
**Some restrictions and limitations apply. Each member can earn up to $250 in cash and non-cash goods and
services through June 30 each year.

Member Information

First Name:    MI:    Last Name: 

Medicaid ID*:                   Date of Birth (mmddyyyy): 

SSN:        Telephone number: 

Mailing Address:              

City: State:  Zip Code: 

PCP Change Request - Please provide PCP Information

Requested PCP Name     NPI# 

Office Address:    

City:              State:    Zip Code: 

  Office Phone:                    Effective Date (mmddyyyy): 
The effective date will be based upon the 
plan’s selection/change policy.

Reason for Change from Assigned PCP - Choose all that apply. Select at least one.

New Member - made 1st time selection Provider Location

Already patient with requested PCP Association with hospital or medical group

Requested PCP already sees family member Language/communication barriers

Member Preference Wait time in provider office

Member Moved Availability to get appointment. Access to care

PCP Hours didn’t fit member need Established relationship w/another

Quality of Care Provider Request to Disenroll Member

Provider Left Network Other

_______________________________________________ 

Signature of Member or Authorized Representative  Date (mmddyyyy)

*
0
4
0
2
*

*Required Field

Primary Care Physician (PCP) Form

_______________________________________________  

Print Name of Member or Authorized Representative
Directions: Please fax Member Change Data forms, with a copy of the member ID card, if available, to NH Healthy 

1-877-502-7255
2 Executive Park Drive, Bedford, NH 03110
over the phone, please call the NH Healthy Families Member Services Department, from 8 a.m. to 5 p.m. (EST), Monday through 
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Email:

Best day/time to reach you? ___________________________________________________________________________________________________________________________________________

Have you recently used substances but are ready to take the first step in your recovery? Yes       No

If you need immediate assistance with substance use,
please call 2-1-1.

Complete this form and mail to:
NH Healthy Families, 2 Executive Park Drive, Bedford, NH 03110-9983

Do you have any of the following?*  Yes        No           If yes, place a thick X in each box that applies.   
Your Medical History Current Pregnancy History

Previous preterm delivery (<37 weeks)?   Preterm labor this pregnancy?

  Current gestational diabetes?

Recent delivery within past 12 months? Current twins?  
Current triplets?

 Currently having severe morning sickness?

Your First Name:*   Your Birth Date:* (mmddyyyy)

Your Last Name:*  

Mailing Address: 

City: State: Zip Code: 

Home Phone:  Cell Phone:            

Would you like to receive text messages about pregnancy and newborn care?  Yes  No    
If you do not have an unlimited texting plan, message and data rates may apply. Text STOP to unsubscribe. 

Email Address: 

Your OB Provider’s Name:     

Your Due Date*: (mmddyyyy)     

Primary insurance (for mom or baby) other than Medicaid?  Yes       No

Race/Ethnicity (place a thick X in each box that applies) White           Black/African American        

Hispanic/Latina          American Indian/Native American           Asian           Hawaiian/Pacific Islander 

Other  If other ethnicity, please specify   

Preferred Language (if other than English)   

Planning to breastfeed?    Yes       No         If no, what is the reason? 

Pediatrician chosen?        Yes       No         Pediatrician Name 

Number of Full Term Deliveries Number of Miscarriages      Height          ’                                                                                                                                                                                      ”     

Number of Preterm Deliveries   Number of Stillbirths      Pre-Pregnancy Weight

Are You Pregnant?*  Yes       No        If you are pregnant, please continue to answer all the questions.
Return the form in the envelope provided. When your answers are received, a gift will be mailed to you! 
We may call you if we find that you are at risk for problems with your pregnancy.

*Required Field

*
0
4
0
0
*

Medicaid ID #:*          Today’s Date: (mmddyyyy)   

This form is confidential. 
If you have any problems or 

Pregnancy Form

(A delivery more than three weeks early.)
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 Was delivery within past 6 months? 
Previous C-Section?
© 2019 NH Healthy Families. All rights reserved.  

Do you have any of the following?*  Yes        No           If yes, place a thick X in each box that applies.   
Your Medical History Current Pregnancy History

Previous preterm delivery (<37 weeks)?   Preterm labor this pregnancy?

  Current gestational diabetes?

