
Date of Request: _______________ 

REV 08/2021 

Third Street Family Health Services 
Change of Provider Request 

 

 

Third Street Family Health Services supports the patient’s right to choose their care provider. Whenever possible, the 
patient choice will be accommodated. However, Third Street Family Health Services also needs to balance this with 
practice and patient management. We strongly suggest that our patients maintain one provider to ensure their continuity of 
care.  

 

Name: ____________________________________________________ DOB: _________________________________ 

Address: _________________________________________________________________________________________ 

_________________________________________________________________________________________________ 
(City)      (State)     (Zip)   

Phone Number: ______________________________________________________________________ 

Who do you want to be transferred to? ____________________________________________________ 
*If unknown you will be assigned to a provider that best accommodates your needs.  

 

Why do you want to transfer? 

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

 

The following is to be completed by Third Street Family Health Services Staff 

 

Current Provider Name: _________________________________________________________________ 

Current provider’s recommendations and/or pertinent details related to the patient’s health:  

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

 

Current Provider Signature: ___________________________________________________________________________ 
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