
Request to Change Primary Care Provider

MississippiCAN (Medicaid)

Member’s Name:   Member’s Molina ID  # 
Please print FIRST and LAST name  

Date of Birth: 

Additional Family Molina Members

Member’s Name:   Member’s Molina ID #:  
Please print FIRST and LAST name 

Member’s Name:   Member’s Molina ID #:  
Please print FIRST and LAST name 

Member’s Address:   
(Please print)

City:   State: ZIP:  

Member’s Phone: (           )     Cell or Alt. #: (           )  

My Molina ID card currently has my Primary Care Provider listed as:  
 Please print provider’s name

I would like to change my Primary Care Provider to:  
 Please print NEW provider’s name

NEW Provider’s Address:     
(Please print)

City:   State: ZIP:  

NEW Provider’s Phone: (           )    

Signature of Member or Delegated Guardian           Relationship

Print FIRST and Last Name            Date

Mail to:  Attn: Quality Improvement 
Molina Healthcare of Mississippi, Inc. 
188 E. Capitol Street, Suite 700 
Jackson, MS  39201

14079797MS0519
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