Clear Form Print Form

\C\ Neighborhood Primary Care Site Change

Request Form

Your health. Our promise.

All applicable fields are required. Fax completed form to 617-526-1985.

Member Information

Member Name: Member ID #: Member DOB:

Address: City: Zip:

Parent/Guardian Name:
(If age of member requires parent/guardian name*)

Address: Phone:

*Member or Parent/Guardian Signature

Site Information

Change from: Current Site Name: Current PCP:

Change to: New Site Name: NPI:

New Site Address: City: Zip:
New PCP: NPI:
**Effective Date of Change: Reason for Change

*Forms not bearing the member’s signature cannot be processed.
**Unless otherwise specified date will be the first of the following month. Exceptions are subject to NHP’s approval.

Member re-assignments to PCPs practicing within the same site must be processed via NHPNet. For assistance with NHPNet
registration, please contact your Provider Relations Representative directly or email Provider Relations at prweb@nhp.org.

Site Contact Information

Name: Phone:

Signature: Date:

Notice of Confidentiality: This transmission is intended for the addressee listed above and may contain information that is
confidential and/or legally privileged. If you are not the addressee, any use, disclosure, copying or communication of the
contents of the transmission is prohibited. If this message is received in error, please telephone us immediately at (1-800-462-
5449), and we will arrange for the return to us of the original document at no cost to you.
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