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ATTN: Reimbursement Dept.
3840 Kilroy Airport Way
Long Beach, CA 90806

A 51: 323.889.5049
ATTN: Reimbursement Dept.

1.

Blue Shield of California Promise Health Plan is contracted with L.A. Care Health Plan to provide Medi-Cal managed care services in
Los Angeles County. You can get this document for free in other formats, such as large print, braille, or audio. The call is free.
Medi-Cal (Los Angeles) Customer Care: (800) 605-2556 (TTY: 711), 8:00 a.m. to 6:00 p.m., Monday through Friday.
Medi-Cal (San Diego) Customer Care: (855) 699-5557 (TTY: 711), 8:00 a.m. to 6:00 p.m., Monday through Friday.

Blue Shield of California Promise Health Plan is an independent licensee of the Blue Shield Association.
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