
 

  

 

 

 

    

Member’s  PCP Change Request  Form  

I, am requesting to be assigned to the following Primary 
Care  Physician  (PCP): effective .  
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______

______________________________

_______________________

_______________________________________________________________ 

_________________________ ________________________ 

________________________________ _____________________

_______________________________________________________________ 

______________________________________________________ 

____________________________________ ___________________ 

________________________________________ ____________________ 

_____________________________________________________________ 

______________________________________________________________________ 

 _________________________________________________________________ 

 ___________________________________________________________________ 

_______________________________________________________ 

_____________________________________________________________ 

________________________________

____ _

__________________ ___

I understand it is my choice to select a PCP, and I  am freely requesting this change be processed 
on my  behalf by __  personnel. I  have recorded  my  
information below  to confirm my identity.        

Member’s  Name:  

Date of Birth:  AHCCCS ID number:  

Mailing Address:  

Contact Telephone  Number:  

Member’s Signature:  Date:  

Witness Name:   Date:

For  Office Use Only  
Demographic Information of Group Requesting Change  

Group Name:

Address:  

Tax  Id Number:

PCP Information  

PCP’s Name:

Physical Address (Location):  

PCP’s  Individual  NPI: 

Office Staff  Name (Print): Date:

   
 

Email Request to: 
pcpalignmentsupdates@mercycareaz.org       

or FAX Request to:  602-351-2313
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