
 
 
 

 

 
B-EDI-FRM-031.G 

PROVIDER SERVICE OFFICE ELECTRONIC DATA INTERCHANGE 
OPTION SELECTION FORM 

Reason for Submission:  New Enrollment  Change Enrollment  Cancel Enrollment 
 

Provider Name: National Provider Identifier (NPI): 

Doing Business As Name (DBA): 

Provider Address – Street: City: State: ZIP Code: 

Provider Contact Name: Telephone Number: 

Software/Practice Management System: Email Address: 

 

  

 

EDI INPUT/OUTPUT OPTIONS 
 

Identify the INPUT FROM and RETURN OUTPUT OPTIONS for your office in the fields below. 
For assistance, contact EDI Support at (916) 853-7373 or by email to denti-caledi@delta.org. 

 

INPUT FROM:  Service Office (SO) 

  Billing Office (BO) 

  Clearinghouse (CH)  NAME:   

 
 You will submit Claims, TARs and Adjustments (ANSI X 12 837). 

 Will you also submit NOAs electronically?  YES  NO 

 Will you also submit Claim Status Inquiry (ANSI X 12 276)?  YES  NO 

     

RETURN OUTPUT OPTIONS when available (shaded options are standard or mandatory): 
 

EDI Document  
Electronic RTDs  YES   NO  
Electronic NOAs  YES   NO  
Electronic EOB Supplemental Claim Data  (If YES:  SUMMARY or  DETAIL)  YES   NO  

*Would you like to stop receiving Explanations of Benefits (EOBs) by mail?  YES*   NO 

  *If YES, EDI Support will contact your office to determine the effective date. 
NOTE: Opting not to receive paper EOBs by mail is an option only if either the 835 ERA and/or Supplemental EOB 
file in the Detail format are received. 

         

Electronic X-Ray/Attachment Labels           (If YES:    1-UP  or   3-UP)  YES     

Report of Documents Awaiting Return Information (CP-0-978-P)  YES     
Report of EDI Documents Received (CP-0-973-P)  YES     
Claim Status Inquiry Response (ANSI X 12 277)  YES   NO  

 

     

 Authorized Signature  Submission Date  

  

Return completed form to: Medi-Cal Dental Program 
Provider Enrollment 
P.O. Box 15609 
Sacramento, CA 95852-0609 

 

For Denti-Cal Use Only: C/H ID: Remote ID: P/W: CV: 

DENTI-CAL 

CALIFORNIA MEDI-CAL DENTAL PROGRAM 

P.O. BOX 15609 

SACRAMENTO, CALIFORNIA  95852-0609 

Phone 800-423-0507   Web www.denti-cal.ca.gov 
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