
CMSP 205 (06/09) 

COUNTY MEDICAL SERVICES PROGRAM GOVERNING BOARD 
 

THIRD PARTY LIABILITY NOTIFICATION OF TRUST COVER LETTER 
 

Please send this form with proper documentation attached to: 
 Anthem Blue Cross, Attention: TPL Branch, 5151-A Camino Ruiz, Mail Stop CC-20D, Camarillo, CA 93012 

 
 Name of CMSP Member: ID#/CIN# Social Security Number: 

   

Date of Birth:  Date of CMSP Certification Period: Date of Death: 

   

 
 
 
Name of person completing the form: ________________________________________________ 
 
Title: __________________________________________________________________________ 
 
Phone number: (_____)_____________________   County: ______________________________ 
 
 
Enclosed are ______________   pages. 
 
 
Date the form sent: _________________________ 
 
 
 
 
 
 
 
 
 
 
 
Enclosure 


