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Please Fill Out All Fields

Fax To: 1-212-497-8998

From: Date:

MemberInfo

First Name:

Healthfirst ID Number:

Last Name:

Preferred Contact Number:

 If you have received this transmission in error, please contact the Healthfirst Privacy O#ce at 212-801-6299  

Healthfirst • 100 Church Street, New York, NY 10007 • www.healthfirst.org

CONFIDENTIALITY NOTICE: This message is intended only for the use of the individual or entity to which it is addressed,  
and may contain information that is privileged, confidential and exempt from disclosure under applicable law. If the reader of  
this message is not the intended recipient, or the employee or agent responsible for delivering the message to the intended 
recipient, you are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited.  
If you have received this communication in error, please notify us immediately by telephone and return the original message  
to us at the above address via the U.S. postal service without making a copy. Thank you for your cooperation and assistance.

NOTE: ID cards will be mailed to the members address on file with Healthfirst.

Current PCP On Member ID Card:

Current PCP’s Healthfirst ID Number:

Change PCP to:

Healthfirst Provider ID Number:

Reason for Change:

E$ective Date of Change*:

*Back dating is acceptable under the following circumstances (please select one):

Member visited a new PCP on the weekend, a holiday, or after hours when Healthfirst was closed.

Other (please explain):

Member is newly e%ective with no PCP assigned. 

Member is a newly e%ective newborn or member and was assigned the wrong PCP.

Date Signed:

Member Or Legal Guardian Signature:

By signing this form I am giving my healthcare provider permission to give this information to Healthfirst.


