
APPLICATION IS HEREBY MADE TO
Blue Shield of California

(California Physicians' Service)

FOR A GROUP HEALTH SERVICE CONTRACT
BY: San Bernardino County

Human Resources Department

Employee Benefits and Services Division
157 West Fifth Street, 1st Floor
San Bernardino, CA  92415-0440

This Contract, number W0051658, shall be effective July 27, 2024 through July 31, 2027 with the option to extend two (2) 
additional one (1) year terms.  Bi-Weekly Medical Premiums will be negotiated on an annual basis.  This Contract has been 
read and approved, and the terms and conditions are accepted by the San Bernardino County (“County” or “the County”).

The County, on behalf of itself and its Subscribers, hereby expressly acknowledges its understanding that this agreement 
constitutes a Contract solely between the County and Blue Shield of California (hereafter referred to as “Blue Shield” or “the 
Plan”), which is an independent corporation operating under a license from the Blue Cross and Blue Shield Association 
(“Association”), an Association of independent Blue Cross and Blue Shield plans, permitting the Plan to use the Blue Shield 
Service Mark in the State of California, and that the Plan is not contracting as the agent of the Association.  The County further 
acknowledges and agrees that it has not entered into this agreement based upon representations by any person other than the 
Plan and that neither the Association nor any person, entity, or organization affiliated with the Association, shall be held 
accountable or liable to the County or its Subscribers for any of the Plan’s obligations to the County created under this 
agreement.  This paragraph shall not create any additional obligations whatsoever on the part of the Plan, other than those 
obligations created under other provisions of this agreement.

The County shall sign, date and return this original application page to Blue Shield of California, 601 12th Street, 20th 
Floor, Oakland, CA 94607, Attention: Product Operations.   The Contract shall be retained by the County. Payment of 
Medical Premiums and acceptance of Blue Shield's performance hereunder by the County shall be deemed to constitute the 
County’s acceptance of the terms hereof, whether or not this agreement is signed by the County.

The County is responsible for communicating any changes to Benefits as set forth in Part VIII. Notification Requirements. 
Please see this section for important timelines for distribution of information.

It is agreed that this application supersedes any previous application for this Contract.
Dated at (City, State)
this _______________________________day of ____________________________________________________20 
___________________________________________________________________________________________________

(Legal Name of Contractholder)
By 
Title _______________________________________________________________________________________________

The County is responsible for communicating to Subscribers as soon as possible (and in any case, no later than 30 days 
after receipt) all changes in Benefits and in any provisions affecting Benefits.

PLEASE SIGN, DATE, AND RETURN THE ORIGINAL APPLICATION PAGE TO BLUE SHIELD OF 
CALIFORNIA AT THE ABOVE ADRESS. RETAIN THE CONTRACT.
Inquiries concerning any problems that may develop in the administration of this Contract should be directed to Blue Shield 
of California at the address provided on page GC-1.

GC-AP 7/16



601 12th Street
Oakland, California  94607

(510) 607-2000

GROUP HEALTH SERVICE CONTRACT

BLUE SHIELD OF CALIFORNIA ACCESS+ HMO PLAN

BLUE SHIELD OF CALIFORNIA TRIO HMO PLAN

BLUE SHIELD OF CALIFORNIA SHIELD SIGNATURE (HMO) PLAN

BLUE SHIELD OF CALIFORNIA SHIELD PPO 250/80/70 PLAN

BLUE SHIELD OF CALIFORNIA SHIELD PPO 0/250/100/70 PLAN (Needles, California)

BLUE SHIELD OF CALIFORNIA SHIELD PPO SAVINGS PLUS INDIVIDUAL MEMBER DEDUCTIBLE      
4000 PLAN (BRONZE PLAN) 

BLUE SHIELD OF CALIFORNIA VIRTUAL BLUE PPO PLAN (Needles, California)

between

San Bernardino County

(“The County”)

and

California Physicians' Service
dba Blue Shield of California
a not-for-profit corporation

In consideration of the applications and the timely payment of Medical Premiums, Blue Shield agrees to provide 
Benefits of this Contract to covered Employees and their covered Dependents.

This Contract shall be effective as of 12:00 am July 27, 2024, for a term of three years, subject to the provisions of 
the adopted Letter of Agreement (F. Term of Contract).

Group Number:  W0051658

GC-1
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IMPORTANT

No Member has the right to receive the Benefits of this Contract for Services or supplies furnished following termination of 
coverage, except as specifically provided in the Group Continuation Coverage and Extension of Benefits sections of the 
Evidence of Coverage and Disclosure Form.  Benefits of this Contract are available only for Services and supplies as 
included in the applicable sections of the Evidence of Coverage and Disclosure Form, furnished during the term that this 
Contract, Letter of Agreement and Attachments are in effect and while the individual claiming Benefits is actually covered by 
this Contract.  If Benefits are modified, subject to the terms of the Letter of Agreement Section D.13, the revised Benefits 
(including any reduction in Benefits or the elimination of Benefits) apply for Services or supplies furnished on or after the 
effective date of the modification.  There is no vested right to receive the Benefits of this Contract.

Full PPO HSA PLAN

Important Information Regarding HSAs
The Full PPO HSA Plan is not a “Health Savings Account” or an “HSA”. It is designed as a “high deductible health plan” that 
may allow Small Employers, if they are eligible, to take advantage of the income tax benefits available when they establish an 
HSA for their employees. The money put into the HSA is used to pay for qualified medical expenses subject to the deductibles 
under this Plan.

NOTICE: Blue Shield does not provide tax advice. If Small Employers intend to purchase this Plan to use with an HSA 
for tax purposes, they should consult with their tax advisor about whether they are eligible and whether their HSA 
meets all legal requirements. The HSA is a governmental pilot program that is continued year to year at the discretion 
of Congress.

Blue Shield has designed this Plan to meet government requirements for a high deductible health plan to be used in conjunction 
with establishing eligibility for HSA tax benefits. Although Blue Shield believes that this Plan meets these requirements, the 
Internal Revenue Service has not ruled on whether the Plan is qualified as a high deductible health plan.

Should a Small Employer purchase this Plan in order to obtain the income tax benefits associated with an HSA and the Internal 
Revenue Service were to rule that this Plan does not qualify as a high deductible health plan, the Employer and employees may 
not be eligible for the income tax benefits associated with an HSA. In this instance, they may have adverse income tax 
consequences with respect to their HSA for all years in which they were not eligible. 

However, if there were such a ruling, or if government requirements for a high deductible health plan change, Blue Shield 
intends to amend the Full PPO HSA Plan prospectively, if necessary, to meet the requirements of a qualified plan. A change in 
the Plan's Dues may also be required as a result of a change in the Plan.

Subscribers of this Plan may be eligible to establish a tax deductible Health Savings Account (HSA) plan in accordance 
with the provisions of the Internal Revenue Code, Section 223. 

This is a Preferred Provider Plan. Its Benefits, particularly the payment for Services received from Non-Preferred 
Providers, differ from other Blue Shield plans. Benefits for Services provided by Non-Preferred Providers may be 
substantially reduced, and certain Services are not covered. 

This Plan is intended to qualify as a “high deductible health plan” within the meaning of Section 223 of the Internal 
Revenue Code of 1986, as amended. In order to qualify, the calendar year deductible and out-of-pocket maximum 
amounts may increase annually. In the event that any court, agency, or administrative body with jurisdiction over the 
matter makes a final determination that this Plan does not qualify, Blue Shield will make efforts to amend this Plan 
prospectively, if necessary, to meet the requirements of a qualified plan. If Blue Shield determines that the amendment 
necessitates a change in the Plan provisions, Blue Shield will provide written notice of the change, and the change shall 
become effective on the first (1st) day of the month following the expiration of 30 days from the date the notice was sent.

