How to complete SFHP’s PCP Change
Request form Successfully



Primary Care Provider (PCP) Change Request Form il San Francisco

Flease complete this farm to request assignment 1o a new Primary Carne Provider "‘ Health Plan’
end completad forms via Secure Email: PCPChangeRequest@sfhp.org

L

Section T Aboist the Primary Care Provider (PCP) - enter information for the new PCP being reguested
PCP Mame (First, Last) PP NPi#

Clinic or Practice Name

Clinic or Practice Street Address

City Slate Zip Code

Phene with Area Code Fax with Area Code

Section 2: About the Member/Patient
Member/Patient Name [First, Last)

* Please use this tool when you are filling out Section

1 . Phene with Area Code Ernail Address

SFHP D # [from SFHP 1D Card) Date of Birth

Home ar Street Address
* Whenyou click on the PCP’s name, you’ll get Ciy Zp Code
.. . . . MNote: the new SFHP ID Card with the requested PCP will be sent to the MemberPatient at the address provided above.
additional information necessary for Section 1, SUCh  secton3:piease give  reason fo this PP change request

O This PCP location is more convenient or accessible to the Memben'Patient

as the NPl and fax number. E—

< @ Deller B for e personal needs of preferences of the Membsrn/Pationt

O This PCP treats other individuals in the Member/Patient household f2.g.. child, spouse, or parent)

* The PCP Change Form cannot be processed 0 A different resson _ please descrbe
without the Provider’s NPI # e PF chage reuet canrot b procesed bk s ot

Has the MemberPatient had an appointment with another PCP in the current month?

Yet O Mo

Has the Member/Patient seen a Specialist or other Doctor in the current month? Yes O Mo

Yes O Mo

Has the Member/Patient been admitted to the Emergency Room in the current month?

Has the Member/Patient been Hospitalized in the current month? Yet O Mo

Has the Member/Patient received Lab Services in the current month? Yer O Mo

Oo|jo|jo|ojo|(O

Does the MamberPatient need amy Pharmacy of Medication refills? Yot O Mo

Section 5: Please indicate who is making this request for PCP change -
the PCP change request cannot be processed without this information

0 The MemberPatient (self) ar Parent/Legal Guardian if minar

live Mame Relationship to Member/Patient

DR 0


https://sfhp.healthtrioconnect.com/public-app/consumer/provdir/entry.page?setlocale=en

Please complete this section with all of the
member’s information.

* The PCP Change Form cannot be processed
without the Member’s SFHP ID #

If the member does not have an address to provide,
please use the General Delivery address 391 Ellis
St, San Francisco, CA 94102.

Primary Care Provider (PCP) Change Request Form b+ F San Francisco
% Health Plan’

Flease complete this farm to request assignment [0 a new :"II"xI"r Care Provider

L

end completad forms via Secure Email: PCPChangeRequest@sfhp.org

Section T Aboist the Primary Care Provider (PCP) - enter information for the new PCP being reguested
PCP Mame (First, Last) PP NPi#

Clinic or Practice Name

Clinic or Practice Street Address

City State Zip Code

Phene with Area Code Fax with Area Code

Section 2: About the Member/Patient

Member/Patient Mame (First, Last)

SFHP D # [from SFHP 1D Card) Date of Birth

Phene with Area Code Ernail Address

Home or Street Address

City Siate Zip Code

Section 3: Please give a reason for this PCP change request

O This PCP location is more convenient or accessible to the Memben'Patient

O This PCP is & better fit for the personal needs or preferences of the Membsern/Patient

O This PCP treats other individuals in the Member/Patient household f2.g.. child, spouse, or parent)

O A different reason — please describe
Section 4: Please select Yes or No for all of the following questions -
the PCP change request cannot be processed without this information

Has the MemberPatient had an appointment with another PCP in the current month? Yes [0 Mo

Has the Member/Patient seen a Specialist or other Doctor in the current month? Yes O Mo

Has the Member/Patient been admitted to the EI"E.":_.".'IIL'; Room in the current month?

