State of California—Health and Human Services Agency

B ol Auaa Aa

Department of Health Care Services

.Medi-Cal (e@JLs.L.\) NJA.L. 8 5 e g2 A Medi-Cal GALU.\S Ol sall cpall gl aal sac el 30Y 4l JPLIEEN ds) TAsal padiy
Cladd Al ey e (S i 32V Sl Cnan ddal 2SU e dadaliall aclos Glild o3 sail) 138 853 ) sl il laad) JlaSind J3A (e

138 (e Al ¢ ) 8 dadaliall Cilaglaae o siadl Sy dablial ) QS Sy 5l e 23 5ail 138 Ol ) a0 . Medi-Cal

O §ORY1 Wadl ol sl €y Aoy e laall 03 s a5 cAadaliall ) 3 pul) e |kl s sl g EO0Y) Gy Lz sal
adgi 8 -laay o L 5l ) ol - guall sl aal e 40 Capai i€ 1Y) Ada YL atidal) Calagall ) Cailed) e 33Y )

(5 5) arn Hl Aanadall (BIC) L el iy yas Ay o35 Jaal (liSas elld (IS 1) Section C (8 4 sthae iy yaill Cilaglaa

8V 5l Cyong il il sall s aoil] ) sgully 53Y 50 g I3 cpall s Medi-Cal 4iLby wsiud (<o SECTION A

SSN sl BIC | 0¥ (5 32a g )l (LAY as¥) dass SNV 2 e oY1 Caall (Y an¥) e s and
Jakalidll &sall o (g il and g g L a8 ) ol o) sied)
s S 3l ilel) &8 Guodl el Yl Al

SolSl) GLA Gl e (Ao Jpansd] b jo 520 bl o Lagad] cpl] of Al g 23 Jib) ;583 SECTION B

BIC &8, — (s Luis/ Ciall Saall 5y ) an¥) e W) Capall (Y1 ans¥) B 5l o )
Ot N (Al sall/ gl (Y an¥) das5Y)

BIC i, — s bis/ Cpiall Sl gl [ an e JsY Caall (J Y an¥) 2 52Y sl Caaa and
Sl KA (Al sall/ gl (L) A cdass 5

BIC s, — (s luis/ Ciall Sall g i a g Y1 Caall (I and1) 3 50V sl Caaa
Sl 8 (Al sall/ el (Y A dass Y

BIC s, — (s liis/ Ciall Sall g5 | a e Y1 Caall (I an1) 4 50Y 5l Caaa
Sl KA (Al sall/ i) (Y A dass Y

BIC s, — (s luis/ Ciall Sall g5 | aaY e Ja¥) ol (I an¥1) 5 5 Sl Eaaa
Sl 8 (Al 5all/ el (oY) au¥) dass )

(&) bl an) ¢ il anl) 33Y 1 (S

@2l el Lyl dadl (158 50 OIS 13} cp il a5 & L a8 ) f siall

Arblidl 4 Lelain ] dle il 5 byfi=blia 4 Department of Social Services U/ cilo sleall s e il 4ua sar s 58/ U

(al) o sl 3 el s o5

>

MC330 (Revision 10/2024)

2 (] dnsall



State of California—Health and Human Services Agency Department of Health Care Services

Ao sl 5l il 5 oY1 Ay g s S o 3 saill efa aT 13 avdll 38 3Le) SECTION C
AT (&) ) Ao 5 AllaS) o3

35S 25 il i, | (& e saaafiabie/ i Medi-Cal 2530 IS 13) (NP s sll 25 5al o yne o8

Al g lgio il a7 o 53 ) ol o gleadl Gl - pale 2 Aom sg )

JuSY) g ) (s sh @l 5 ¥ 5 e (adid) ad il
®

sle Telephone Service Center - Juail caa Il il b wai 488 (Liy Coglan 5f 2y hall 5l 5l aadiy slaii ol jlusdiind il S 13)
.1-800-541-5555 48 )1l

rdinblia b Medi-Cal «iSe Juaiy) cilaglaa o ghall sl 3a i geal

[=:

<0

l': -I-I.E
"-'l':l'-l":_,:l""
|!"-|-"r n:-.

AL

https://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx

MC330 (Revision 10/2024) 2 e 2 Aaiall


https://www.dhcs.ca.gov/services/medi-cal/Pages/CountyOffices.aspx

	Parent’s First Name: 
	Parent’s Middle Initial: 
	Parent’s Last Name: 
	Parent’s Date of Birth (MM/DD/YYYY): 
	BIC or Medi-Cal Card Number or SSN: 
	Parent’s Mailing Address (number and street) or location: 
	Parent’s County of Residence: 
	Parent’s mailing address City: 
	Parent’s mailing address State: 
	Parent’s mailing address ZIP Code: 
	Newborn 1 First Name: 
	Newborn 1 Middle Initial: 
	Newborn 1 Last Name: 
	Newborn 1 Date of Birth (MM/DD/YYYY): 
	Newborn 1 Gender: Off
	Newborn 1 BIC number (Optional): 
	Newborn 2 First Name: 
	Newborn 2 Middle Initial: 
	Newborn 2 Last Name: 
	Newborn 2 Date of Birth (MM/DD/YYYY): 
	Newborn 2 Gender: Off
	Newborn 2 BIC number (Optional): 
	Newborn 3 First Name: 
	Newborn 3 Middle Initial: 
	Newborn 3 Last Name: 
	Newborn 3 Date of Birth (MM/DD/YYYY): 
	Newborn 3 Gender: Off
	Newborn 3 BIC number (Optional): 
	Newborn 4 First Name: 
	Newborn 4 Middle Initial: 
	Newborn 4 Last Name: 
	Newborn 4 Date of Birth (MM/DD/YYYY): 
	Newborn 4 Gender: Off
	Newborn 4 BIC number (Optional): 
	Newborn 5 First Name: 
	Newborn 5 Middle Initial: 
	Newborn 5 Last Name: 
	Newborn 5 Date of Birth (MM/DD/YYYY): 
	Newborn 5 Gender: Off
	Newborn 5 BIC number (Optional): 
	place of birth name (hospital name, clinic name, etc): 
	place of birth Address (number and street, if available): 
	place of birth City: 
	place of birth State: 
	place of birth ZIP Code: 
	date of request (MM/DD/YYYY): 
	Name who completed this application (PLEASE PRINT): 
	name of the Agency/Title: 
	National Provider Identifier (NPI) Number (If Medi-Cal provider/hospital/clinic/group, etc: 
	): 

	date completed (MM/DD/YYYY): 
	Email address: 
	Parent’s best contact Email address: 
	Parent’s best contact phone number (include 3-digit area code): 
	phone number (include 3-digit area code): 