To learn more about Health Savings Accounts, eligibility and the law's current provisions, the Subscriber can consult with a 
financial advisor. 
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INTRODUCTION

This Blue Shield of California Medical Plan will provide or arrange for the provision of Services to eligible Subscribers 
and Dependents of the County in accordance with the terms, conditions, limitations, and exclusions of the executed Letter 
of Agreement, its Attachments, and this Group Health Service Contract.

What is a Health Savings Account (HSA)?

An HSA is a tax-advantaged personal savings or investment account intended for payment of medical expenses, including 
Plan deductibles and Copayments, as well as some medical expenses not covered by the health Plan. Contributions to a 
qualified HSA are deductible from gross income for tax purposes and can be used tax-free to pay for qualified medical 
expenses. HSA funds may also be saved on a tax-deferred basis for the future.

How a Health Savings Account Works

An HSA is very similar to the flexible spending accounts currently offered by some employers. If the employer qualifies 
for and establishes an HSA, the money deposited will be tax-deductible and can be used tax-free for many medical 
expenses. So, instead of using taxed income for medical care as the individual satisfies their deductible, they may use 
100% of every dollar invested (plus interest). And, as with an Individual Retirement Account, any amounts the individuals 
do not use (or withdraw with penalty) can grow. The individual's principal and returns may be rolled over from year to 
year to provide tax-deferred savings for future medical or other uses.

This Blue Shield of California Health Plan will provide or arrange for the provision of Services to eligible Subscribers and 
Dependents of the Contractholder in accordance with the terms, conditions, limitations, and exclusions of this Group 
Health Service Contract.
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I. MONTHLY AND BIWEEKLY MEDICAL PREMIUMS SCHEDULE

A. Medical Premiums
The Monthly and Biweekly Medical Premiums for the Subscriber and Dependents effective 7/27/24-7/25/25 

Shield Access+ HMO

Actives Monthly Rates  Bi-Weekly Rates

Single $658.97 $304.14

Two Party $1,317.98 $608.30

Family $1,865.02 $860.78

Shield Trio HMO

Actives Monthly Rates  Bi-Weekly Rates

Single $618.17 $285.31

Two Party $1,236.43 $570.66

Family $1,749.56 $807.49

Shield Signature HMO

Actives Monthly Rates  Bi-Weekly Rates

Single $761.04 $350.46

Two Party $1,522.10 $700.93

Family $2,153.78 $991.82

Shield PPO – 250/80/70 – Non Needles

Non-Needles Monthly  Rates  Bi-Weekly Rates

Single $1,414.94 $653.05

2-Party $2,883.66 $1,330.92

Family $4,475.86 $2,065.78

Shield PPO Needles – 0/250/100/70

Needles Monthly  Rates  Bi-Weekly Rates

Single $1,597.64 $737.37

Two-Party $3,254.25 $1,501.96

Family $5,042.48 $2,327.30

PPO Savings Plus Individual Member Deductible 4000 - Bronze Plan

Bronze Monthly  Rates  Bi-Weekly Rates

Single $406.06 $187.41

Two-Party $812.11 $374.82

Family $1,149.14 $530.37
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Shield Virtual Blue PPO Needles

Virtual Blue Monthly  Rates Bi-Weekly Rates

Single $1,447.45 $668.05

Two-Party $2,948.34 $1,360.77

Family $4,568.46 $2,108.52

B. Contract Years Two and Three

Blue Shield agrees to limit increases in Medical Premiums in accordance with the following:

Contract Year 2 (CY 2) July 26, 2025-July 24, 2026

The Medical Premiums payable to Blue Shield during CY 2 will not exceed an increase of six point nine percent 
(6.9%) over the Medical Premiums payable to Blue Shield during CY 1.

Contract Year 3 (CY 3) July 25, 2026-July 23, 2027

The Medical Premiums payable to Blue Shield during CY 3 will not exceed an increase of eight point nine percent 
(8.9%) over the Medical Premiums payable to Blue Shield during CY 2.

C. COBRA Premiums (Dues) Effective 7/27/24-7/25/25 

COBRA shall be the responsibility of the County. The County shall administer COBRA with the following applicable 
monthly rates:

Plan Single Two-Party Family
Blue Shield Access+ HMO $658.97 $1,317.98 $1,865.02
Blue Shield Trio HMO $618.17 $1,236.43 $1,749.56
Blue Shield Signature HMO $761.04 $1,522.10 $2,153.78
Blue Shield PPO $1,414.94 $2,883.66 $4,475.86
Blue Shield PPO Needles $1,597.64 $3,254.25 $5,042.48
Blue Shield PPO (Out of State) $1,414.94 $2,883.66 $4,475.86
Blue Shield Bronze $406.06 $812.11 $1,149.14
Blue Shield Virtual Blue PPO $1,447.45 $2,948.34 $4,568.46

These rates do not include any COBRA administrative fees.

D. When And Where Payable

1. Medical Premiums will be paid by the County on a biweekly eligibility basis. 

2. Applicable Medical Premiums due are payable by the County to Blue Shield of California.

3. Payments for Active Premiums due shall be made via Electronic Funds Transfer (EFT)  

E. Changes to Premium

The County shall remit to Blue Shield the applicable amount(s) specified in Part I. A. (“the Medical Premiums”).  If a state 
or any other taxing authority imposes upon Blue Shield a tax or license fee which is levied upon or measured by the 
Medical Premiums or by the gross receipts of Blue Shield or any portion of either, then Blue Shield may amend the 
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Contract to increase the base Medical Premiums by an amount sufficient to cover all such taxes or license fees rounded to 
the nearest cent.  This amendment shall be executed and effective in accordance with the terms set forth in the Letter of 
Agreement between the County and Blue Shield, with a minimum notice of at least 90 days before the effective date of the 
amendment.

If Benefit amounts are changed or if a tax is levied as described in and in accordance with the provisions of the Letter of 
Agreement Section D.13, the Medical Premiums charge therefore may be made, or the Medical Premiums credit therefore 
may be given, as of the effective date of such change.

F. Premium Delinquency

A grace period of 45 days to pay all delinquent Medical Premiums and avoid cancellation will be granted for the payment 
of Medical Premiums accruing, other than the initial premiums due on the effective date of this Contract during which 
period this Contract shall continue in force, but the County shall be liable to Blue Shield for the payment of all Medical 
Premiums accruing during the period the Contract continues in force during the grace period. Cancellation for non-payment 
of Medical Premiums shall be in accordance with section VI.B of this contract.
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II. DEFINITIONS

In addition to the provisions contained in the Definitions section of the Evidence of Coverage and Disclosure Form, the 
following provisions apply to this Group Health Service Contract:

A. Continuation of Coverage (COBRA): A method by which Employees and/or their eligible Dependents who become 
Ineligible for group coverage under this Plan may continue their benefit coverage for a limited time pursuant to the 
terms and conditions in this Contract.

B. Covered Services: The medical services and supplies which are covered under the terms of the Contract, Letter of 
Agreement and Attachments, and the Evidence of Coverage and Disclosure Form for the applicable Shield Access+ 
HMO, Trio HMO, Shield Signature HMO, Shield PPO - 250-80/70, Shield PPO Needles – 0/250 100/70 Plan, 
Shield PPO Savings Plus Individual Member Deductible 4000 Plan (Bronze Plan) and Virtual Blue PPO.

