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SUBSCRIBER ORDER FORM

MEDI-CAL AND SUPPLEMENTAL PROVIDER MANUALS


SUBSCRIBER ORDER FORM
Provider manuals, monthly bulletin updates, manual replacement pages and other special mailings are available for one subscription year. Subscriptions expire the following year on the 15th of a renewal month. Program information is also available on the Medi-Cal Web site at www.medi-cal.ca.gov.
Directions:  Complete and remit this form with payment to EDS ( P.O. Box 13029 ( Sacramento, CA ( 95813-4029. Make check or money order payable to the Department of Health Care Services for an annual subscription to program publications.


SECTION 1 – CURRENT MAILING ADDRESS
New Subscriber Only:  Enter your address information in Section 5.

Existing Subscriber Only:  Affix the complete mailing label that appears on your mailing envelope. Complete Section 5 if you do not have a mailing label, if your current mailing address has a Post Office Box, or to receive program publications at a different address.


SECTION 2 – SUBSCRIPTION CANCELLATION (existing subscriber only)
· Check here to be removed from the Subscriber Mailing List. You will no longer receive hard copy program publications.


SECTION 3 – NEW MANUAL ORDERS
A.
Business/Service Classification.  Check the appropriate box to identify your business/service: (  Provider     (  Billing Service

(  Association     (  Consultant     (  Other:

B. Manual Selection.  Complete this section for an annual subscription to the manuals you select below. 

C.
Consolidated Manuals.  To receive all Allied Health provider community information denoted by an asterisk (*), order the Consolidated Allied Health manual. To receive all Inpatient Services and Outpatient Services provider community information denoted by a double asterisk (**), order the Consolidated Inpatient and Outpatient Services manual.
	Manual Type
	Qty
	Cost
	Amt
	Manual Type
	Qty
	Cost
	Amt
	Manual Type
	Qty
	Cost
	Amt

	Acupuncture *
21
	
	X $40
	
	Family PACT Policies, Procedures and Billing Instructions
	
	X $25
	
	Multipurpose Senior Services Program 
(MSSP) **
10
	
	X $40
	

	Adult Day Health Care 
(ADHC) Centers **
01
	
	X $40
	
	General Medicine
13
	
	X $40
	
	Obstetrics
14
	
	X $40
	

	AIDS Waiver Program **
02
	
	X $40
	
	Heroin Detoxification 
Program **
05
	
	X $40
	
	Orthotics and Prosthetics * 
26
	
	X $40
	

	Audiology and Hearing Aids * 
22
	
	X $40
	
	Home Health Agencies
(HHA), Home and Community-Based Services (HCBS) ** 
06
	
	X $40
	
	Pharmacy
17
	
	X $40
	

	Child Health and Disability Prevention (CHDP)
30
	
	X $25
	
	Hospice Care Program **
07
	
	X $40
	
	Psychological Services *
27
	
	X $40
	

	Chiropractic *
23
	
	X $40
	
	Inpatient Services **
08
	
	X $40
	
	Rehabilitation Clinics **
12
	
	X $40
	

	Chronic Dialysis Clinics **
03
	
	X $40
	
	Local Educational Agency (LEA) Medi-Cal Billing Option **
09
	
	X $40
	
	Therapies (Occupational, Physical, Respiratory, Speech) *
28
	
	X $40
	

	Clinics and Hospitals **
11
	
	X $40
	
	Long Term Care
16
	
	X $40
	
	Vision Care
18
	
	X $40
	

	Durable Medical Equipment (DME) and Medical Supplies *
 24
	
	X $40
	
	Medical Transportation *
25
	
	X $40
	
	Consolidated Allied Health 
29
	
	X $125
	

	Expanded Access to Primary Care (EAPC) Program **

04
	
	X $40
	
	Consolidated Inpatient/ Outpatient Services
20
	
	X $125
	
	
	
	
	

	

Total Quantity
Total Amount


______________
$____________



SECTION 4 – ADDITIONAL, REPLACEMENT OR BULLETIN-ONLY ORDERS
Complete this section if you currently have a provider manual and request an additional manual, replacement manual or bulletin-only subscription. 

	Type of Order
	Qty
	Cost
	Amt
	Specify Manual Type

	Additional manual (including subsequent bulletin updates)
	
	X $40
	
	

	Additional manual – CHDP and Family PACT only (including subsequent bulletin updates)
	
	X $25
	
	

	Replacement manual (no additional bulletin updates)
	
	X $40
	
	

	Bulletin-only subscription (no additional provider manual)
	
	X $40
	
	

	Bulletin-only subscription – CHDP and Family PACT (no additional provider manual)
	
	X $25
	
	

	Additional or Replacement Consolidated Inpatient/Outpatient Services manual (including subsequent bulletin updates)
	
	X $125
	
	

	Additional or Replacement Consolidated Allied Health manual (including subsequent bulletin updates)
	
	X $125
	
	



SECTION 5 – SUBSCRIBER MAILING ADDRESS UPDATE
Complete this section to include your address information on the Subscriber Mailing List, to receive program publications at a different address from the current mailing address in Section 1, if your current mailing address has a Post Office Box, or if you do not have a mailing label. 


LAST, FIRST NAME (Attention)
MAIL STOP (if applicable)

DEPT. OR FI/CONTRACT NAME (abbreviate if possible)
DIVISION, SECTION OR UNIT NAME

STREET ADDRESS (include Apt/Ste/Rm #) (No Post Office Box Please)

MAILING/DELIVERY ADDRESS (No Post Office Box Please) (leave blank if same as above) 

CITY
STATE
ZIP + 4 CODE
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Total Amount Enclosed:  $________





	Check Number:    ________








Total Quantity





___________





Total Amount





$__________


	TOTAL AMOUNT ENCLOSED:  $ _________


	CHECK NO: __











Attach Your Current Program Mailing Label Here












































Contact Name





_______________________





Day-Time Phone Number





(____)______-___________





Provider Number, If Applicable





_______________________
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