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Join the Beneficiary Referral Network 

California Medi-Cal Dental Program 

Denti-Cal encourages providers to join in the Denti-Cal Beneficiary Referral Service. This 
referral service can be an excellent resource for enrolled Denti-Cal providers to build, 
maintain or increase their patient base.  

All beneficiaries still qualify for some level of Medi-Cal Dental Benefits. 

For more information on Denti-Cal benefits, please see “Section 4: Treating Beneficiaries” 
in the Denti-Cal Provider Handbook and refer to Bulletin v.25, Number 22, May 2009 and 
Bulletin v. 25, Number 24, July 2009. 

Providers interested in the Denti-Cal Beneficiary Referral program can fill out and print the 
attached fillable Medi-Cal Dental Patient Referral Service Form. To access the form using 
Adobe Reader, click on the paperclip icon on the lower left: 

 
When the attachment pane opens, double-click on “Medi-Cal Dental Patient Referral Service 
Form” to open the attached form: 

 
Send the completed form to: 

California Medi-Cal Dental Program 
Attn: Enrollment Department 
PO Box 15609 
Sacramento, CA 95852-0609 

 

For questions, please contact the Denti-Cal Telephone Service Center at (800) 423-0507. 

http://www.denti-cal.ca.gov/WSI/Default.jsp?fname=Default
http://www.denti-cal.ca.gov/
http://www.denti-cal.ca.gov/provsrvcs/manuals/handbook2/handbook.pdf#page=109
http://www.denti-cal.ca.gov/provsrvcs/bulletins/Volume_25_Number_22.pdf
http://www.denti-cal.ca.gov/provsrvcs/bulletins/Volume_25_Number_24.pdf




Medi-Cal Dental Patient Referral Service 
Dear Doctor: 


The Medi-Cal Dental Program (Denti-Cal) offers a voluntary patient referral service that serves the dental community 
statewide. Please consider our request to include your office on our referral list for Denti-Cal patients. 


Complete this form and return it to Denti-Cal at this address: 


Denti-Cal 
Attn: Provider Enrollment 
PO Box 15609 
Sacramento, CA 95852-0609 


If you have any questions about the Medi-Cal Dental Patient Referral Service, please do not hesitate to call Denti-Cal toll-
free at (800) 423-0507.  


Sincerely, 
Provider Services 
Medi-Cal Dental Program 
Denti-Cal


  Yes


  No


I would like Denti-Cal patients referred to my office. Please add my name to your referral list. I understand I  
may request removal of my name from this list at any time.


I do not want Denti-Cal patients referred to my office. Please do not include my name on your referral list.


Provider Name:
Billing  
Provider ID


Service 
Office #


Business Name:


Fictitious Name:


Office Address:


Phone Number: Is your office wheelchair accessible?   Yes   No


What other languages are spoken in your office? 


List any dental specialties or services offered in your office (i.e., endodontic, periodontal, oral surgical procedures, 
general anesthesia, etc.):


What age group of children does your office see?


Billing Provider Signature: Date:


5 & Under 6-12 13 & Older


(R 11/2009)





Medi-Cal Dental Patient Referral Service

Dear Doctor:

The Medi-Cal Dental Program (Denti-Cal) offers a voluntary patient referral service that serves the dental community statewide. Please consider our request to include your office on our referral list for Denti-Cal patients.

Complete this form and return it to Denti-Cal at this address:

Denti-Cal

Attn: Provider Enrollment

PO Box 15609

Sacramento, CA 95852-0609

If you have any questions about the Medi-Cal Dental Patient Referral Service, please do not hesitate to call Denti-Cal toll-free at (800) 423-0507. 

Sincerely,Provider ServicesMedi-Cal Dental ProgramDenti-Cal

I would like Denti-Cal patients referred to my office. Please add my name to your referral list. I understand I 

may request removal of my name from this list at any time.

I do not want Denti-Cal patients referred to my office. Please do not include my name on your referral list.

Is your office wheelchair accessible? 

What age group of children does your office see?

Billing Provider Signature:

Date:

(R 11/2009)
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