Recent delivery within past 12 months? Current twins?  
Current triplets?

 Currently having severe morning sickness?

Your First Name:*   Your Birth Date:* (mmddyyyy)

Your Last Name:*  

Mailing Address: 

City: State: Zip Code: 

Home Phone:  Cell Phone:            

Would you like to receive text messages about pregnancy and newborn care?  Yes  No    
If you do not have an unlimited texting plan, message and data rates may apply. Text STOP to unsubscribe. 

Email Address: 

Your OB Provider’s Name:     

Your Due Date*: (mmddyyyy)     

Primary insurance (for mom or baby) other than Medicaid?  Yes       No

Race/Ethnicity (place a thick X in each box that applies) White           Black/African American        

Hispanic/Latina          American Indian/Native American           Asian           Hawaiian/Pacific Islander 

Other  If other ethnicity, please specify   

Preferred Language (if other than English)   

Planning to breastfeed?    Yes       No         If no, what is the reason? 

Pediatrician chosen?        Yes       No         Pediatrician Name 

Number of Full Term Deliveries Number of Miscarriages      Height          ’                                                                                                                                                                                      ”     

Number of Preterm Deliveries   Number of Stillbirths      Pre-Pregnancy Weight

Are You Pregnant?*  Yes       No        If you are pregnant, please continue to answer all the questions.
Return the form in the envelope provided. When your answers are received, a gift will be mailed to you! 
We may call you if we find that you are at risk for problems with your pregnancy.

*Required Field

*
0
4
0
0
*

Medicaid ID #:*          Today’s Date: (mmddyyyy)   

This form is confidential. 
If you have any problems or 

Pregnancy Form

(A delivery more than three weeks early.)
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 Was delivery within past 6 months? 
Previous C-Section?
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Do you have any of the following?*  Yes        No           If yes, place a thick X in each box that applies.   
Your Medical History Current Pregnancy History

Previous preterm delivery (<37 weeks)?   Preterm labor this pregnancy?

  Current gestational diabetes?

Recent delivery within past 12 months? Current twins?  
Current triplets?

 Currently having severe morning sickness?

Your First Name:*   Your Birth Date:* (mmddyyyy)

Your Last Name:*  

Mailing Address: 

City: State: Zip Code: 

Home Phone:  Cell Phone:            

Would you like to receive text messages about pregnancy and newborn care?  Yes  No    
If you do not have an unlimited texting plan, message and data rates may apply. Text STOP to unsubscribe. 

Email Address: 

Your OB Provider’s Name:     

Your Due Date*: (mmddyyyy)     

Primary insurance (for mom or baby) other than Medicaid?  Yes       No

Race/Ethnicity (place a thick X in each box that applies) White           Black/African American        

Hispanic/Latina          American Indian/Native American           Asian           Hawaiian/Pacific Islander 

Other  If other ethnicity, please specify   

Preferred Language (if other than English)   

Planning to breastfeed?    Yes       No         If no, what is the reason? 

Pediatrician chosen?        Yes       No         Pediatrician Name 

Number of Full Term Deliveries Number of Miscarriages      Height          ’                                                                                                                                                                                      ”     

Number of Preterm Deliveries   Number of Stillbirths      Pre-Pregnancy Weight

Are You Pregnant?*  Yes       No        If you are pregnant, please continue to answer all the questions.
Return the form in the envelope provided. When your answers are received, a gift will be mailed to you! 
We may call you if we find that you are at risk for problems with your pregnancy.

*Required Field

*
0
4
0
0
*

Medicaid ID #:*          Today’s Date: (mmddyyyy)   

This form is confidential. 
If you have any problems or 

Pregnancy Form

(A delivery more than three weeks early.)
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 Was delivery within past 6 months? 
Previous C-Section?
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Before submitting this form, you must complete your Health Risk Assessment Screening 
available online at NHhealthyfamilies.com in order to be eligible for the Ready for My Recovery 

rewards** program. Submit your completed form and receive a My Recovery Journey backpack** 
filled with items and resources to support you in your recovery from substance misuse.

STOP

19-0006-R3

Note: Tobacco/nicotine use are not included as part of this program.

Ready for My Recovery Form
This form is confidential.


