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Primary Care Provider Selection Form

I West Virginia | Mountain Health Trust

It is important that you select a Primary Care Physician (PCP) when you enroll in Wellpoint. You may
change your PCP at any time. To find a PCP, use the Wellpoint Provider Directory or the online tool,
Find A Doctor, at provider.wellpoint.com/wv.

INSTRUCTIONS
e Please complete the form below and give it to your PCP’s office or return it to Wellpoint by faxing
it to 888-438-5209. Attach extra sheets if necessary. The change will become effective the day
Wellpoint receives your fax.

e You may also call the Wellpoint Customer Care Center at 800-782-0095 or, if you have speech or
hearing loss, please call the TTY line at 866-368-1634.

NOTE: We must receive your request before getting services from the PCP you choose. Wellpoint will
mail new ID cards 7-10 business days after receipt of request.

IMPORTANT: [] Please check this box if you are pregnant.

Member: Please complete this section.
1. List your name and your first and your second choices for a PCP.
2. List the name of each family member and the name of their first and second choices for their
PCP.
Note: Each member of your family may choose the same or different PCP(s).

Member’s First and Last Membership ID Number 1t Choice PCP 2"4 Choice PCP
Name (Required) (First and Last Name) (First and Last
Name)
1.
2.
3.
4.
5.
Number and Street Day Time Phone Number
City State State ZIP Code
Member’s Name (Print) Signature
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For PCP Office Use Only. Fax completed form to Wellpoint Customer Service at 1-888-438-5209.

Name of Clinic: Tax ID Number:

Contact Name: Contact Phone:

Federally Qualified Health Center or Rural Health Clinic'? [ Yes ] No (check one)

' For Federally Qualified Health Centers and Rural Health Clinics, Wellpoint assigns members at the clinic level.
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