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Blue Shield Promise Health Plan is an independent member of the Blue Shield Association A46163-PHP-FF-KO_0922
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Blue Shield of California Promise Health Plan Privacy Office
P.O. Box 272540
Chico, CA 95927-2540

Blue Shield of California Promise Health Plan 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 Promise Health Plan cumple con las leyes estatales y las leyes federales de derechos civiles vigentes, y no
discrimina por motivos de raza, color, pais de origen, ascendencia, religion, sexo, estado civil, género, identidad de género, orientacion
sexual, edad ni discapacidad.
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