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DENTl-CAL 
CALIFORNIA MEDI.CAL DENTAL PROGRAM 
PO BOX 13189 

~ 

TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM 
1. PATIENT NAME (LAST, FIRST , M.I.) 

SACRAMENTO, CALIFORNIA 95813 •3189 
Phone(800)423·0507

5. MEDl·CAL BENEFITS ID CARD NUMBER 

/, 

19. BILLING PROVIDER NAME (LAST, FIRST, M.L) 

21. MAILING ADDRESS TELEPHONENUMBER 

CITY, STATE ZIP CODE 

EXAMINATION AND TREATMENT 
26. 
TOOTH •/LTR, 
ARCH, QUAD 

27. 
SURFACES PROCEDURE 

32 
FEE 

33. 
RENDER ING 

NUMBER PROVIDER NPI 

39. THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE IS TRUE, ACCURATE, AND COMPLETE. 38. 

BILLED 
DATE 

X 
SIGNATURE DATE 

STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM. 
SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO -

www.denti-cal.ca.gov DC-217 SNC (R 9/13) 

http:www.denti-cal.ca.gov