C. Domestic Partner: A person who,  is personally related to the eligible employee, by a domestic partnership that meet 
all the following requirements:    

1. Domestic partners are two adults who have chosen to share one another’s lives in an intimate and committed 
relationship of mutual caring; 

2. Both persons have filed a Declaration of Domestic Partnership with the California Secretary of State. California 
state registration is limited to same sex domestic partners and only those opposite sex partners where one 
partner is at least 62 and eligible for Social Security based on age. 

The domestic partnership is deemed created on the date the Declaration of Domestic Partnership is filed with the 
California Secretary of State. 

D. Employee: An individual who meets one of the following:

a. is employed by the County and meeting eligibility requirements established in the employee’s Memorandum 
of Understanding (MOU), Exempt Compensation Plan, salary ordinance or contract.  

b. is employed by the County and meeting eligibility requirements established in the employee’s Memorandum 
of Understanding (MOU), Exempt Compensation Plan, salary ordinance or contract, but is unable to work 
due to a federal or state-protected leave of absence.

c. is employed by a district governed by the County Board of Supervisors or an entity affiliated with the 
County that has adopted this Plan and meeting eligibility requirements established in the employee’s 
Memorandum of Understanding (MOU), Exempt Compensation Plan, salary ordinance or contract.

d. has entered into an employment contract with the County or a district governed by the County Board of 
Supervisors or a government entity affiliated with the County that has adopted this Plan which includes the 
provision of medical Benefits.

E. Eligibility Date: The date upon which an eligible Employee's or Eligible Dependent’s  eligibility for Benefits  becomes 
effective under the Contract and Letter of Agreement between the San Bernardino County and Blue Shield.

F. Eligible Dependent: Any of the dependents of an eligible Employee who are eligible to enroll for Benefits and who 
meet the conditions of eligibility outlined in Section III of this Contract or as required by legislation.

G. Late Enrollee: an eligible Employee or dependent who has declined enrollment in this Plan at the time of the initial 
enrollment period, and who subsequently requests enrollment in this Plan; provided that the initial enrollment period 
shall be a period of at least 60 days. Please refer to the Evidence of Coverage and Disclosure Form for specific 
exemption from this status.

H. Open Enrollment Period: A period of time designated by the County which occurs no less frequent than annually, 
during which eligible primary enrollees may submit enrollment changes, including changing from one plan to another 
or adding or deleting dependents. 

I. Out-of-Network: Treatment by a Physician who has not signed a Contract with Blue Shield to provide Benefits under 
the terms of this Contract.

J. Pay Period: A continuous period of fourteen (14) days as established by the County for the purposes of processing 
payroll.
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K. Plan: The County's Shield Access+ HMO, Trio HMO, Shield Signature HMO, Shield PPO - 250/80/70 and/or Shield 
PPO Needles – 0/250/100/70, Shield PPO Savings Plus Individual Member Deductible 4000 Plan (Bronze Plan) and 
Virtual Blue PPO (as applicable) that is described in this Contract, Letter of Agreement and Attachments.

L. Premium (Dues): The agreed upon amount paid for medical insurance coverage, as specified in Contract for the 
duration of the term as listed in the Letter of Agreement between the County and Blue Shield.  
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III. ELIGIBILITY, ENROLLMENT, AND CANCELLATION OF ENROLLMENT

A. Employee Eligibility, Waiting Periods and Open Enrollment

In addition to the provisions contained in the eligibility section of the Evidence of Coverage and Disclosure Form, the following 
provisions apply to this Group Health Service Contract:

1. The date of eligibility of Employees who enroll during the initial enrollment period shall be determined as follows:

a. Each such individual employed by the County on the effective date of this Contract is eligible on the effective date 
of this Contract. 

b. New employees shall become eligible for coverage as established by the San Bernardino County.

2. The date of eligibility of a former Employee, who has been re-employed, shall be established by the County. 

a. Employees who may have lost medical coverage due to entry into the Armed Forces, and who have resumed active 
work within the time set by law for reinstatement of employment rights shall be eligible to re-enroll in medical 
coverage as set forth in the applicable San Bernardino County Memorandum of Understanding and medical plan 
rules. There will be no waiting periods or exclusions of coverage for pre-existing conditions, as prohibited by The 
Military & Veterans Code and in accordance with existing plan rules.

3. Family Status Changes (FSC): The County agrees to offer Medical Benefits coverage to all eligible Employees during 
the initial enrollment period, at the time of a qualifying event, and during the annual Open Enrollment period. Coverage 
effective dates for Family Status changes are subject to the San Bernardino County eligibility and enrollment rules. 
Retro-enrollment shall not exceed 90 days.

4. Open Enrollment: An Employee may transfer enrollment for himself or his dependent(s) from another group medical 
plan sponsored by the County to the medical Plan covered by this Contract during the Open Enrollment Period of each 
year.  An Employee may also add or remove dependents during the annual open enrollment period of each year. The 
effective date of Benefits for such Employee and dependent(s) shall be the first day of each subsequent Plan Year.  
Submission of evidence of acceptability is not required when application is made during this open enrollment period 
except as provided by applicable state and federal law.

5. The County shall make all reasonable efforts to timely report any additions or terminations of Employees or dependents 
so that retroactive Medical Premiums adjustments are avoided and claims are not paid for ineligible individuals.  
However, if it has been determined that an administrative error has been made in the processing of eligibility for an 
Employee or dependent, Blue Shield will accept the retroactive changes subject to the following limitations:

a. Blue Shield will accept enrollment of the Employee or dependent retroactively for a maximum of 90 days, as long 
as Medical Premiums are received from the County for the entire retroactive enrollment period.  If an Employee 
or dependent is retroactively enrolled pursuant to this, and the Employee or dependent received covered medical 
care Services during that retroactive period, Blue Shield will reimburse the Employee for payments made for 
covered Services received in accordance with the rules of the Evidence of Coverage and Disclosure Form, minus 
the Member's Copayments as stated in the Evidence of Coverage and Disclosure Form;

b. Blue Shield will accept termination/disenrollment of the Employee or dependent retroactive for a maximum of 
90 days and will refund appropriate Medical Premiums paid for the retroactive termination period.  In such case, 
Blue Shield reserves the right to request refund from the Employee for any payments made for services rendered 
during the retroactive termination period. In making a request for retroactive termination or disenrollment, the 
County shall comply with all applicable state and federal law, including, but not limited to, the Patient Protection 
& Affordable Care Act and any related regulations.

6.    The County agrees to comply with the requirements of Section 2708 of the Patient Protection & Affordable Care Act 
(Section 2708), which prohibits an employer from imposing a prohibited waiting period. “Waiting period” means a 
period that is required to pass before an otherwise eligible Employee will be able to enroll in coverage under the 
Group Contract. Specifically, the County agrees:

a. Any conditions of eligibility or waiting periods imposed on the eligible Employee will comply with the 
requirements of Section 2708 and California state law and any rules and regulations implementing those 
requirements. 
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b. The County will notify Blue Shield if The County imposes a waiting period on an eligible Employee that would 
exceed the time-period permitted by Section 2708.

c. The County must ensure that any orientation period that may be imposed by the County prior to the start of the 
waiting period is consistent with federal regulations. The County will notify Blue Shield of the Employee’s 
eligibility for coverage after the orientation period.

d. The County will notify Blue Shield if any changes are made regarding these representations.

e. The County will hold Blue Shield harmless for any violation of the requirements of Section 2708 or California 
state law.

