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NOTIFICATION OF CHANGE
PRIMARY CARE PHYSICIAN (PCP)

Please list below all family members who wish to change their Primary Care Physician to the 
Provider listed below.

Effective date will be the date the Member signs and authorizes the change.
	 Provider Name (First and Last):	

	 Office Address:	

	 Submittting Office Fax#:	
Member Information

❏❏ Yes, change 
Member to 
provider listed 
(check box)

First Name:	

Last Name:	

Social Security #:	

Street Address:	

City: 	 State: 	 Zip:	

Current Telephone #:	

****Member Signature	 Date:	
(I authorize the listed PCP changes.)

Child/Children Information
❏❏ Yes, change child 
to provider listed 
(check box)

Child #1

Name (First and Last):	

Social Security #:	

❏❏ Yes, change child 
to provider listed 
(check box)

Child #2

Name (First and Last):	

Social Security #:	

❏❏ Yes, change child 
to provider listed 
(check box)

Child #3

Name (First and Last):	

Social Security #:	

Please fax this completed form to Molina Healthcare of Wisconsin at (414) 214-2489.

If you have any questions, call Molina Member Services
at (888) 999-2404.

Please retain a copy for the Member(s) file.

To be completed by Provider
Name, Address, Phone # (or stamp)
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