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Failure to fill out this application completely may result in a delay of coverage,

Primary Care Physician (PCP) Selection Form

Use this form to efect your Primary Care Physician.

Group Department No.
Employer Address:

Shaded area completed by Employer. Group/Billing Unit No. Effective Date

Employer Name:
A. Employee Information

Name (First, lasty: : Social Security Number:
Address:

City, State, Zip:

Telephone: {  }

B. PCP Selection

+ A primary care provider must be chosen for each family member; females may also select a participating OB/GYN. {1f an OB/GYN is not selected,
your PCP should provide these services.)

+ You may change your PCP or OB/GYN by submitting this form or calling the customer service number on your 1D card, PCP election changes will
be effective the first of the month following receipt of your request.
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