Do you have a Primary Care Provider (PCP)?

If you have not picked a PCP or would like to change your PCP, please fill out this
form. You can also use this form to pick or change a family member’'s PCP. Need
help picking a PCP? Call us at 888-788-9821 (TTY users, please dial 711).

Section 1 Your information

] EASTERN OREGON
\ COORDINATED CARE
ORGANIZATION

Last name First name M.I.
Date of birth Medicaid ID PCP name Established
(mm/dd/yyyy) patient?

O Yes O No

Section2 EOCCO members in your family

Last name First name M.I.
Date of birth Medicaid ID PCP name Established
(mm/dd/yyyy) patient?

O Yes O No
Last name First name M.I.
Date of birth Medicaid ID PCP name Established
(mm/dd/yyyy) patient?

O Yes O No
Last name First name M.I.
Date of birth Medicaid ID PCP name Established
(mm/dd/yyyy) patient?

O Yes O No
Last name First name M.I.
Date of birth Medicaid ID PCP name Established
(mm/dd/yyyy) patient?

O Yes O No

Section 3 Signature

Signature Date
Relationship to member Phone
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You can get this form in a different format.
You can ask for another language, large print, a
computer disk, audio tape, spoken presentation
or Braille. Please call EOCCO Customer Service
at 1-888-788-9821. TTY users, please dial 711.

Ready to submit? Fax this form to 503-243-3959
Or, Mail this form to EOCCO, P.O. Box 3550, Portland, OR 97208

eocco.com

Eastern Oregon Coordinated Care Organization must follow state and federal rights laws. We cannot treat people unfairly in any of our services
or programs because of a person’s age, color, disability, gender identity, marital status, national origin, race, religion, sex or sexual orientation.
ATENCION: Si habla espanol, hay disponibles ser vicios de ayuda con el idioma sin costo alguno para usted. Llame al 1-888-788-9821

(TTY:711). 73R A RIER P A5 EIGRE A S HAIARTE - 3550 E 1-888-788-9821 (I ABH: 711)
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