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NEED MORE INFORMATION? 

 

 

 

 

 

 

Date/Time: Location: County: 

Monterey County 

Los Angeles County 
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Mail California Medi-Cal Dental Program 

Attn: Enrollment Department 

PO Box 15609 

Sacramento, CA 95852-0609 

 

Fax: 

Phone: 

http://www.denti-cal.ca.gov/provsrvcs/forms/Medical%20Dental%20Patient%20Referral%20Service%20PDF%20Form.pdf
mailto:Denti-CalEnrollmentDept@delta.org


http://www.denti-cal.ca.gov/WSI/Prov.jsp?fname=ApplicationForms
http://www.denti-cal.ca.gov/WSI/Prov.jsp?fname=enrollment_tool_kit
http://www.denti-cal.ca.gov/WSI/Prov.jsp?fname=enrollment_tool_kit
http://www.denti-cal.ca.gov/WSI/Publications.jsp?fname=ProvManual




Mail, email, fax or call Denti-Cal to be added to the referral list! 
 


Mail form to:  Email form to: Fax form to: Call Denti-Cal at:  
Denti-Cal    
Attn: Provider 
Enrollment 


Denti-
CalEnrollmentDept@delta.org 


916-631-1191 1-800-423-0507 


P.O. Box 15609   Speak with a representative 
Sacramento, CA 95852-
0609 


  to answer questions by 
phone! 


 


Medi-Cal Dental Patient Referral Service  


 


 


 Yes I would like Denti-Cal patients referred to my office. Please add my name to your referral list. I 
understand I may request removal of my name from this list at any time.  
 


 No I do not want Denti-Cal patients referred to my office. Please do not include my name on your referral 
list.  


Dental License # 
 


NPI # 
 Billing  


Provider ID 
 Service  


Office #  


      
Provider Name:      


Business Name:  


Office Address:  


Phone Number:  Is your office wheelchair accessible?  Yes  No 


Email Address:     


 
Approximately how many more Dent-Cal patients can you accept in your practice? ______________________  
 
What other languages are spoken in your office? __________________________________________________  
 


Are you a board-certified or board-eligible specialist? ☐ Yes  ☐ No  If yes, please list your specialties:  


Specialty:______________________________________  ☐ Board Certified  ☐ Board Eligible 


Specialty:______________________________________  ☐ Board Certified  ☐ Board Eligible 


Specialty:______________________________________  ☐ Board Certified  ☐ Board Eligible 
 
Are there rendering providers in your office that are board-certified or board-eligible specialists?  


☐ Yes ☐ No  If yes, please list the rendering provider(s) and specialties in space indicated on back of page. 


 
List any dental specialties or services offered in your office (i.e. endodontic, periodontal, oral surgery, 
procedures, general anesthesia, etc.): ___________________________________________________________ 
__________________________________________________________________________________________ 


What ages of children do you see in this practice? [Select the appropriate number]  


  1 2 3 4 5 6 7 8 9 10 11 12 __ 


Special needs accepted (Select all that apply): 
___ No     ___ Motor impairment  ___ Seizures 
___ Mildly challenging behavior ___ Cognitive impairment 


 


 
 







Mail, email, fax or call Denti-Cal to be added to the referral list! 
 


Mail form to:  Email form to: Fax form to: Call Denti-Cal at:  
Denti-Cal    
Attn: Provider 
Enrollment 


Denti-
CalEnrollmentDept@delta.org 


916-631-1191 1-800-423-0507 


P.O. Box 15609   Speak with a representative 
Sacramento, CA 95852-
0609 


  to answer questions by 
phone! 


 


Rendering providers in your office that are board-certified or board-eligible specialists: 


Name:  Name:  


Dental Lic. #:  Dental Lic. #:  


Specialties:  Specialties:  


☐ Board Certified  ☐ Board Eligible ☐ Board Certified  ☐ Board Eligible 
    
Name:  Name:  


Dental Lic. #:  Dental Lic. #:  


Specialties:  Specialties:  


☐ Board Certified  ☐ Board Eligible ☐ Board Certified  ☐ Board Eligible 
  
Name:  Name:  


Dental Lic. #:  Dental Lic. #:  


Specialties:  Specialties:  


☐ Board Certified  ☐ Board Eligible ☐ Board Certified  ☐ Board Eligible 
  


Name:  Name:  


Dental Lic. #:  Dental Lic. #:  


Specialties:  Specialties:  


☐ Board Certified  ☐ Board Eligible ☐ Board Certified  ☐ Board Eligible 


  
Name:  Name:  


Dental Lic. #:  Dental Lic. #:  


Specialties:  Specialties:  


☐ Board Certified  ☐ Board Eligible ☐ Board Certified  ☐ Board Eligible 
 


Comments:  


  


  


  


  


 


www.denti-cal.ca.gov  



http://www.denti-cal.ca.gov/






Providers who have had no claim activity (submitting no claims or requesting reimbursement) in a 12-month period 
shall be deactivated per Welfare and Institutions Code Section 14043.62 (a) which reads as follows: 


 
The department shall deactivate, immediately and without prior notice, the provider's number, including all 
business addresses used by a provider to obtain reimbursement from the Medi-Cal program when warrants or 
documents mailed to a provider's mailing address or its pay to address, if any, or its service or business address, 
are returned by the United States Postal Service as not deliverable or when a provider has not submitted a claim 
for reimbursement from the Medi-Cal program for one year. Prior to taking this action the department shall use 
due diligence in attempting to contact the provider at its last known telephone number and ascertain if the 
return by the United States Postal Service is by mistake or shall use due diligence in attempting to contact the 
provider by telephone or in writing to ascertain whether the provider wishes to continue to participate in the 
Medi-Cal program. If deactivation pursuant to this section occurs, the provider shall meet the requirements for 
reapplication as specified in this article or the regulations adopted thereunder. 
 


If you have not had any claim activity in a 12-month period, and wish to remain an active provider in the Denti-Cal 
Program, please complete the bottom portion of this form and mail to: Denti-Cal, Medi-Cal Dental Program, P.O. Box 
15609, Sacramento, CA  95852-0609. If your provider number is deactivated, you must reapply for enrollment in the 
Denti-Cal Program. To request an enrollment package contact Denti-Cal toll-free at (800) 423-0507.


No Claim Activity for 12 Months


Yes, I wish to remain a provider in the Denti-Cal Program because:


FQHC/RHC (Federally Qualified Health 
Clinic/Rural Health Clinic)


Provider Name Provider Number


Provider Address City


CA


State Zip Code


(R 01/2014


Check the box that applies to your practice: 





