
CALIFORNIA PactfiCare® 

CHANGE REQUEST FORM 
Important: Please print or type all sections in black ink 

PacifiCare ID # (if applicable) 

MI Social Security # 

___----"I_S_'"'O±_------­
Extension 

Change of Personal Information 

II Change my address/phone as indicated above. 
! Change my name as shown above. My former name was 

Change of Dependent Status 

Newborn, adoption, marriage, open enrollment, other 

--I,elationShii,-­
: o Add 

iJ Delete -- ------ ­

I I-J remale I I Male 

r-lel:ationShiP 

! II Add 
! l-l Delete --­

I _..u~'emale LI Male 

Last Name 

last Name rDate of Birth (Month - Day· Year) Effecti~e Date of Coverage 

I 
·p·ep or Medical Group NumberFirst Name MI 

Reason D Newborn [] Adoption D Marriage 

-----------t;;c-:'-!---;!~+I~!;---:,;!_---:10-:,-1o-;-!'-:--'-_---f-o~__c____oc-D---oco~p-e-n-en-r-O-lIn-'-en--t---D-O-th-e-r'-- i 
Date of Birth (Month - Day - Year) Effective Date of Coverage 1Last Name 

First Name---------------Mccl---\-OCP(~:Po-o--r-MedicalGroup Number L _ 
1 

I Reason 0 Newborn U Adoption I] Marriage 

I 1 I J_J...L___ n Open enrollment Other' 

* For "Other,.' please attach a letter of explanation. 

Health Coverage Name Other Employer Name and Address 

,:: Add 
Delete Icrc-ir-st-oNo-a-m-e------- ---------M-'---­

I I I!! 
Date of Birth (Month - Day - Year) ,~'" '''''.Q," ''''-, 

MI 

Social Security Number Health CovcrJ.gc Name Other Employer Name and Address 

Change of Plan Type 

Plan changes can only be made FNfrt ltheck onel Blcneck one} 

during open enrollment. Before 
you change your plan, please 

[J PacifiCare SignatureValue'M (HMO) 
D PacifiCare SignatureValuesM - Advantage (HMO) 

D PacifiCare SignatureValue'M (HMO) 
n PacifiCare SignatureValuesM ­ Advantage (HMO) 

confirm that your employer offers n PacifiCare SignaturePOS'M o PacifiCare SignaturePOS'M 
these plans. All family members 
must be in the same pLan. 

U PacifiCare SignatureOptions'" (PPO)* 
D PacifiCare SignaturelndependencesM (Indemnity)* 
[J PacifiCare SignatureFreedomsM (SDHP)* 

I! PacifiCare SignatureOptions'" (PPO)* 
D PacifiCare Signaturelndependence'M (indemnity)* 
I 1PacifiCare SignatureFreedom'M (SDHP)* 

If you are changing your plan type from a PPO or Indemnity plan to an HMO or POS plan, 
complete the "Change of Primary Care Physician" section on the reverse of this form. 

Signature required on the following page 

* UndeT\\'rittcn hy PadfiCare Life & Health Insurance Company 



1 

I Social Security #---.­
lE:PlOyee Na_m_e _ 

~ ..--­

Change of Primary Care Physician (PCP)JMedical Group" (HMO/POS Only) 

If your change request is received by PacifiCare by the 15th of the month, the change will be effective the first of the following month: 
if your request is received by PacifiCare after the 15th of the month, the change will be effective the first day of the subsequent month. 
For Example: If your PCP change request is received January 14, the change is effective February 1. If your request is received January 20, 
the change is etJective March 1. Some restrictions apply. Please ask your employer or call PacifiCare's Customer Service department. 

Complete this "PCP Selection" section if you are changing your plan • You may choose a different doctor for each member of your family. 
type to an HMO or POS plan from a PPO or Indemnity plan, or if you • Did you select a doctor? If not, we will select one for you. 
are currently enrolled in an HMO or POS plan and want to change • Newborns remain enrolled with the mother's PCP from birth until 
your current PCP. discharged from the hospital. Please refer to your Combined 

Ellidence of Coverage and Disclosure Form for further details . 
• Please select a doctor near your home for you and each of your 

family members from your PacifiCare Provider Directory and Note: Over age dependents require proof of full-time student status 
write the name and number below. or permanent disability within 31 days of enrollment. Form cannot 

• Please indicate your first and second choice. be processed if information is incomplete . 

I 
1 

1 
Self 

[~ Female 
--]Male 

I Last Name 

first Name MI 

Social Security Numher 

...L-..._ I I_L_L. 
Dart' of Birth (Month - Day· Year) 

Primary Care Physician Name 

Medicaii;rul"'-Nan1c---­

I Primary Carl' Phrsician (PCP) Numher 

PCP #. . 1 

~r~~~ I Medical ~ro~PN~mbJr: 1 : I 

:;;:~~~~* 
[J Yes 
l] No 

! - ~PF~::~ 
Last Name 

2 First Name 
; l~ Male 

31"'''"~" 
Last Name 

First Name[] Femak' 
rl Male 

:---- . Relationship last Name 

I 

1 

4 
I 

[J Female i First Name;: 

II Male 
I 

Ml 

MI 

MI 
__L_L_I I .. L_L_ J 
Date of Birth (Month - Day· Year) 

I SOcial Sn'urity Number 

,I Social Securi? Numbc~ 

I_L_L I_L_LJ I 
rDate of Birth (Month· Day - Year) 

Social Security Number 

;......L...L IJ_,j 1 
I Date of Binh .(Month . oa:'. Year) 

1 1 

Primary Care Physician (PCP) Number 

.. L.LL_.l._,-. L_L 
Medical Group Number 

I I I 1 1 1 1 

Primary Care Physician (PCP) Number 

~~R~ j L_1.1_1. 1 1 1 
Group # Medical Group Number 

1 I I 1 Iii 1 

PCP # 
-OR­

I Group # 

Primary Care Physician Name 

Primary Care Physician Name 

---------­

Medical Group Name 

Primary Care Physician Name Primary Care Physician (PCP) NumblT 

' ... ------------------­ ~~R~ _LL_LI j
Medical Group Name Group # Medical Group Number 

I I 1 1 I 

L 

j .... _------­
Medical (,roup Name 

1 

1 

~;~:~~~w 
11.1 Yes 

I [J No 

I EXI~ling 
Patlt'nf' 
I ·1 Yes 
[j No 

I 
! Existinc.' 
Jlaticlu'f 

LI Yes
II-J No 

'*All medical group changes must be approved by PacifiCare before becoming effective. All ongOing medical care being received from referral providers must be 
discontinued by the effective date of your medical group change. Please have your condition evaluated by your new primary care physician_ 

Your Signature 

L:ioyer Verification/Authorized Signature ______~t:._n_e_-#_-- -_-_-_-_-_-_-_-_-__--_-_-_-l.L-D_-_a-t_e~~----------··· 


