MyPI'IOI'Ity PriorityHealth™

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

| authorize Priority Health to make the changes indicated above for me (and my dependents). | understand that | 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 O Parent of a minor child [ Power of attorney [ Legal guardian

Signature Date

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. ATENCION:
si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia en su idioma. Consulte al nimero de Servicio al Cliente que esta en la parte de atras de su
tarjeta de identificacion de miembro. (TTY: 711).
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