 California St Ste 103
Fremont, CA 94538


130 S Sunnyvale Ave
Sunnyvale, CA 94086


939 W El Camino Real Ste 116
Sunnyvale, CA 94087


5679 Gibraltar Dr
Pleasanton, CA 94588


420 Estudillo Ave
San Leandro, CA 94577


130 S Sunnyvale Ave
Sunnyvale, CA 94086


5575 W Las Positas Blvd Ste 240
Pleasanton, CA 94588


2551 San Ramon Valley Blvd Ste 101
San Ramon, CA 94583


31119 Mission Blvd


1115 Newpark Mall


500 Southland Mall


700 El Camino Real Ste 160


Distance: 16.1 miles


Distance: 8.7 miles


Distance: 13.4 miles


Distance: 5.8 miles


Distance: 5.0 miles


Distance: 6.5 miles


Distance: 13.4 miles


Distance: 16.1 miles


Distance: 16.1 miles


Distance: 11.1 miles


Distance: 14.1 miles


Distance: 16.3 miles


Distance: 14.6 miles


Distance: 2.5 miles


Distance: 16.8 miles


Distance: 6.4 miles


Distance: 13.2 miles


Distance: 6.7 miles


Distance: 7.3 miles


Distance: 16.7 miles


Distance: 14.8 miles


Distance: 16.3 miles


Distance: 14.1 miles


Distance: 6.5 miles


Distance: 16.3 miles


Distance: 16.1 miles


Distance: 14.7 miles


Distance: 14.7 miles


Distance: 16.3 miles


Distance: 14.5 miles


Distance: 16.1 miles


Gender: Female


Gender: Female


Gender: Male


Gender: Male


Gender: Female


Gender: Female


Gender: Female


Gender: Female


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Female


Gender: Male


Gender: Female


Gender: Female


Gender: Male


(408) 738-2020


(510) 538-3937


(925) 803-1010


(510) 797-8770


(510) 791-2233


(510) 744-2010


(925) 456-4393


(650) 322-6656


(408) 263-6868


(510) 623-8889


(925) 227-0400


(925) 828-2002


(510) 483-4770


(510) 471-1234


(925) 866-2020


(510) 790-2020


(925) 463-3530


(510) 792-6842


(510) 887-1887


(650) 329-9966


(510) 614-2020


(408) 736-3802


(925) 227-0400


(510) 744-2010


(408) 736-3802


(408) 739-0591


(925) 463-3937


(510) 614-1515


(408) 736-3802


(925) 460-5000


(925) 743-1222


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual







Vision Care Providers
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(Information updated on 10/20/2010)


Optometrist (OD) - cont.