B. Termination of Benefits

In addition to the provisions contained in the Termination of Benefits section of the Evidence of Coverage and Disclosure 
Form, the following provisions apply to this Group Health Service Contract, the Letter of Agreement, and all applicable 
Amendments and/or Attachments:

1. The Benefits of a subscriber shall cease on the last day of the biweekly Pay Period in which the subscriber retires, is 
pensioned, leaves voluntarily, or is dismissed from the employ of the County or otherwise ceases to be a member of 
a class eligible for coverage, unless a different date on which the subscriber no longer meets the requirements for 
eligibility has been agreed to between Blue Shield and the County, except that:

a. if the subscriber ceases active work because of a disability due to illness or bodily injury, or because of an 
approved leave of absence or temporary layoff, payment of Medical Premiums for that Subscriber shall continue 
coverage in force in accordance with the Employer’s policy regarding such coverage; or,

b. if the County is subject to the California Family Rights Act of 1991 and/or the Federal Family & Medical Leave 
Act of 1993, and the approved leave of absence is for family leave pursuant to such Acts, payment of Medical 
Premiums for that Subscriber shall keep coverage in force for the duration(s) prescribed by the Acts.  The County 
is solely responsible for notifying Employees of the availability and duration of family leaves.

2. With respect to a newborn child or a child placed for adoption, coverage will cease on the 31st day at 11:59 p.m. Pacific 
Time following the dependent's effective date of coverage, except that coverage shall not cease if a written application 
for the addition of the dependent is submitted to and received by the County within 90 days following the effective 
date of coverage.

3. The subscriber and all his or her dependent(s) will become ineligible for coverage at the same time if the subscriber 
loses eligibility except where as required by law.
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IV. GROUP RENEWAL ADVANCE PROVISIONS

A. Advance Notification of Intent to Renew the Group Health Service Contract

The term of this contract is for a three (3) year period with an option to extend for two one-year terms. The County shall notify 
Blue Shield of its intent to exercise each one-year extension of this Group Health Service Contract at least 180 days prior to 
the proposed effective date of each renewal.  However, this renewal advance notification is distinct from, and does not alter the 
notification periods specified in this contract, the Letter of Agreement, and applicable amendments and attachments.

B. Renewal of the Group Health Service Contract

Blue Shield will renew this Group Health Service Contract at the option of the County except in the following instances:

1. the County fails to meet the minimum underwriting contribution and participation requirements established by Blue 
Shield and communicated to the County;

2. the County fails to pay the required medical Premiums as specified under Article II. Monthly and Biweekly medical 
Premiums Schedule;

3. the County commits fraud or other intentional misrepresentation of material fact;

4. the County fails to comply with an imposed legislative amendment;

5. Blue Shield ceases to offer a plan type purchased by the County

6. Blue Shield ceases to offer Medical benefit plans in the state (withdrawal of all products).
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V. INTER-PLAN ARRANGEMENTS (BLUECARD® PROGRAM AND OTHERS)

A. Out-of Area Services

Blue Shield has a variety of relationships with other Blue Cross and/or Blue Shield Licensees referred to generally as Inter-
Plan Arrangements. These Inter-Plan Arrangements operate under rules and procedures issued by the Blue Cross Blue Shield 
Association. Whenever a Member accesses services outside of California, the claim for those services may be processed through 
one of these Inter-Plan Arrangements. The Inter-Plan Arrangements available to Members under this agreement are described 
generally below. 

When Members access services outside of California, they may obtain care from participating health care providers that have 
a contractual agreement with the local Blue Cross and/or Blue Shield Licensee in that other geographic area (Host Blue). In 
some instances, Members may obtain care from non-participating health care providers in the Host Blue geographic area that 
do not have a contractual agreement with the Host Blue. Blue Shield’s payment practices in both instances are described below.

The Blue Shield Access+ HMO plan covers only limited health care services received outside of California. As used in this 
section, Out-of-Area Covered Health Care Services are restricted to Emergency Services, Urgent Services, and Out-of-Area 
Follow-up Care obtained outside of California. Any other services will not be covered when processed through an Inter-Plan 
Arrangement, unless authorized by Blue Shield.

B. BlueCard® Program

The BlueCard® Program is an Inter-Plan Arrangement. Under this arrangement, when Members access Out-of-Area Covered 
Health Care Services within the geographic area served by a Host Blue, Blue Shield will remain responsible for fulfilling our 
contractual obligations. However, the Host Blue will be responsible for contracting and handling substantially all interactions 
with its participating providers. 

The financial terms of the BlueCard Program are described generally below.

C. Liability Calculation Method Per Claim

Unless subject to a fixed dollar copayment, the calculation of Member liability on claims for Out-of-Area Covered Health Care 
Services processed through the BlueCard Program will be based on the lower of the provider’s billed charges or the negotiated 
price made available to Blue Shield by the Host Blue.

Host Blues determine a negotiated price, which is reflected in the terms of each Host Blue’s health care provider contracts. The 
negotiated price made available to Blue Shield by the Host Blue may be represented by one of the following:

(i) an actual price. An actual price is a negotiated rate of payment in effect at the time a claim is processed, without any other 
increases or decreases, or

(ii) an estimated price. An estimated price is a negotiated rate of payment in effect at the time a claim is processed, reduced, 
or increased by a percentage to take into account certain payments negotiated with the provider and other claim- and non-
claim-related transactions. Such transactions may include, but are not limited to, anti-fraud and abuse recoveries, provider 
refunds not applied on a claim-specific basis, retrospective settlements, and performance-related bonuses or incentives; 
or

(iii) an average price. An average price is a percentage of billed charges for Out-of-Area Covered Health Care Services in 
effect at the time a claim is processed representing the aggregate payments negotiated by the Host Blue with all of its 
health care providers or a similar classification of its providers and other claim- and non-claim-related transactions. Such 
transactions may include the same ones as noted above for an estimated price.

The Host Blue determines whether or not it will use an actual price, an estimated price, or an average price. The use of estimated 
or average pricing may result in a difference (positive or negative) between the price Blue Shield pays on a specific claim and 
the actual amount the Host Blue pays to the provider. However, the BlueCard Program requires that the amount paid by the 
Member is a final price; no future price adjustment will result in increases or decreases to the pricing of past claims. 
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D. Return of Overpayments

Under the BlueCard Program, recoveries of overpayments from a Host Blue or its participating and non-participating providers 
can arise in several ways, including, but not limited to, anti-fraud and abuse recoveries, provider/hospital bill audits, credit 
balance audits, utilization review refunds, and unsolicited refunds. Recoveries will be applied in general, on either a claim-by-
claim or prospective basis. If recovery amounts are passed on a claim-by-claim basis from a Host Blue to Blue Shield, they 
will be credited to the Employer’s account. In some cases, the Host Blue will engage a third party to assist in identification or 
collection of recovery amounts. The fees of such a third party may be charged to the Employer’s account as a percentage of the 
recovery.

E. Inter-Plan Arrangements: Federal/State Taxes/Surcharges/Fees

In some instances, federal or state laws or regulations may impose a surcharge, tax, or other fee that applies to insured accounts. 
If applicable, Blue Shield will include any such surcharge, tax, or other fee in determining your premium.

