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COUNTY OF LOS ANGELES




	      DEPARTMENT OF MENTAL HEALTH




Date

TO:

Provider Director

Provider Name



Provider Address



City, CA Zip Code

FROM:

Donnakay Davis, Division Chief



Chief Information Office Bureau

SUBJECT:
REQUEST FOR REPLACEMENT OF LOST PIN 

                      (PROVIDER IDENTIFICATION NUMBER) 

Sometime after your provider becomes Medi-Cal certified you will receive your Provider Identification Number.  Please keep this PIN in a safe place.  This PIN will be used to verify a beneficiary’s Medi-Cal eligibility.  The same PIN is used for all methods used to verify eligibility.  These methods are the POS device, AVES telephone, the State’s Internet Website, and lastly through LAC DMH IS.

If anytime you should misplace your PIN, you must request a replacement PIN in writing to the following address:


Department of Mental Health


Medi-Cal Oversight-South


P.O. Box 59063


Norwalk, CA 90652-0063


ATTN: Tom Burke

The request must be on your provider letterhead and include the following information: 

1. The name of the Head of Service and their Discipline

2. The provider number with five preceding zeros in front of the provider number, (i.e., 000001907).

3. The provider name and provider address.

4. A contact number for the Head of Service for notification that the PIN  is ready to be issued.

Please allow at least three weeks for a response.  If you have not received a call within that time, please call Tom Burke at (562) 406-3950.  A sample  letter is enclosed.

Remember you only need to complete a request if you lose your PIN.

DD:rml

enclosure
SAMPLE REQUEST LETTER

PROVIDER LETTERHEAD

Date

Department of Mental Health

Medi-Cal Oversight-South

P.O. Box 59063

Norwalk, CA 90652-0063

ATTN: Tom Burke

Dear Mr. Burke:

RE:
REQUEST FOR PROVIDER PIN

This is a request for a Provider PIN (Provider Identification Number) for the following provider:

Head of Service
_______________________________     __________________





(Print Name)




(Discipline)

Provider Number:









       (five leading 0s and your four digit provider number i.e. 00000xxxx)

Provider Name:











Provider Address:















           City, State, ZIP

You may contact me at the following number once a Provider PIN is ready for distribution:


Phone Number: (       ) 





Sincerely,

_______________________________________________

                  (Signature of Head of Service)

MARVIN J. SOUTHARD, DSW


Director





DAVID MEYER


Chief Deputy Director





RODERICK SHANER, M.D.


Medical Director








BOARD OF SUPERVISORS





GLORIA MOLINA


YVONNE BRATHWAITE BURKE


ZEV YAROSLAVSKY


DON KNABE


MICHAEL D. ANTONOVICH





3160 W. 6TH STREET, 2ND FLOOR, LOS ANGELES, CA 90020





 Reply To: 	 Donnakay Davis, Division Chief


 Telephone:	(213) 351-2902


 Fax:		(213) 385-0753





http://dmh.co.la.ca.us

















