State of California—Health and Human Services Agency

Department of Health Care Services

Aot o| 2|
Aot 0|2 AR Medi-Cal 7 27t XtL42| £ E Medi-Cal of 21 5H= Ol A ELICEH O
ool YEE FdstH FH2E|0f M Lldotel M 0{F & & elstod £l dot7t Medi-Cal MH|AE &7|
AESHES ot= Ol ==0[ ELICH of FAIS FI2E(o] 2T s HMAz HLAMAIR. 7I2E| E = O]
Alo] SIHO| U&LICH 7FFol CHEE 2 E #E ALE 2 JI2E|ofl ETalofF &t A& 5| MESH FML
F2E AE A HER0A E4E RMeR MTE £ UELICH B} M E= 23Xt
otL|n R E CHASHE B2 Section C off MBI} Al HE 7t LI siEsts B 7oA
S E &= ID 7t= (BIC) HEE UHSIMAIR (275 AL E)).

Section A 229/ Medi-Cal 7)== E& &' O} S
&L/t

Ly

of AYofE PIEF AH[A

2 &0l A

Olo
9'|:

23 0|E (0|8, 37 0|2 o[L|A, A)

BIC == SSN

SH T4 (H2 A HE) EE x|

Al = = ST ol F4

Section B & &: 5/5/0/ AZHEl 220l A4 EJo{Lt ALAE= FF] P/ 1S 2E + LlgLir

AMoL O|& (018, 57 OIF OlLIA, &) | MiAee (/)| M 418 AF8} - BIC HZ
2 ody

A140L 2 OIF (018, 7 0I5 O|LIA, &) | e (/i) | A 41 Af8} - BIC HZ
2 oiy

A140L 3 OIF (018, 7 0I5 OlLIA, &) | M (/i) | A 414 Af8} - BIC HZ
2 ody

A140}L 4 OIF (018, 7 OIF O|LIA, &) | e (2//H) | A 41 Af8} - BIC HZ
2 ody

Al4o} 5 0|8 (018, B2 OI& OILIA, &) M (/Y| 8 A5 AlEF - BIC 3
2 ody

EM T4 (HH 0|8, BHA 0|8 5)

F4 (Fhst de ¥s o AHa)) N F FHHS

MC330 (Revision 10/2024)

2 9|1 HO|X|



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

E2ol2 o] H &2 Z 7}2E/ Department of Social Services/7}F2E| SX/20f ZIY5t= 21 & 0/8tL/CH
SE I (fote)) B2/ /E S K MHE
£

Section C (FZ2, &/ = S X7 OFE AFE O] $F4/E B &EH T2 0] 4492 A&l AIL.)

ISESYNNESIN S =R Y ) 7|zH=lst

27 MZ R Al (NPI) H é( edi-Cal AH|A ST oMY F4
MERHEH R HATE SO B

T oA Plo] HEI} HSEIQICH HE et I8 SFE LI

_l_
M (BE, I E= EE X 0|2]of AHE) 22 g
S

F0l 22 7 Yo i 2] AFE 2 Telephone Service Center

N
. J'..f'l:._l

n '.'.‘-'l
-"

=] |!__ e

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

g
oy

MC330 (Revision 10/2024) 2 £9| 2 H0|X|


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): 
	Parent’s best contact Email address: 
	Parent’s best contact phone number (include 3-digit area code): 
	Email address: 
	phone number (include 3-digit area code): 