Joshi, Ketul OD


Jue-Smith, D Beverly OD


Ko, Gregory K W OD


Lee, Adrienne D OD


Lee, Juhee A OD


Lin, Alice H OD


Liu, John OD


Lo, Eileen OD


Madlangbayan, Donna F OD


McAdams, Mark D OD


Mendelson, Moshe OD


Milano, Alan OD


Miller, Peter L OD


Neishi, John M OD


Nelson, Louis John OD


Ozaki, Gary K OD


Pedersen, Raymond F OD


Peng, Paul H OD


Pham, Thanh H OD


Pope, Rick S OD


Ramsey, Randall S OD


Ratinoff, Dennis E OD


Ristow, Sue A OD


Rose, Howard I OD


Saavedra, Rosalia OD


Samelson, Jerome V OD


Siu, Cesar E OD


Thames, Fletcher H OD


118 Town And Country
Sunnyvale, CA 94086


175 Market Pl
San Ramon, CA 94583


5580 Springdale Ave Ste E
Pleasanton, CA 94588


231 Hamilton Ave
Palo Alto, CA 94301


455 San Antonio Rd
Mountain View, CA 94040


39055 Cedar Blvd Ste 133
Newark, CA 94560


3550 Castro Valley Blvd
Castro Valley, CA 94546


34420 Fremont Blvd Ste E
Fremont, CA 94555


31119 Mission Blvd
Hayward, CA 94544


7197 Village Pkwy Ste D
Dublin, CA 94568


525 S Dr Ste 219
Mountain View, CA 94040


47860 Warm Springs Blvd
Fremont, CA 94539


1400 Santa Rita Rd Ste B
Pleasanton, CA 94566


15070 Hesperian Blvd Ste G
San Leandro, CA 94578


20211 Patio Dr Ste 100
Castro Valley, CA 94546


4550 Tassajara Rd Ste C
Dublin, CA 94568


38069 Martha Ave Ste 200
Fremont, CA 94536


4041 E Castro Valley Blvd
Castro Valley, CA 94552


865 B St
Hayward, CA 94541


1575 B St
Hayward, CA 94541


4550 Tassajara Rd Ste C
Dublin, CA 94568


725 University Ave Ste A
Palo Alto, CA 94301


175 Market Pl
San Ramon, CA 94583


400 Walnut St Ste D
Redwood City, CA 94063


31119 Mission Blvd
Hayward, CA 94544


333 Estudillo Ave Ste 102
San Leandro, CA 94577


33800 Alvarado Niles Rd Ste 3
Union City, CA 94587


2723 Crow Canyon Rd Ste 102
San Ramon, CA 94583


Distance: 16.2 miles


Distance: 16.7 miles


Distance: 13.0 miles


Distance: 16.0 miles


Distance: 16.5 miles


Distance: 6.8 miles


Distance: 8.9 miles


Distance: 1.5 miles


Distance: 2.5 miles


Distance: 14.2 miles


Distance: 16.6 miles


Distance: 14.3 miles


Distance: 14.3 miles


Distance: 12.1 miles


Distance: 9.2 miles


Distance: 16.5 miles


Distance: 5.0 miles


Distance: 7.8 miles


Distance: 7.7 miles


Distance: 7.7 miles


Distance: 16.5 miles


Distance: 15.4 miles


Distance: 16.7 miles


Distance: 16.2 miles


Distance: 2.5 miles


Distance: 14.7 miles


Distance: .8 miles


Distance: 16.1 miles


Gender: Male


Gender: Male


Gender: Female


Gender: Female


Gender: Female


Gender: Male


Gender: Male


Gender: Female


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Male


Gender: Female


Gender: Male


Gender: Male


Gender: Male


Gender: Female


Gender: Male


Gender: Female


Gender: Male


Gender: Male


Gender: Male


(408) 736-3802


(925) 275-0202


(925) 463-9326


(650) 326-1649


(650) 949-5668


(510) 795-0888


(510) 581-1680


(510) 796-9600


(510) 471-1234


(925) 828-9511


(650) 969-4600


(510) 651-3937


(925) 846-4364


(510) 276-8420


(510) 881-4401


(925) 479-0400


(510) 791-5272


(510) 881-8343


(510) 733-3105


(510) 581-1430


(925) 479-0400


(650) 329-1600


(925) 275-0202


(650) 364-2215


(510) 471-1234


(510) 483-2848


(510) 487-5856


(925) 831-1084


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual







Vision Care Providers


5
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Optometrist (OD) - cont.


Toy, Anthony C OD


Tran, Taylor N OD


Trentacosti, Gina M OD


Truong, Tiffany T OD


Tsujimoto, Eugene Y OD


Winston, Barry C OD


Wu Stephanie, L OD


Yap Faye, P OD


Yukako, Akera OD


Ziel, Celia N OD


1766 N Milpitas Blvd
Milpitas, CA 95035


1766 N Milpitas Blvd
Milpitas, CA 95035


5575 W Las Positas Blvd Ste 240
Pleasanton, CA 94588


47000 Warm Springs Blvd Ste 3
Fremont, CA 94539


39355 California St Ste 103
Fremont, CA 94538


4450 Black Ave Ste C
Pleasanton, CA 94566


22179 Redwood Rd
Castro Valley, CA 94546


2220 Bridgepointe Pkwy
Foster City, CA 94404


15070 Hesperian Blvd Ste G
San Leandro, CA 94578


1400 Santa Rita Rd Ste B
Pleasanton, CA 94566


Distance: 16.1 miles


Distance: 16.1 miles


Distance: 14.5 miles


Distance: 13.2 miles


Distance: 6.5 miles


Distance: 14.2 miles


Distance: 8.3 miles


Distance: 14.9 miles


Distance: 12.1 miles


Distance: 14.3 miles


Gender: Male


Gender: Female


Gender: Female


Gender: Male


Gender: Male


Gender: Female


(408) 263-6868


(408) 263-6868


(925) 460-5000


(510) 440-9825


(510) 744-2010


(925) 462-2600


(510) 886-1856


(650) 867-3733


(510) 483-2020


(925) 846-4364


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual


Individual
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Blue Shield (CA)
Shield Savings QS 2000/4000 (HSA-Compatible)


10/1/2010


Blue Shield (CA)
Shield Spectrum PPO Plan 2000 Value


10/1/2010


Blue Shield (CA)
Shield Spectrum PPO Plan 500 Value


10/1/2010


 DEDUCTIBLE   


PPO: $2,000
OON: $2,000


Individual PPO: $2,000/member
OON: combined with PPO


PPO: $500 per individual
$1,000 2 person
OON: combined with PPO


PPO: $4,000 (aggregate)
OON: $4,000 (aggregate)


Family PPO: $2,000/member
OON: combined with PPO


PPO: $1,500 per family
OON: combined with PPO


 MAXIMUM COPAYMENT 
LIMIT


  


PPO: $3,500 (includes ded.)
OON: $5,000 (includes ded.)