F. Non-Participating Providers Outside of California

When Out-of-Area Covered Health Care Services are received from non-participating providers outside of California, but 
within the BlueCard Service Area, the amount(s) a Member pays for such services will generally be based on either the Host 
Blue’s non-participating provider local payment or the pricing arrangements required by applicable state law. In these 
situations, the Member may be responsible for the difference between the amount that the non-participating provider bills and 
the payment Blue Shield will make for the Out-of-Area Covered Health Care Services as set forth in this paragraph.

Claims for covered Emergency Services are paid based on the Allowed Charges as defined in the EOC.

G. Blue Shield Global Core

If Members are outside the BlueCard Service Area, they may be able to take advantage of Blue Shield Global Core when 
accessing Out-of-Area Covered Health Care Services. Blue Shield Global Core is unlike the BlueCard Program available in 
the BlueCard Service Area. Although Blue Shield Global Core assists Members with accessing a network of inpatient, 
outpatient, and professional providers, the network is not served by a Host Blue. As such, when Members receive care from 
providers outside the BlueCard Service Area, Members will typically have to pay the providers and submit the claims 
themselves to obtain reimbursement for these services. Details for Blue Shield Global Core claim submission are provided in 
the Inter-Plan Arrangements section of the EOC.
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VI. CANCELLATION/REINSTATEMENT/GRACE PERIOD

A. Cancellation Without Cause

The County may cancel this Contract at any time by written notice delivered or mailed to Blue Shield, effective on receipt or 
on such later date as specified in the notice.

B. Cancellation for Non-Payment of Medical Premiums

Blue Shield may cancel this Contract for non-payment of Medical Premiums.  Blue Shield will, if Medical Premiums are not 
received when due, and the 45 day grace period has been exhausted, provide a 30 day notice of intent to cancel coverage to the 
County. The County will be liable for all Medical Premiums accrued while this Contract, Letter of Agreement and Attachments 
and any Amendments continue in force including those accrued during the 45 day grace period and subsequent 30 day notice 
of intent to cancel period.  A new application for coverage will be required by the County and a new Contract will be issued 
only upon demonstration that the County meets all underwriting requirements at the time of application.

C. Cancellation/Rescission for Fraud, Intentional Misrepresentations of Material Fact or Failure to Provide 
Records

Upon 45 days written notice, Blue Shield may cancel or rescind this Contract for fraud or intentional misrepresentation of 
material fact by the County. This Contract may also be cancelled for failure to provide Blue Shield with records and information 
in accordance with state and federal law.  A rescission voids the Contract retroactively as if it was never effective; Blue Shield 
will provide 45 days written notice prior to any rescission. 

As it applies to coverage of Employees and/or dependents, Employee coverage provided under this contract may be cancelled 
for fraud or intentional misrepresentation of material fact by the Employee, dependent, or (by way of power of attorney) their 
representative. Blue Shield shall notify the County of any such cancellation fifteen (15) days prior to the effective date such 
cancellation. 

D. Grace Period

The County shall be entitled to a grace period of 45 days for payment of Medical Premiums.  If during a Medical Premiums 45 
day grace period written notice is given by the County to Blue Shield that the Contract or (subject to the consent of Blue Shield) 
any part of the Contract is to be discontinued, in accordance with applicable requirements specified by the Letter of Agreement, 
before the expiration date of the grace period, the Contract or applicable section shall be discontinued as of the date specified 
by the County or the date of receipt of such written notice by Blue Shield, whichever is the later date, and the County shall be 
liable to Blue Shield for applicable biweekly premiums.  If discontinuance of coverage occurs then Medical Premiums payment 
will be waived and refunded to the group for the applicable biweekly pay period.

E. Payment or Refund of Medical Premiums Upon Cancellation

In the event of cancellation, by either the County of Blue Shield, the County shall promptly pay any Medical Premiums which 
have not previously been paid but that are due.  Blue Shield shall within 30 days of cancellation (1) return to the County the 
amount of prepaid Medical Premiums, if any, that Blue Shield and the County mutually determines were not due as of the 
effective date of cancellation, and (2) provide Benefits of the Plan for Services incurred during the time coverage was in effect 
up to and including the effective date of cancellation.

F. Termination of Benefits

No Benefits shall be provided for services rendered after the effective date of cancellation, except as specifically provided in 
the Group Continuation of Coverage and Extension of Benefits sections of the Evidence of Coverage and Disclosure Form.

In the event this Contract is cancelled for any reason, including but not limited to for non-payment of Medical Premiums, no 
further Benefits will be provided after cancellation unless the Member is a registered Inpatient or is undergoing treatment for 
an ongoing condition and obtains an extension of Benefits in accordance with the Extension of Benefits section of the Evidence 
of Coverage and Disclosure Form.
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G. Notice Confirming Termination of Coverage

If this Contract is rescinded, or cancelled by either party, the County shall notify the subscribers.  

If rescinded or cancelled by Blue Shield, Blue Shield shall have the option, in addition to the County notification, to distribute 
to subscribers such notices that are required by either 1) internal Blue Shield protocols and procedures or 2) applicable state 
and federal law. These notices shall be subject to review by the County prior to distribution. 
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VII. GENERAL PROVISIONS

In addition to the provisions contained in the General Provisions section of the Evidence of Coverage and Disclosure Form, 
the following provisions apply to this Group Health Service Contract:

A. Use of Masculine Pronoun

Whenever a masculine pronoun is used in this Contract, it shall include the feminine gender unless the context clearly indicates 
otherwise.

B. Choice of Providers – Shield Access+ HMO

The Plan has established a network of primary care and specialty Physicians, Hospitals, Participating Hospice Agencies, and 
Non-Physician Health Care Practitioners to provide Covered Services to Members. A Member must obtain or receive approval 
for all Covered Services from his Primary Care Physician. Each Subscriber must select a Primary Care Physician for himself 
and each of his Dependents from the list of Primary Care Physicians in the HMO Physician and Hospital Directory. The 
Physician and Hospital Directory will be given to Members at the time of enrollment. A Member’s Primary Care Physician 
will be accessible to the Member on a 24-hour-a-day, 7-day-a-week basis, or will make appropriate arrangements to assure 
coverage. Emergency Services will be provided on a 24-hour-a-day, 7-day-a-week basis by all Plan Hospitals. The list of 
Providers in the Physician and Hospital Directory includes the location and phone numbers of all Primary Care Physicians, 
Plan Hospitals, and Participating Hospice Agencies in the Primary Care Physician Service Area. Members should contact 
Member Services for information on Plan Non-Physician Health Care Practitioners in their Primary Care Physician Service 
Area.

C. Choice of Providers – Shield Signature HMO

1. The Plan has established a network of primary care and specialty Physicians, Hospitals, Participating Hospice Agencies, 
and Non-Physician Medical Care Practitioners to provide Covered Services to Members.  To receive Level I Benefits, a 
Member must obtain or receive approval for all Covered Services from his Primary Care Physician or the MHSA.  Each 
Member must select a Primary Care Physician from the list of Primary Care Physicians in the HMO Physician and 
Hospital Directory.  The Physician and Hospital Directory will be given to Members at the time of enrollment.  A 
Member's Primary Care Physician will be accessible to the Member on a 24-hour-a-day, 7-day-a-week basis, or will make 
appropriate arrangements to assure coverage.  Emergency Services will be provided on a 24-hour-a-day, 7-day-a-week 
basis by all Plan Hospitals.  The list of Providers in the Physician and Hospital Directory includes the location and phone 
numbers of all Primary Care Physicians, Plan Hospitals and Participating Hospice Agencies in the Primary Care Physician 
Service Area.  Members should contact Member Services for information on Plan Non-Physician Medical Care 
Practitioners in their Primary Care Physician Service Area.