Yes O Mo

Has the Member/Patient been Hospitalized in the current month? O Mo

Has the Member/Patient received Lab Services in the current month? Yes [ Mo

Oo|jo|jo|ojo|(O

Does the MamberPatient need amy Pharmacy of Medication refills?

Yet O Mo

Section 5: Please indicate who is making this request for PCP change -
the PCP change request cannot be processed without this information

0 The MemberPatient (self) ar Parent/Legal Guardian if minar

e of the Mernber/Patient

s Maine Relationship to Member/Patient

DR 0



The member can provide any reason for requesting
a PCP change.

If the member is changing PCP because of a
grievance, please file an online grievance with the
member on the SFHP website or call SFHP
Customer Service to file a grievance via phone
at415-547-7800.

Primary Care Provider (PCP) Change Request Form b+ F San Francisco
% Health Plan’

Flease complete this farm to request assignment [0 a new :"II"xI"r Care Provider

L

end completad forms via Secure Email: PCPChangeRequest@sfhp.org

Section T Aboist the Primary Care Provider (PCP) - enter information for the new PCP being reguested
PCP Mame (First, Last) PP NPi#

Clinic or Practice Name

Clinic or Practice Street Address

City State Zip Code

Phene with Area Code Fax with Area Code
Section 2: About the Member/Patient

Member/Patient Mame (First, Last)

SFHP D # [from SFHP 1D Card) Date of Birth

Phene with Area Code Ernail Address

Home or Street Address

City Siate Zip Code

Section 3: Please give a reason for this PCP change request

O This PCP location is more convenient or accessible to the Memben'Patient

O This PCP is & better fit for the personal needs or preferences of the Membsern/Patient

O This PCP treats other individuals in the Member/Patient household f2.g.. child, spouse, or parent)

O A different reason — please describe

Section 4: Please select Yes or No for all of the following questions -
the PCP change request cannot be processed without this information

Has the MemberPatient had an appointment with another PCP in the current month? Yes [0 Mo

Has the Member/Patient seen a Specialist or other Doctor in the current month? Yes O Mo

Has the Member/Patient been admitted to the EI"E.":_.".'IIL'; Room in the current month?

Yes O Mo

Has the Member/Patient been Hospitalized in the current month? Yet O Mo

Has the Member/Patient received Lab Services in the current month? Yes [ Mo

Oo|jo|jo|ojo|(O

Does the MamberPatient need amy Pharmacy of Medication refills?

Yes [ No
Section 5: Please indicate who is making this request for PCP change -
the PCP change request cannot be processed without this information

0 The MemberPatient (self) ar Parent/Legal Guardian if minar

e of the Mernber/Patient

s Maine Relationship to Member/Patient

DR 0


https://www.sfhp.org/about-us/grievance-info/

Primary Care Provider (PCP) Change Request Form il San Francisco

Flease complete this farm to request assignment 1o a new Primary Carne Provider "‘ Health Plan’
end completad forms via Secure Email: PCPChangeRequest@sfhp.org

L

Section T Aboist the Primary Care Provider (PCP) - enter information for the new PCP being reguested
PCP Mame (First, Last) PP NPi#

Clinic or Practice Name

Clinic or Practice Street Address

City Slate Zip Code

Phene with Area Code Fax with Area Code
Section 2: About the Member/Patient
Member/Patient Name [First, Last)

* Ifthe memberresponds yes to any of these
questions, the PCP change will be effective the first  prooe win s coue Emai Address

SFHP D # [from SFHP 1D Card) Date of Birth

Home or Street Address

of the following month. o

L ) ¥ e
L4t ZIp Lode

MNote: the new SFHP ID Card with the requested PCP will be sent to the MemberPatient at the address provided above.

