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To: Denay Mintz 

Asha Camacho 

Fax: (916) 636-6238 

Email: Formula@cdph.ca.gov 

From: Name:

Phone: Email:

LA Name: LA & Clinic 
Number:

LA Shipping Address:

Pages: Date: WIC Family ID:

Reason: Please select one:

 Medi-Cal denials for therapeutic formula on WIC Card

Request for therapeutic formula not on WIC Card

Document(s) included: 

Medi-Cal Denial form

Pediatric Referral form

Medical documentation

Participant Consent form

Comments:

Confidentiality Notice: This message, including attachments, is for the sole use of the 
intended recipient and contains confidential and privileged information. Any unauthorized 
review, use, disclosure or distribution is prohibited. If you are not the intended recipient, 
please contact the sender and destroy all copies of the original message. 

This institution is an equal 
opportunity provider. 


	Email: 
	Phone: 
	Local Agency Name: 
	Local Agency & Clinic Number: 
	Name: 
	Pages: 
	Local Agency Shipping Address: 
	Comments: 
	Date_af_date: 
	WIC Family ID: 
	Agency logo: 
	Submit Form: 
	Print Form: 
	Reset Form: 
	Read Only: 
	ReasonA: Off
	ReasonB: Off
	Read Only 2: 
	Medical documentation: Off
	Participant Consent form: Off
	Pediatric Referral Form: Off
	Medi-Cal Denial form: Off