2. The Member may obtain office visit and specified medical Services as detailed in the Shield Signature HMO Plan’s 
Evidence of Coverage and Disclosure Form from any Provider under Level II of the Shield Signature HMO Plan without 
consulting his Primary Care Physician. If the Provider under Level II of the Shield Signature HMO Plan refers a Member 
to a hospital or other inpatient facility, such inpatient services are not covered under this Contract. The Member must 
obtain or receive approval for all inpatient facility Covered Services from the Level I Shield Signature HMO Primary 
Care Physician or the MHSA and specialty Physicians, Hospitals, Participating Hospice Agencies, and Non-Physician 
Medical Care Practitioners.  However, the Member will be responsible for applicable deductibles, Copayments and non-
covered charges, and for non-Plan Providers all charges above the Allowable Amount, as stated elsewhere in this Contract.

D. Choice of Providers –Shield PPO – 250/80/70 – Non Needles, Shield PPO Needles – 0/250/100/70 and Shield PPO 
Savings Plus Individual Member Deductible 4000 - Bronze 

A Subscriber or Dependent may select any Hospital or Physician to provide covered Services hereunder, including providers 
outside of California.  Benefits differ depending on whether a Preferred Provider or a Non-Preferred Provider is selected.  It is 
to the Subscriber's advantage to select Preferred Providers whenever possible.  A Preferred Provider Directory is available to 
all Subscribers by calling Blue Shield at (800) 331-2001 or writing to them at:
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P.O. Box 7168
San Francisco, CA  94120

Or

P.O. Box 92945
Los Angeles, CA  90009

In the event that the inability to perform of a Preferred Provider, the breach of the Contract to furnish Services by a Preferred 
Provider, or the termination of a Preferred Provider's Contract with Blue Shield may materially and adversely affect the County, 
Blue Shield will, within fifteen (15) days, advise the Employer in writing of such inability to perform, breach, or termination.

E. Workers' Compensation

This Contract is not in lieu of, and shall not affect, any requirements for coverage by Workers’ Compensation insurance.

F. Changes:  Entire Contract

This Contract, including the Letter of Agreement, appendices, attachments, or other documents incorporated by reference, 
constitutes the entire agreement between the parties, and any statement made by the County or by any Member shall, in the 
absence of fraud, be deemed a representation and not a warranty.

The terms of this Contract shall be subject to the conditions set forth in the section “Agreement Amendments” (Section D. 13 
of the executed Letter of Agreement (LOA) between the San Bernardino County and Blue Shield.

Notice of changes in benefits, and any documents that may be delivered to the County or the County's representative for the 
purpose of informing members of the details of their coverage under this Contract, will be distributed by the County or its 
representative immediately upon receipt but in no event later than 60 days after receipt of such material.

G. Statutory Requirements

This Contract is subject to the requirements of the Knox-Keene Health Care Service Plan Act, Chapter 2.2 of Division 2 of the 
California Health and Safety Code and Title 28 of the California Code of Regulations.  Any provision required to be in this 
Contract by reason of the Act or Regulations shall bind Blue Shield whether or not such provision is actually included in this 
Contract.  In addition, this Contract is subject to applicable state and federal statutes and regulations, which may include, if 
applicable, the Health Insurance Portability and Accountability Act (“HIPAA”) and applicable Centers for Medicare and 
Medicaid Services (“CMS”) requirements.  Any provision required to be in this Contract by reason of such state and federal 
statutes shall bind the County and Blue Shield whether or not such provision is actually included in this Contract.

H. Legal Process

Legal process or service upon Blue Shield must be served upon a corporate officer of Blue Shield.

I. Time of Commencement or Termination

Wherever this Contract provides for a date of commencement or termination of any part or all of this Contract, commencement 
or termination shall be effective as of 12:00 a.m. Pacific Time of the commencement date and as of 11:59 p.m. Pacific Time of 
the termination date.

J. Records and Information to be Furnished

The County shall furnish Blue Shield with such information as Blue Shield may require to enable it to administer this Plan, to 
determine the Medical Premiums and to enable it to perform this Contract.  CMS specifically requires Blue Shield to obtain 
the following information:   Social Security numbers for Subscribers and dependents over forty-five (45) years of age, 
Subscriber employment status, Employer identification number and Employer size. 
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K. Membership Cards and Evidence of Coverage and Disclosure Form Booklets

Membership cards will be issued by Blue Shield for all subscribers, in addition to an Evidence of Coverage and Disclosure 
Form which summarizes the Benefits of this Contract and how to obtain covered Services.  The Membership cards will be sent 
subscribers.

Blue Shield will make available to County an electronic version of the Evidence of Coverage and Disclosure Form applicable 
to the Contract, adopted Agreement(s) and amendments (as applicable) via the Blue Shield employer website.  The County 
shall make available the Evidence of Coverage and Disclosure Form to subscribers by one of the following methods: (1) post 
the electronic Evidence of Coverage and Disclosure Form in a read-only format on the intranet site which is accessed by 
Employees of the County, (2) Emailing the EOC/DF directly to subscribers, or, (3) providing subscribers with instructions from 
Blue Shield about how to electronically retrieve the EOC/DF from the San Bernardino County website.  Once the Evidence of 
Coverage and Disclosure Form has been adopted, the County is not authorized to modify or alter in any way the text or the 
formatting of the electronic Evidence of Coverage and Disclosure Form file.  Blue Shield assumes no responsibility for any 
changes in text or formatting that may occur in the Evidence of Coverage and Disclosure Form after it is provided to the County.

If the County posts the electronic Evidence of Coverage and Disclosure Form on its intranet site, it shall do so in such a way 
so as to permit Employees of the County to download and print a complete and accurate copy of the Evidence of Coverage and 
Disclosure Form.  Blue Shield will, via annual postcard mailing, notify Employees enrolled in the plan(s) that the Evidence of 
Coverage and Disclosure Form for their plan is available to review, download and print from the County’s intranet site and will 
provide enrollees with reasonable and appropriate instructions by which to access and print the document from the intranet site.

Blue Shield will also, via annual postcard mailing, notify Employees that printed hard copies of the Evidence of Coverage and 
Disclosure Form are available and will be promptly provided to Employees by Blue Shield upon request.

Blue Shield will also provide the County with printed Evidence of Coverage and Disclosure Form booklets in an amount not 
to exceed 10% of the total Subscriber count at no additional charge. If Blue Shield receives inquiries from enrollees in the 
County’s plan regarding obtaining a copy of the Evidence of Coverage and Disclosure Form, Blue Shield will, first refer the 
enrollee to the County’s website  and direct them that a copy of the Evidence of Coverage and Disclosure Form is available 
electronically and  a  copy can be downloaded from the website. . If the enrollee still wishes to receive a hard copy Evidence 
of Coverage and Disclosure Form, Blue Shield will then mail one out to the mailing address on file for the enrollee.

In the event Blue Shield reasonably concludes that the County is either using the electronic Evidence of Coverage and 
Disclosure Form in a manner not permitted by this Agreement or is not providing Subscribers with access to the Evidence of 
Coverage and Disclosure Form in accordance herewith, Blue Shield will provide written notice to the County of such 
conclusion. This notice shall contain the reasons, data, and/or other relevant evidence that supports Blue Shield’s position. 
Upon acknowledged receipt of such written notice, Blue Shield will allow a 30 day period for the County to respond or to cure 
any such identified deficiencies. Blue Shield will then notify the County should there be a need for Blue Shield to print copies 
of the Evidence of Coverage and Disclosure Form, and with the County’s cooperation, ensure that printed copies of the 
Evidence of Coverage and Disclosure Form are timely provided to all Employees of the County enrolled with Blue Shield. 
County agrees to reimburse Blue Shield for the reasonable cost of printing and delivering the Evidence of Coverage and 
Disclosure Form documents.