Individual PPO: $5,000/member (excludes ded.)
OON: $10,000/member (excludes ded.)


PPO: $5,000/member (excludes ded.)
OON: $10,000/member (excludes ded.)


PPO: $7,000 (aggregate, includes ded.)
OON: $10,000 (aggregate, includes ded.)


Family PPO: $5,000/member (excludes ded.)
OON: $10,000/member (excludes ded.)


PPO: $5,000/member (excludes ded.)
OON: $10,000/member (excludes ded.)


PPO: Unlimited
OON: Unlimited


LIFETIME MAXIMUM PPO: Unlimited
OON: Unlimited


PPO: Unlimited
OON: Unlimited


 PHYSICIAN SERVICES   


PPO: 20% after ded.
OON: 50% of Allowable Amount after ded.


Office Visits PPO: $40/visit - intial 2 visits only  (ded. waived) then member 
pays 100% after ded. for subsequent visits until max. copayment 
limit is met, then BS will pay 100%
OON: 50% of Allowable Amount (intial 2 visits/cal. yr. 
combined with PPO, ded. waived) then member pays 100% 
after ded. for subsequent visits until max. copyament limit is 
met, then BS will pay 100% of Allowable Amount


PPO: $45/visit (ded. waived)
OON: 50% of Allowable Amount after ded.


PPO: 20% after ded.
OON: 50% of Allowable Amount after ded.


X-Ray/Lab Procedures PPO: 50% after ded.
OON: 50% of Allowable Amount after ded.


PPO: 30% after ded.
OON: 50% of Allowable Amount after ded.


PPO: 20% after ded.
OON: 50% of Allowable Amount after ded.


MRI/High Tech Services PPO: 50% after ded.
OON: 50% of Allowable Amount after ded.


PPO: 30% after ded.
OON: 50% of Allowable Amount after ded.


PPO: 20% after ded. (up to 20 visits/cal.yr.)
OON: 50% of Allowable Amount after ded. (limit combined 
with PPO)


Chiropractic Care PPO: 35% after ded (12 visits/cal. yr. max.)
OON: 50% of Allowable Amount after ded (limit combined 
with ppo)


PPO: 30% after ded. (up to 12 visits/cal. yr.)
OON: 50% of Allowable Amount after ded. (limit combined 
w/PPO)


PPO: $0/visit + 0% lab (ded. waived, 1 visit/cal. yr., age 3 or 
older, includes immunizations and vaccinations)
OON: Not Covered


Routine Adult Checkups PPO: No Charge (ded. waived, annual routine physical exam, 
eye/ear screenings and immunizations)
OON: Not Covered


PPO: No Charge (ded. waived, annual routine physical exam, 
eye/ear screenings and immunizations)
OON: Not Covered


PPO: $0/office visit + 0% for immunizations and lab (ded. 
waived, birth through and including age 2)
OON: Not Covered


Well Baby & Child Care PPO: No Charge (ded. waived)
OON: Not Covered


PPO: No Charge (ded. waived)
OON: Not Covered


PPO: $0/office visit + 0% for lab including mammogram and 
Pap test screening or other FDA-approved cervical cancer 
screening tests (ded. waived)
OON: Not Covered


Well Woman/Well Man PPO: $0/office visit + 0% for lab including mammogram and 
Pap test screening or other FDA-approved cervical cancer 
screening tests (ded. waived)
OON: Not Covered


PPO: $0/office visit + 0% for lab including mammogram and 
Pap test screening or other FDA-approved cervical cancer 
screening tests (ded. waived)
OON: Not Covered


 HOSPITAL SERVICES   


Medical Benefit Comparison
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Blue Shield (CA)
Shield Savings QS 2000/4000 (HSA-Compatible)


10/1/2010


Blue Shield (CA)
Shield Spectrum PPO Plan 2000 Value


10/1/2010


Blue Shield (CA)
Shield Spectrum PPO Plan 500 Value


10/1/2010


PPO: 20% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max.)


