
MyPriority 
Primary care provider change form
Complete this form to request a primary care provider (PCP) change; 
this change becomes effective the date we receive your request. 

Please return the completed form by fax to: 248.324.2973 or by email to: mypriority@priorityhealth.com

Member information

Member last name			 First name Middle initial Date of birth

Membership number (found on your member ID card) Group number (found on your member ID card) Social Security Number
— —

New Priority Health PCP PCP address Are you a current patient of the PCP?

  Yes       No

Member #2 information

Member last name			 First name Middle initial Date of birth

Membership number (found on your member ID card) Group number (found on your member ID card) Social Security Number
— —

New Priority Health PCP PCP address Are you a current patient of the PCP?

  Yes       No

Member #3 information

Member last name			 First name Middle initial Date of birth

Membership number (found on your member ID card) Group number (found on your member ID card) Social Security Number
— —

New Priority Health PCP PCP address Are you a current patient of the PCP?

  Yes       No

Authorization for primary care provider change

I authorize Priority Health to make the changes indicated above for me (and my dependents). I understand that I must sign 

and date this form before it will be processed. Priority Health requires proper handling of personal health information for our 

members. Details of our confidentiality policies and procedures are available upon request.

  Self 	   Parent of a minor child 	   Power of attorney	    Legal guardian
Signature Date

  ©2018 Priority Health  8120E 08/18

  ©2021 Priority Health  11/21

Priority Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability or sex. ATENCIÓN: 
si habla español, tiene a su disposición servicios gratuitos de asistencia en su idioma. Consulte al número de Servicio al Cliente que está en la parte de atrás de su 
tarjeta de identificación de miembro. (TTY: 711).
تف الصم والبكماالشخصية. )رقم ه كقة عضويتان بطم يفلالخ بناى الجللاء عمعة المبرقم خد لان. يرجى الاتصاجملاب كر لفغوية تتوالال ةعداسمال تامإن خدف ،ربيةعتتحدث ال تنذا كإ :لاحظةم:711).
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