L. Inquiries and Complaints
Inquiries concerning any problems that may develop in the administration of this Contract should be directed to the Plan at the 
address or telephone number indicated on page GC-1 of this Contract.  (See also the Member Services section of the Evidence 
of Coverage and Disclosure Form.)
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M. Confidentiality

The County shall comply with all applicable state and federal laws regarding the privacy and confidentiality of the personal 
and health information of Subscribers and Dependents.  The County shall not require the Plan to release the personal and health 
information of individual Subscribers or Dependents without written authorization from the Subscriber, unless permitted by 
law.  No information may be disclosed by either party in violation of Cal. Civ. Code §§ 56, et seq.  At the request of the County, 
the Plan may provide aggregate, encrypted, or encoded data regarding Subscribers and Dependents to the County, unless such 

data would explicitly or implicitly identify specific Subscribers or Dependents.  To the extent the County receives, maintains, 
or transmits personal or health information of Subscribers or Dependents electronically, the County shall comply with all state 
and federal laws relating to the protection of such information including, but not limited to, the Health Insurance Portability 
and Accountability Act (HIPAA) provisions on security and confidentiality.

N. Termination of a Blue Shield of California Shield Plan Provider Contract

1. Blue Shield shall provide written notice to the County within fifteen (15) days of any termination or breach of 
Contract of a Shield Access+ HMO Plan, Blue Shield of California Trio HMO Plan, Shield Signature HMO 
Plan, Blue Shield of California Shield PPO 250-80/70 Plan, Blue Shield of California Shield PPO 
0/250/100/70 Plan (Needles, California), Blue Shield of California Shield PPO Savings Plus Individual 
Member Deductible 4000 Plan (Bronze Plan) and Blue Shield of California Virtual Blue PPO Plan Provider 
if such termination or breach may materially affect the County or its Subscribers.

2. Upon termination of a Shield Access+ HMO Plan, Blue Shield of California Trio HMO Plan, Shield Signature 
HMO Plan, Blue Shield of California Shield PPO 250-80/70 Plan, Blue Shield of California Shield PPO 
0/250/100/70 Plan (Needles, California), Blue Shield of California Shield PPO Savings Plus Individual 
Member Deductible 4000 Plan (Bronze Plan) and Blue Shield of California Virtual Blue PPO Plan Provider's 
Contract, Blue Shield shall be liable for Benefits rendered by such provider to an eligible Member (other than for 
Copayments) until the authorized Services being rendered to the Member by the former Shield Access+ HMO Plan, 
Blue Shield of California Trio HMO Plan, Shield Signature HMO Plan, Blue Shield of California Shield PPO 
250-80/70 Plan, Blue Shield of California Shield PPO 0/250/100/70 Plan (Needles, California), Blue Shield of 
California Shield PPO Savings Plus Individual Member Deductible 4000 Plan (Bronze Plan) and Blue Shield 
of California Virtual Blue PPO Plan Provider are completed, unless Blue Shield makes reasonable and medically 
appropriate provision for the assumption of such Benefits by another Shield Access+ HMO Plan, Blue Shield of 
California Trio HMO Plan, Shield Signature HMO Plan, Blue Shield of California Shield PPO 250-80/70 
Plan, Blue Shield of California Shield PPO 0/250/100/70 Plan (Needles, California), Blue Shield of California 
Shield PPO Savings Plus Individual Member Deductible 4000 Plan (Bronze Plan) and Blue Shield of 
California Virtual Blue PPO Plan Provider.
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VIII. NOTIFICATION REQUIREMENTS

There are various notification requirements under this Group Health Service Contract.  Some of the major notification 
requirements are summarized below.  Note:  this summary is not to be construed as an all-inclusive list of the notice 
requirements under this Group Health Service Contract nor does it absolve either the County or Blue Shield from any 
obligations specified elsewhere under this Group Health Service Contract.

A. Initial Enrollment

The Employer agrees to offer Medical Benefits coverage to all eligible Employees during the initial enrollment period. The 
County shall be responsible for determining (and maintaining) eligibility for participation under this Group Health Service 
Contract, Letter of Agreement, Amendments and Attachments. Blue Shield shall rely on the most current information provided 
by the County for providing services pursuant to this contract, Letter of Agreement, Amendments and Attachments and 
provisions contained therein.

B. Notification of Cancellation to Subscribers

If this Contract is rescinded, or cancelled by either party, the County shall notify the Subscribers. 

If rescinded or cancelled by Blue Shield, Blue Shield shall have the option, in addition to the County notification, to distribute 
to subscribers such notices that are required by either 1) internal Blue Shield protocols and procedures or 2) applicable state 
and federal law. These notices shall be subject to review by the County prior to distribution.

C. Notice of CMS Creditable Coverage

Blue Shield shall be responsible for assisting and/or providing any and all such necessary information to the County that will 
enable it to meet its Centers for Medicare & Medicaid Services (CMS) disclosure of creditable coverage reporting requirements.

D. Notice of HIPAA Creditable Coverage

Notices of creditable coverage shall be furnished:
1. By the County upon request.
2. By the County for COBRA qualifying events.
3. By Blue Shield in accordance with federal and state regulations.

E. COBRA and Cal-COBRA

The following provisions are applicable only when the County is subject to Title X. of the Consolidated Omnibus Budget 
Reconciliation Act [COBRA] as amended or the California Continuation Benefits Replacement Act [Cal-COBRA].  (See the 
Continuation of Group Coverage and Extension of Benefits sections of the Evidence of Coverage and Disclosure Form.)

1. COBRA

Blue Shield has no responsibility, on any level, for the County's COBRA administration obligations.

To the extent required by COBRA, and upon timely receipt of premiums and proper enrollment forms, Blue Shield will 
continue the group coverage to qualified beneficiaries after the period that their coverage would normally terminate under 
the Contract.

Blue Shield will not be responsible for determining whether a Subscriber or Dependent is eligible to receive continuation 
coverage; such determination is based on the requirements of COBRA and the procedures established by the County 
and/or its COBRA administrator.

