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Attn: Grievance Coordinator,, Anthem Blue Cross, P.O. Box 60007, Los Angeles, CA 90060-0007.
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Department of Social Services
State Hearings Division

P.O. Box 944243, MS 19-37
Sacramento, CA 94244-2430
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Attn: Appeals and Complaints Department

Anthem Blue Cross

P.O. Box 60007

Los Angeles, CA 90060-0007
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Attn: Member Services
L.A. Care Health Plan
555 W. Fifth Street

Los Angeles, CA 90013
1-888-452-2273
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Department of Social Services
State Hearings Division

P.O. Box 944243, MS 19-37
Sacramento, CA 94244-2430
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