Member Information *Required Field

Weeirstname: LLLTTTTTTTTTTT wie D Mprastname: [T ETTTTTTTTTT]

%MedicaidlD*:‘ l I | | | l l | l | | | l | | I Date of Birth (mmddyyyy): | | | | | | | l l

SSNH|I|||||| Telephonenumber:ll||-|l||-
maiting address: || | [ [ [ [ [ LI TTTITTTTTITTTITTITTTTTT]

ciy: [LILTTTTTTTTLITIT stater [1]  zipcodes LT T 1]

PCP Change Request - Please provide PCP Information

equested cpName || [ | [ [ [ [ [ 1T TT[ 1] wew LILTLTTTITTTT]
office address:  [4/9I01V] || [TIOl¥lw| IS+ [SITlel [t[i[d [ [ [[[]]]

ciy: [Llillelo[tal [ [T [ T[T 1] state NIE  zipcode: [WIR[B[1]0]

Office Phone: l“llo |7-| - M|g|q| - B:ngl‘il Effective Date (mmddyyyy): | | ! | ‘ | | | |

The effective date will be based upon the
plan’s selection/change policy.

Reason for Change from Assigned PCP - Choose all that apply. Select at least one.

O New Member - made 1t time selection O Provider Location
X Already patient with requested PCP O Association with hospital or medical group
O Requested PCP already sees family member O Language/communication barriers
O Member Preference O wait time in provider office
O Member Moved O Availability to get appointment. Access to care
O pcp Hours didn’t fit member need O Established relationship w/another
O Quality of care O Provider Request to Disenroll Member
O Pprovider Left Network O other
X N [T
Signature of Member or Authorized Representative Date (mmddyyyy)

X

Print Name of Member or Authorized Representative

Directions: Please fax Member Change Data forms, with a copy of the member ID card, if available, to

Nebraska Total Care Member Services Department at 1-844-305-8372 or mail it to Nebraska Total Care Member Services,
2525 N. 117th Ave., Suite 100, Omaha, NE 68164. If you have questions about how to complete this form or want to make this
request over the phone, please call the Nebraska Total Care Member Services Department, from 7 a.m. to 8 p.m. (CST),

Monday through Friday, at 1-844-385-2192 (TDD/TTY 1-844-307-0342).




