
 

*If you would like to ask for a new PCP, then this form must be filled in and signed by 
the member or guardian. 
 
Member Information:  
Member ID Number:  Date of Birth:  

Full Name: Phone Number:  

Address: 

City:  State: ZIP Code: 

 
Name of your PCP right now:         
Name of the PCP you would like:         
 
Member or Guardian (printed):        
Relationship to Member:         
Signature of Member or Guardian:     Date:   
 
Please Note: This change will start on the first day of month, following the date of your 
request, as written above.  
 
How to turn in this form: 
 
To turn in this form, please fill it out then mail it to this address: 
 
Virginia Premier Health Plan, Inc. 
ATTN: Member Operations 
600 E. Broad St. 
Suite 400 
Richmond, VA 23220-0307 
 

Primary Care Physician (PCP)  
Change Request 

Virginia Premier Health Plan, Inc. 
PO Box 5307  |  Richmond, VA  23220-0307  |  1-800-727-7536  |  (f) 804-819-5187  |  www.vapremier.com 
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