
Transfer of Hospice Providers 
 
 

 
*The above named beneficiary requests that the designation of their current hospice provider be changed. 

 
Transferring From:  
Effective Date of Transfer: 
 

Current Election Period Number: 

Current Hospice Provider Name: Current Hospice NPI Number: 
 
Current Hospice Medicaid Provider Number: 
 

Current Hospice Address: 
 

Current Hospice Contact Number: 

 
Transferring To:  
Receiving Hospice Name: Election Period Number:   

      
Begin & End Dates of Election Period: 
 

Receiving Hospice Address: 
 

Receiving Hospice NPI Number: 

Receiving Hospice Contact Number: Receiving Hospice Medicaid Provider Number: 
 

Receiving Hospice Medical Director: 
 

Receiving Hospice Interdisciplinary Group Physician: 
 

  
As a beneficiary of hospice services and signing below, I understand that I may change hospice providers once 
during an election period.  I also understand that this request for change in hospice providers is not a revocation of 
the remainder of my current election period benefit. 
 
_______________________________________________________________________________ 
Signature of Beneficiary or Guardian/Legal Representative                    Date 
 
 
_______________________________________________________________________________ 
Signature of Transferring Facility Staff                                    Date 
 
 
 ______________________________________________________________________________ 
 Signature of Receiving Facility Staff                                               Date 

 
 
 

 
Revised 04/01/2018           DOM-1166 B 

Beneficiary Information* 
Name: Date of Birth: 

 
Current Address: Medicaid ID Number: 

 
Medicare Number: 
 

Contact Number: Social Security Number: 
 

Name of Guardian/Legal Representative: 
Relationship: 
Name of Beneficiary's Attending Physician: 
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