" UnitedHealthcare

Community Plan

Reqguest Primary Care Physician Change

FAX TO: 888-884-9642
(Please fill out all fields)
From:

Date: ATTN: NY MEDICAID PCP CHANGES

**Please complete all fields below. Incomplete forms may not be processed.**

Member name:

Member address:

UnitedHealthcare ID number:

Medicaid number:

Current PCP on member’s card:
Change PCP to: (full name)
New PCP UnitedHealthcare provider ID or NPI number:

New PCP medical group/facility name:

New PCP medical group/facility tax ID:

First and last name of individual completing this form:

Phone number or email address of individual completing this form:

UnitedHealthcare Provider Advocate for group/facility (if known):

Member or Legal Guardian Signature:
Effective Date:
Date Signed:

By signing this form | am giving my health care provider
permission to give this information to
UnitedHealthcare Community Plan

CONFIDENTIALITY NOTICE: The document contained in this facsimile transmission is privileged and confidential, belonging to
the sender, intended for a specific individual and purpose, and is protected by law. If you are not the intended recipient, you are
hereby notified that any disclosure, copying, distribution, or taking of any action in reliance on the contents of

this telecopied information is strictly prohibited.
12/15/2017



