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KENPAC PRIMARY CARE PROVIDER (PCP) CHANGE FORM
SECTION 1  (TO BE COMPLETED BY THE WORKER)                                        CASE RENEWAL MONTH _____________

Reason for the request:  [   ] Member requests change of PCP
[   ] Member requests out of medical service area PCP.

Member name: Last __________________________ First ______________________  MI  ___ SSN ____________________

Address ____________________________________________City __________________State_____Zip ________________

Current provider name__________________________________________Phone______________Site code______________

New provider name___________________________________________Phone_______________ Site code______________

New provider address ____________________________________ City____________________ State_____ Zip __________

I verify that on __________________ the provider requested by the member has an open quota.



          (Date)

Worker signature ____________________________Worker code_______ Phone no._____________ Date _______________


SECTION 2 (TO BE COMPLETED BY THE MEMBER)
I am making this request for:

Member name: Last ______________________ First  ________________ Social security number ______________________

I am making this request because: _________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Member/Authorized signature _____________________________________________   Date __________________________

FAILURE TO RETURN THIS FORM MAY DELAY THE CHANGE REQUEST

ONCE YOU HAVE COMPLETED THIS SECTION PLEASE MAIL OR FAX TO:

EDS
P.O.Box 5350
Frankfort, KY 40602-5350
Fax No. (502) 209-3290

SECTION 3 (TO BE COMPLETED BY THE DEPARTMENT FOR MEDICAID SERVICES)

COMPLETE THIS FORM TO REQUEST A GOOD CAUSE DETERMINATION TO:


Change your primary care provider (PCP) or (2) Select a provider who is out of your medical service area.


YOU CAN ONLY SELECT A PROVIDER WITH AN OPEN QUOTA – USE ONE FORM PER MEMBER





Approved [  ] Yes	[  ] No 		Authorized signature______________________Date_______





Your new primary care provider will be on your ________________________________Medicaid card.













