A20| E|= 18-T5AAL0] SietE TITS &2

CalOptima Health Medi-Cal 2|} =2
CHy B = ZIALS HIS & O 2 ¢250| AHE

o = O = - T E

FIES HoH = JUSLICH

Hot7t S=E &= HAO| X0 £|=X] ZOotEEH = HEZ2
(S} OfAf EE= HOTAN QM SETHYAIL.

2024'3 1281 20249 122 ALO[0f| S = HAHEE = TH)E
ARSI, PRt ZP ot oJATL =X (PCP)2t Z2utE SRE
= URE o= S7H Mo MBSHIAIL.

£ = $2529 M= 7IEE 27|28l 0] LAl SIHO| s FEHE FO{A
CalOptima Health 0f| =5t A2,

13l X5| ElAOIE

-IO

2 o3 A 240f et ZZ0| JA2A|H, XtNet HEE
www.caloptima.org/HealthRewards £ 2 E25I&A|

2

2 & = 1 00| X|




8 M= =S WS KHHO| k= UH:
1. S SE = AES DHX[H A, o 2kap QJA[AIM SHixE = HAHEI 2= 9 E B A0
ESLICH
= =] .

. Ol A2 ZHMSHINI. 0| MIBAITE O] Y0l EFE WEE SHIAI.

w N

KA E QA2 20
ARIEX| FEHE

_Jl\_
0] 2Al2 CalOptima Health 0] HIZ5}= WH:
: M ZXHQEDH Q| AHOf|H| O] RAIS HS 714-796-6613 2 HAR HINTZ QMsIHL £=

59 1E 312 M0l CalOptima Healthol| HESHMA|Q. & T2 M2 0f| 1810
A&LICE.

CalOptima Health

Attn: Quality Initiatives
P.O. Box 11033

Orange, CA 92856-9902

A0l E[AH, B2 $25 M= FtEE B[ fIo] XMo|7t 2d e FAsS 22 = 2|4 8FIt ZElLC

02 M2 JICE WOoA|RH, BE KE0| 2HM3| AME| D o|2 HZAte| EX0| s{of SiL|Ct,

All sections must be fully completed and stamped by your provider to receive the
no-cost gift card.
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