If the County or any Subscriber or Dependent fails to meet its obligations under the Contract and COBRA, Blue Shield 
shall not be liable for any claims of the Subscriber or Dependent after his/her termination of coverage, except as expressly 
provided in other applicable provisions of the Contract.
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The County is solely responsible for all aspects of the administration of Title X. of the Consolidated Omnibus Budget 
Reconciliation Act [COBRA] and any amendments with respect to the group medical coverage provided by this Contract. 
The obligations of the County, in the event that federal continuation of coverage requirements of the Consolidated 
Omnibus Budget Reconciliation Act of 1985 [COBRA], as amended, apply to the County, are as set forth below:

a. The County or its COBRA administrator will complete and timely provide all notices and enrollment forms to all 
eligible Subscribers and Dependents (including the initial notice of COBRA rights) required under COBRA.

b. The County or its COBRA administrator will establish procedures to verify eligibility for COBRA coverage and 
receive COBRA election forms from Qualified Beneficiaries.

c. The County will notify its COBRA administrator (or the Plan administrator if the County does not have a COBRA 
administrator) of the Subscriber's death, termination, or reduction of hours of employment, or of the Subscriber's 
Medicare entitlement, or the County's filing for reorganization under Title XI, United States Code.

d. The County or its COBRA administrator will establish applicable COBRA rates may be annually and determine 
the applicable premium amount for qualified COBRA beneficiaries in accordance with its Contract with Blue 
Shield, adding the 2% administrative fee permitted by COBRA.

e. The County or its COBRA administrator will bill and collect premiums from COBRA Qualified Beneficiaries, 
and provide timely notification of nonpayment of COBRA continuation coverage premiums, per the terms of the 
Contract and the COBRA law.

f. The County or its COBRA administrator will remit premiums to Blue Shield on behalf of the COBRA qualified 
beneficiary until Blue Shield receives notice from the County that such beneficiary is no longer entitled to 
COBRA coverage.

g. The County or its COBRA administrator will provide notification of conversion rights or other continuation of 
coverage rights to the extent required by COBRA or any other federal or state laws as applicable, on termination 
of COBRA coverage. The County or its COBRA administrator is responsible for notifying COBRA enrollees of 
their right to possibly continue coverage under Cal-COBRA at least 90 calendar days before their COBRA 
coverage will end.

h. The County or its COBRA administrator will inform eligible Subscribers and Dependents of changes in the 
COBRA law as they occur, including an explanation of the impact of these changes upon COBRA coverage.

i. The County agrees to assume responsibility for any and all COBRA violations resulting from the failure of the 
County or its COBRA administrator to perform its COBRA administration responsibilities.

2. Cal-COBRA

NOTE: Blue Shield and the County understand and agree that the following provision is not applicable to and non-
enforceable in whole or in part by either party at any time during the term of this contract but is required as a 
standard provision of this contract.

Should the County be subject to the California Continuation Benefits Replacement Act (Cal-COBRA) the County 
is responsible for notifying Blue Shield in writing within 30 days when the County becomes subject to Section 
4980B of the United States Internal Revenue Code or Chapter 18 of the Employee Retirement Income Security Act, 
29 U.S.C. Section 1161 et seq.

Should the County be subject to the California Continuation Benefits Replacement Act (Cal-COBRA) the County 
will be responsible for notifying Blue Shield in writing of the subscriber’s eligibility within 30    days of the 
qualifying event of the conversion to Cal-COBRA.
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IX. ACCESS TO REPORTS 

Access to Reports

A. Blue Shield agrees to provide the County with access to Health Data & Management Solution’s (“HDMS”) application 
Custom Reports Now (“CRN”), in order for the County to comply with its responsibilities as plan sponsor, as that 
term is defined in the Health Insurance Portability and Accountability Act, as amended (“HIPAA”) at 45 CFR § 
164.103.

B. Blue Shield and the County agree that CRN contains Confidential Information, as defined herein. Confidential 
Information shall mean the confidential and proprietary information of Blue Shield available through CRN, including 
but not limited to proprietary systems, financial data and provider information including aggregated provider payment 
rates as well as aggregated and statistically de-identified claims, records and medical information of Members. The 
parties hereto stipulate that, as between them, the same are important, material and confidential. Confidential 
Information shall not include information which: (i) is already known by the County; (ii) becomes publicly known 
through no act or fault of the County; (iii) is received by the County from a third party without a restriction on 
disclosure or use; (iv) is independently developed by the County without reference to the Confidential Information 
provided by Blue Shield.

C. Blue Shield represents that it has obtained statistical certification that the reports available through CRN do not contain 
any Protected Health Information (“PHI”) as that term is defined at 45 CFR § 160.103.

D. The County hereby agrees that: (a) Unauthorized access to CRN or unauthorized use of the Confidential Information 
contained therein may cause irreparable harm, loss, damage to Blue Shield; and (b) that it has been and will be 
conferred a benefit as a result of its knowledge of and access to the CRN; and (c) that it has agreed to the provisions 
contained in this Amendment.

E. The County shall require that any employees, agents, or independent contractors retained by the County that have 
access to CRN shall each comply with the requirements set forth in this Contract and with all applicable state and 
federal law.

F. The County hereby agrees that it shall not disclose or communicate to any person, firm, or corporation, any 
Confidential Information, without the written consent of Blue Shield. In addition, the County agrees to undertake the 
following obligations with respect to the Confidential Information.

a. The County agrees not to attempt re-identification of Subscribers or their Dependents (collectively “Members”) 
based upon the Confidential Information provided through the CRN; and

b. The County agrees to restrict the use, locations, storage and access to Confidential Information through CRN; and

c. The County agrees to return or destroy any Confidential Information obtained through CRN upon termination of 
the Group Contract; and

d. The County agrees not to link any other data elements in its possession with the Confidential Information available 
through CRN without a statistician’s certification that the data remains statistically de-identified pursuant to 45 
CFR § 164.514; and

e. The County agrees to implement and maintain appropriate data security and privacy procedures with associated 
physical, technical and administrative safeguards as needed to assure that the Confidential Information is accessed 
only by personnel authorized to do so and will remain de-identified; and ensure that all personnel authorized to 
access the data are trained on proper protocols for protecting the data in accordance with: 1) the terms of the 
HDMS data licensing agreement and 2) the conditions contained herein relative to the statistical deidentification 
requirements of the HIPAA.

G. The County agrees to allow access to CRN and use the Confidential Information solely in its capacity as plan sponsor 
for payment and administrative activities as plan sponsor.
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H. The County agrees to retain all Confidential Information in strict confidence and not to use or disclose the same except 
as otherwise provided or permitted in this Contract.

I. The County agrees to limit the individuals who are authorized to have access to CRN to those who have a reasonable 
need to do so. On an annual basis, the County must provide the names and titles of those individuals authorized to 
access CRN. The County must notify Blue Shield within thirty (30) days of any changes to those authorized to access 
CRN.

J. The County acknowledges and agrees that, in the event of any breach of this Contract by the County, Blue Shield may 
immediately block further access by the County to CRN and may terminate this Amendment immediately. These 
remedies shall be in addition to and not in limitation of any other rights or remedies to which Blue Shield is or may 
be entitled.

K. In the event of a breach of the terms of this Contract by the County, its employees, agents or independent contractors, 
the County agrees to indemnify, defend and hold Blue Shield harmless from and against any claims, causes of action 
or costs, arising out of the indemnifying parties breach of its obligations hereunder.

L. The restrictions and obligations of the parties as contained in this Contract shall survive the expiration, termination or 
cancellation of the Group Contract, and shall continue in full force and effect indefinitely. 
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X. EVIDENCE OF COVERAGE AND DISCLOSURE FORM

An Evidence of Coverage and Disclosure Form booklet and any applicable Supplements will be issued by Blue Shield for all 
Subscribers covered under this Group Health Service Contract.  The following pages contain the exact provisions of this 
Evidence of Coverage and Disclosure Form and any applicable Supplements and are included as part of this Contract.

The County and Blue Shield both mutually agree that no changes shall be made to the Evidence of Coverage and Disclosure 
Form unless they have been subject to the terms of the conditions set forth in the section “Contract Amendments” (Section E.2) 
of the executed Letter of Agreement (LOA) between the San Bernardino County and Blue Shield.

Note:  In the Evidence of Coverage and Disclosure Form, references to "you" or "your" shall mean the eligible Subscriber 
and/or Dependent of this Plan.  References to "we" or "us" shall mean the Plan and/or Blue Shield of California.


