Partnership HealthPlan of California Primary Care Provider Selection Form
Use the PHC Provider Directory to pick your Primary Care Provider (PCP). Please pick a second choice in case your first choice is not available.
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Name of Doctor or Medical Group
	Provider # of Doctor or Medical Group
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Name of Doctor or Medical Group
	Provider # of Doctor or Medical Group
	2nd Choice 

Name of Doctor or Medical Group
	Provider # of Doctor or Medical Group
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	First Name
	Date of Birth
	Social Security Number or Medi-Cal ID #

	
	
	MO
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	1st Choice

Name of Doctor or Medical Group
	Provider # of Doctor or Medical Group
	2nd Choice 

Name of Doctor or Medical Group
	Provider # of Doctor or Medical Group

	
	
	
	


1. To ensure that we have the most current information, please complete the following section:

   Address:  ____________________________________________
Phone Number:  ______________________

   City:  ______________________  Zip Code:  _______________  E-mail Address:   ____________________

2. If anyone listed on this form is pregnant, please provide the following information for that person.

  Name:  ___________________________ How many month’s pregnant:  __________  

  Where is prenatal care being received?: ___________________________________________________

3. Do you have Diabetes, Asthma or End Stage Renal Disease? If anyone on this form has any of these                            conditions, please provide the following information for that person:
Name/Medical Condition: ____________________________________________________________________ 
Name/Medical Condition: ____________________________________________________________________
4. I request my member materials printed in:  English  _____, 
Spanish  _____, 
Russian _____ 
5. How would you like to receive your PHC Member Newsletter?    □ E-Mail   □ Regular Mail

	I have seen the PHC Provider Directory that includes the list of PHC Primary Care Providers that are available to me. I understand that I can choose one of those providers.

I understand that if I do not choose a doctor or medical group, PHC will assign one to me.

Signature _____________________________________________ Date  _______________________________




Return to: Partnership HealthPlan of California, 360 Campus Lane, Suite 100, Fairfield, CA 94534, Fax#: 707/863-4415
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