Hospital In-Patient 
Services


PPO: $1,000/admit. + 35% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max.)


PPO: $500/admit. + 30% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max.)


PPO: 20% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max.)


Outpatient Surgery in a 
Hospital


PPO: $500/surgery + 35% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max.)


PPO: $250/surgery + 30% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max.)


PPO: $100/visit (waived if admitted) + 20% (plan ded. applies if 
admitted)
OON: $100/visit (waived if admitted) + 20% of Allowable 
Amount (plan ded. applies if admitted)


Emergency Room PPO: $100/visit (waived if admitted) + 35% (plan ded. applies if 
admitted)
OON: $100/visit (waived if admitted) + 35% of Allowable 
Amount (plan ded. applies if admitted)


PPO: $100/visit (waived if admitted) + 30% (plan ded. applies if 
admitted)
OON: $100/visit (waived if admitted) + 30% of Allowable 
Amount (plan ded. applies if admitted)


PPO: 20% after ded.
OON: 20% of Allowable Amount after ded.


Ambulance PPO: 35% after ded.
OON: 35% of Allowable Amount after ded.


PPO: 30% after ded.
OON: 30% of Allowable Amount after ded.


 MENTAL HEALTH   


PPO: Severe: 20% after ded.; 
NonSevere: 50% after ded. (20 visits/cal. yr.)
OON: Severe: 50% of Allowable Amount after ded.;
NonSevere: Not Covered


Outpatient Visits PPO: Severe: $40/visit (ded. waived, same limitations as Office 
Visit benefit); 
NonSevere: 50% after ded. (20 visits/cal. yr.)
OON: Severe: 50% of Allowable Amount (ded. waived when 
included in office visit limit) then 50% of Allowable Amount 
after ded.; 
NonSevere: Not Covered


PPO: Severe: $45/visit (ded. waived);
NonSevere: 50% after ded. (20 visits/cal. yr.)
OON: Severe: 50% of Allowable Amount after ded.; 
NonSevere: Not Covered


PPO: 20% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max)


Inpatient Facility Charges PPO: $1,000/admit. + 35% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max.)


PPO: $500/admit. + 30% after ded.
OON: 50% of Allowable Amount after ded. ($600/day benefit 
max.)


 PRESCRIPTION DRUGS   


PPO: $10 after plan ded. (up to 30 day supply, dispense as 
written override)
OON: 50% of Allowed Charges after plan ded. (up to 30 day 
supply, dispense as written override)


Generic Formulary PPO: $15 (plan ded. waived, up to 30 day supply, dispense as 
written override)
OON: Not Covered


PPO: $15 (up to 30 day supply, dispense as written override)
OON: Not Covered


PPO: $30 or 30% of contracted rate whichever is greater after 
plan ded. (up to 30 day supply, dispense as written override)
OON: 50% of Allowed Charges after plan ded. (up to 30 day 
supply, dispense as written override)


Brand Formulary PPO: Not Covered
OON: Not Covered


PPO: $30 or 30% of contracted rate (whichever is greater) after 
$250 Brand Rx ded./cal. yr. (30 day supply, dispense as written 
override)
OON: Not Covered


PPO: $50 or 50% of contracted rate whichever is greater after 
plan ded. (up to 30 day supply, dispense as written override)
OON: 50% of Allowed Charges after plan ded. (up to 30 day 
supply, dispense as written override)


Non-Formulary PPO: Not Covered
OON: Not Covered


PPO: $50 or 50% of contracted rate (whichever is greater) after 
$250 Brand Rx ded./cal. yr. (up to 30 day supply, dispense as 
written override)
OON: Not Covered


PPO: 2x retail after plan ded. (up to 90 day supply)
OON: Not Covered


Mail Order PPO: $30 (generic only, up to 90 day supply)
OON: Not Covered


PPO: 2x retail (90 day supply)
OON: Not Covered


Medical Benefit Comparison
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Medical Benefit Comparison


The summary above is meant to be a brief description of plan benefits and features only. This is not a policy. Please consult the contract and/or evidence of coverage and disclosure brochure, either of which is available upon request, for 
a complete description of benefits, exclusions, limitations and participation requirements. The accuracy of this summary is not guaranteed and the information herein is subject to change without notice. This is not an offer of coverage.


Employee Only
Employee & Spouse


No Rate
Waived


 1C -
 +C -


 EE -
 ES -


Employee & One Child
Employee & Children


 FA -
 C -


 * -
 ** -


 N/A -
 W -


Employee Out of Area
Employee Out of State


Employee & Family
Cobra
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