® If the member responds nO tO any Of these Section 3: Please give a reason for this PCP change request

O This PCP location is more convenient or accessible to the Memben'Patient

guestions, the PCP change can be processed as —

< @ Deller B for e personal needs of preferences of the Membsrn/Pationt

¢« ret ro a Ctive ”, effe Ctive th e fi rSt Of th e C u rre nt O This PCP treats other individuals in the Member/Patient household f2.g.. child, spouse, or parent)

O A different reason — please describe

N |Onth . ction 4: Please select Yes or No for all of the following questions -
the PCP change request cannot be processed without this information

Has the MemberPatient had an appointment with another PCP in the current month? Yes [0 Mo

Has the Member/Patient seen a Specialist or other Doctor in the current month? Yes O Mo

Yes O Mo

Has the Member/Patient been admitted to the Emergency Room in the current month?

O Mo
Yes O Mo

Has the Member/Patient been Hospitalized in the current month?

Has the Member/Patient received Lab Services in the current month?

Oo|jo|jo|ojo|(O

Does the MamberPatient need amy Pharmacy of Medication refills? Yot O Mo

Section 5: Please indicate who is making this request for PCP change -
the PCP change request cannot be processed without this information

0 The MemberPatient (self) ar Parent/Legal Guardian if minar

live Mame Relationship to Member/Patient

DR 0




Primary Care Provider (PCP) Change Request Form b+ F San Francisco
% Health Plan’

Flease complete this farm to request assignment [0 a new :"II"xI"r Care Provider

Send completed forms via Secure Email: PCPChangeRequest@sfhp.org

Section T Aboist the Primary Care Provider (PCP) - enter information for the new PCP being reguested
PCP Mame (First, Last) PP NPi#

Clinic or Practice Name

Clinic or Practice Street Address

City State Zip Code

Phene with Area Code Fax with Area Code
Section 2: About the Member/Patient

Member/Patient Mame (First, Last)

* Please complete and sign the form.

SFHP D # [from SFHP 1D Card) Date of Birth

Phene with Area Code Ernail Address

 Sendthe completed formto S ——
PCPChangeRequest@sfhp.org Ciy Zip Code

MNote: the new SFHP ID Card with the requested PCP will be sent to the MemberPatient at the address provided above.

Section 3: Please give a reason for this PCP change request

¢ ProceSSing time Will be up to 3 bUSineSS days' O This PCP location is more convenient or accessible to the Member/Patient
O This PCP is & better fit for the personal needs or preferences of the Membsern/Patient

e FO r a ny u rge nt O r esca lated S itu atiO n S p lea Se O This PCP treats other individuals in the Member/Patient household fe.g.. child .'.:._';-u.F.L'. oF parent)
call SFHP Customer Service team at 415-547- B

Section 4: Please select Yes or No for all of the following questions -
7800 the PCP change request cannol be processed without this information
FASA A X

Has the MemberPatient had an appointment with another PCP in the current month? O%Yes 0O No

Has the Member/Patient seen a Specialist or other Doctor in the current month? 0O Yes [ Mo

¢ For example: Member has an aQPOintment Has the MemberPatient been admitted to the Emergency Room in the current month? O ¥es O No
this Week Or member has a procedu re Has the Member/Patient been Hospitalized in the current month? O Yes O Mo
SC hed u led this Week. Has the MemberPatient received Lab Services in the current month? OYes O Mo

Does the MamberPatie ed any Pha Sy OF Medicalid fills? Yes (4
Dhaes the "'I""I"“"|II|."" W F’IIII"'_' ..r1...IL'\. - I|.'I|"' D e DN

Section 5: Please indicate who is making this request for PCP change -

the PCP change request cannot be processed without this information
0 The MemberPatient (self) ar Parent/Legal Guardian if minar

O A Representative of the Mernber/Patient

Bk

Representative Name Relationship to Member/Patient

DR 0



mailto:PCPChangeRequest@sfhp.org

Unsuccessful Criteria

* Not being able to provide the NPl in Section 1.
* Not being able to provide the SFHP ID in Section 2.
* Not signing Section 5.



Questions?

* Send any questions to PCPChangeRequest@sfhp.org

* Please include contact information if you would like a call back request.
* Name, Phone Number, and Member ID.

* Any questions or concerns, aside from PCP change forms, should be
directed to Provider relations at extension 7084.


mailto:PCPChangeRequest@sfhp.org
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