
 
 

              PCP Change Request Form 
 
 

 
Subscriber Name:___________________________________________________________ 

 
 

 
Member #___________________________________________________________________ 

 
 

 
 

Please mail or fax form back to Evergreen Health Plan, Inc.  
(706) 660-6515 Fax # or mail to: 707 Center Street, Suite 110 

Columbus GA 31902-0790 
 

 
 

Last Name First Name Relationship New Primary Care 
Physician 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

   

 
 

Patient Signature_______________________________ Date____________ 


