PARTNERSHIP

Primary Care Provider (PCP) Selection Form
for Native American Indian Health Care Centers (NAIHC)

Name of NAIHC: Phone Number:

fCALIFORNIA
’ NORTHERN REGION COUNTIES: Del Norte, Humboldt, Lassen, Modoc,

Shasta, Siskiyou and Trinity

Last Name First Name Date of Birth Medi-Cal ID # or Social
MO DAY YR Security No.

Native American Indian: N0|:| Yes|:|

Assign to PCP office or Special Native American If PCP office, indicate name of Medical Office and
Status: Provider#:
Last Name First Name Date of Birth Medi-Cal ID # or Social
MO DAY YR Security No.

Native American Indian: No[] Yes[]

Assign to PCP office or Special Native American If PCP office, indicate name of Medical Office and
Status: Provider#:
Last Name First Name Date of Birth Medi-Cal ID # or Social
MO DAY YR Security No.

Native American Indian: No[l  Yes[]

Assign to PCP office or Special Native American If PCP office, indicate name of Medical Office and
Status: Provider#:

1. Provide the following information for anyone listed on this form who is pregnant:
Name: Due Date:

2. lunderstand that | have a choice of Primary Care Providers (PCPs) that are contracted with Partnership

HealthPlan of California (PHC).

I understand that if 1 do not choose a PCP, PHC will assign one to me.

4. lunderstand that I can change my PCP and that the change will be effective the first of the month after the
change was requested.

w

To ensure that we have the most current information, please provide current mailing address:
Address: City:
Zip Code: Phone Number:
E-mail Address:

How would you like to receive your PHC Member Newsletter? o E-Mail o Regular Mail

PHC is required to report your address and phone number changes to your county’s Medi-Cal office. This
excludes members receiving SSI benefits.

Signature: Date:

Return to: Partnership HealthPlan of California, 3688 Avtech Parkway, Redding, CA 96002 or you can fax to
(530) 223-2508
Rev. date 09/2017 — Website — Native American Clinic



