®dopma 3anpoca Ha cMeHy OCHOBHOrO NOCTaBLLMKa San Francisco

meauumnckux ycnyr (PCP) *t*" Health Plan’
3anonHute aty Gopmy, YTo6bl 3aNPOCUTL NMPUKPENEHINe K HOBOMY OCHOBHOMY MOCTABLLNKY MEAULMHCKUX YCAYT.

OTnpaBbTe 3aMN0/HEHHYI GOPMY Ha 3aLLMLLEHHbIN aapec 3nekTpoHHo nouthl: PCPChangeRequest@sfhp.org

Pazpgen 1. 06 ocHOBHOM nocTaBlMKe MeguuuHckux ycayr (PCP):
yKaxuTe cBefieHns 0 HoBoM PCP, B OTHOLLIEHWI KOTOPOrO Bbl NOAAETE 3anpoc.
Nms n dammnnung PCP N° NPI PCP

PCP NAME (FIRST, LAST) PCP NPI#

Ha3BaHWe KNIMHUKK an KabuHeta Bpaya
CLINIC OR PRACTICE NAME

Anpec KNMHWKN My kabuHeTa Bpaya

CLINIC OR PRACTICE STREET ADDRESS

fopon LWraT [10YTOBbIA MHAEKC
CITY STATE ZIP CODE

TenedoH (C KofOM 30Hbl) ®aKc (C KOLLOM 30Hbl)

PHONE WITH AREA CODE FAX WITH AREA CODE

Paspen 2. 06 yyacTHMKe nNiaHa / nauueHre

Nms yyacTHrKa nnaHa / naunenTa (MMsa u Gamunng)
MEMBER/PATIENT NAME (FIRST, LAST)

Na. N° SFHP (yka3aH Ha naeHTndukaunoHHon kaptouke SFHP) [lata poxaeHus
SFHP ID # (FROM SFHP ID CARD) DATE OF BIRTH
TenedoH (C KofOM 30Hbl) Anpec an. noythl

PHONE WITH AREA CODE EMAIL ADDRESS

[lomaLHuin agpec
HOME OR STREET ADDRESS

fopon LWraT [10YTOBbIA MHOEKC
CITY STATE ZIP CODE

MpumeyaHmne: HoBaa naeHTndukaumoHHas kaptouka SFHP co ceegeHnsimm 3anpowenHoro PCP Gyget otnpaBneHa
y4aCTHUKY NnaHa / nauneHTy No agpecy, ykasaHHOMY Bbllle.
Paspen 3. YKkaxute npuumHy 3anpoca Ha usmeHeHue PCP

C Mectononoxenue 3toro PCP ynobHee unu 6amxe K Mecty NpoXnWBaHMS y4aCTHIMKA NnaHa / NauyeHTa.
THIS PCP LOCATION IS MORE CONVENIENT OR ACCESSIBLE TO THE MEMBER/PATIENT

[ 3101 PCP nyyuwie COoTBeTCTBYET nHanBuayaibHbiM I'IOTpG@HOCTFIM nnn npegnovyteHnam y4aCTHKa njaaHa / naumeHTa.
THIS PCP IS A BETTER FIT FOR THE PERSONAL NEEDS OR PREFERENCES OF THE MEMBER/PATIENT

[ 3701 PCP neynt npoymnx YneHoB CeMbi y4aCTHUKA NaHa / nauneHTa (Hanpumep, AeTen, CynpyroB uan poantenen).

THIS PCP TREATS OTHER INDIVIDUALS IN THE MEMBER/PATIENT HOUSEHOLD (E.G., CHILD, SPOUSE, OR PARENT)

C [pyras npuunHa. Ykaxure:

ADIFFERENT REASON — PLEASE DESCRIBE:
Pa3pen 4. BbiGepute oTBeT «a» WM KHET» HA BCe c/eaylowme BOnpochbl.
3anpoc Ha cMeHy PCP He MoxeT ObiTb 06paboTaH 6e3 3TUX CBeAeHWiA.

Bbi/i M 3TOT YYaCTHUK MaHa / nauneHT Ha npueme y apyroro PCP B TekylleM mecaue? O fa [ Her
HAS THE MEMBER/PATIENT HAD AN APPOINTMENT WITH ANOTHER PCP IN THE CURRENT MONTH? YES NO
MMocellan M yyacTHUK NaaHa / nauneHT Bpaya-cneumanicTa uau nHoro Bpaya B TeKyLLeM MecsLe? O [a [ Hert
HAS THE MEMBER/PATIENT SEEN A SPECIALIST OR OTHER DOCTOR IN THE CURRENT MONTH? YES NO
O6paluanca 1 yyaCTHK NnaHa / NauneHT B OTAENEHNE HEOTIOXHON NOMOLLY B TEKYLLEM MecsLe? M Oa T Het
HAS THE MEMBER/PATIENT BEEN ADMITTED TO THE EMERGENCY ROOM IN THE CURRENT MONTH? YES NO
[OCNMTaNN3MPOBANM N YYaCTHMKA NNaHa / NaLneHTa B TeKYLLEM MecsLe? O [a [C Her
HAS THE MEMBER/PATIENT BEEN HOSPITALIZED IN THE CURRENT MONTH? YES NO
OKa3bIBaNNCb 11 y4aCTHUKY NAaHa / nauneHTy ycayrin n1abopatopum B TEKyLLIEM MeCsLe? O [la [C Hert
HAS THE MEMBER/PATIENT RECEIVED LAB SERVICES IN THE CURRENT MONTH? YES NO
TpebyeTcs M yyaCTHUKY NaaHa / nauynenTy nonosHeHne 3anacoB 1EKaPCTBEHHbIX NpenapaTtoB? O la C Her
DOES THE MEMBER/PATIENT NEED ANY PHARMACY OR MEDICATION REFILLS? YES NO

Paspen 5. Ykaxurte, KTo nogaert 3anpoc Ha cMeHy PCP.

3anpoc Ha cmeHy PCP He MoxeT ObiTb 06paboTaH 6e3 3TUX CBeAeHWiA.

C YYyaCTHMK nnaHa / naLneHTt (CaMOCTOﬂTeﬂbHO) Nnn poanTenb / 3aKOHHbIN OnekKyH, eC/iM y4aCTHUK Nn1aHa / nauneHTt
HECOBEPLUEHHO/TETHNW THE MEMBER/PATIENT (SELF) OR PARENT/LEGAL GUARDIAN IF MINOR

L Hpe,ﬂ,CTaBl/ITe}'lb y4aCTHMKa naaHa / NALIMEHTA AREPRESENTATIVE OF THE MEMBER/PATIENT

Mg, damnunng npeactaButens Kem NpuxoamTcs y4acTHUKY NaaHa /naLmenTy

Representative Name Relationship to Member/Patient
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