
Request to transfer to a different Primary Care Professional ( PCP)
at Northwest Pediatrics

Date: __________________

Patient Name ______________________________ DOB ______________________
Patient Name ______________________________ DOB ______________________
Patient Name ______________________________ DOB ______________________
Patient Name ______________________________ DOB ______________________
Patient Name ______________________________ DOB ______________________

Current PCP: [ ] Switzer [ ] Anderson [ ] Johnston

Requested PCP: [ ] Switzer [ ] Anderson [ ] Johnston

Reason: ___________________________________________________________________

I, the undersigned, request a change of the primary care professional ( PCP) for the
above-named patient(s). I understand that this request will be reviewed by practice
management and is subject to approval based on provider availability and practice policies. I
affirm that all information provided in this form is accurate to the best of my knowledge.

Parent or Legal Guardian Name: ________________________________________________
Relationship: ____________________________ Contact Number: ____________________
Signature: ______________________________________ Date: ______________________

Office Use Only:

[ ] Approved [ ] Not Approved [ ] More information needed

Current PCP signature: ________________________________________________________
Requested PCP signature: ______________________________________________________
Practice Manager signature: _____________________________________________________


