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

	Enter the Parent’s First Name: 
	Enter the Parent’s Middle Initial: 
	Enter the Parent’s last name: 
	Enter the Parent’s Date of Birth (M M/D D/Y Y Y Y): 
	Ingrese el número de B I C o la tarjeta de Medi-Cal o S S N: 
	Enter the Parent’s County of Residence: 
	Enter the Parent’s Mailing Address (number and street) or location: 
	Enter the Parent’s mailing address City: 
	Enter the Parent’s mailing address State: 
	Enter the Parent’s mailing address Zip Code: 
	Enter the Parent’s best contact phone number/Email address (include 3-digit area code): 
	Enter Newborn 1 First Name: 
	Enter Newborn 2 First Name: 
	Enter Newborn 3 First Name: 
	Enter Newborn 4 First Name: 
	Enter Newborn 5 First Name: 
	Enter Newborn 1 Middle Initial: 
	Enter Newborn 2 Middle Initial: 
	Enter Newborn 3 Middle Initial: 
	Enter Newborn 4 Middle Initial: 
	Enter Newborn 5 Middle Initial: 
	Enter Newborn 1 Last Name: 
	Enter Newborn 2 Last Name: 
	Enter Newborn 3 Last Name: 
	Enter Newborn 4 Last Name: 
	Enter Newborn 5 Last Name: 
	Enter Newborn 1 Date of Birth: 
	Enter Newborn 2 Date of Birth: 
	Enter Newborn 3 Date of Birth: 
	Enter Newborn 4 Date of Birth: 
	Enter Newborn 5 Date of Birth: 
	Select Newborn 1 Gender: Off
	Select Newborn 2 Gender: Off
	Select Newborn 3 Gender: Off
	Select Newborn 4 Gender: Off
	Select Newborn 5 Gender: Off
	Enter the Patient’s B I C number (Optional)  2: 
	Enter the Patient’s B I C number (Optional) 4: 
	Enter the Patient’s B I C number (Optional) 3: 
	Enter the Patient’s B I C number (Optional) 5: 
	Enter the place of birth name (hospital name, clinic name, etc: 
	): 

	Enter the place of birth Address (number and street, if available): 
	Enter the place of birth City: 
	Enter the place of birth State: 
	Enter the place of birth Zip Code: 
	Enter the date of request (M M/D D/Y Y Y Y): 
	Enter the Name who completed this application (PLEASE PRINT): 
	Enter the name of the Agency/Title: 
	Enter the National Provider Identifier (N P I) Number (If Medi-Cal provider/hospital/clinic/group, etc: 
	): 

	Enter phone number (include 3-digit area code) or Email address: 
	Enter the date completed (M M/D D/Y Y Y Y): 
	Enter the Parent’s best contact Email address: 
	Enter the Patient’s B I C number (Optional) 1: 


