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The following types of changes require additional documentation for BCN ONLY. Please complete this 
form, including signature requirement on the next page, and fax it directly to BCN at 877-281-0316. 

 PCP changing to specialist  
 Specialist changing to PCP  
 Existing BCN specialist adding MCG affiliation 
 New/existing BCN PCP selecting or changing MCG affiliation 
 Existing BCN specialist ending MCG affiliation  
 

 
CHANGES TO BCN NETWORKS AND MCG AFFILIATIONS 
Please see signature requirement on next page 
 

⁮ Changing from PCP to specialist 
 Do you perform home visits? ⁮ Yes ⁮  No 
 Are you a hospitalist (defined as a physician/professional who practices 100% of the time in a 

hospital setting)? ⁮ Yes ⁮  No 
 Do you have a private practice location outside of hospitals? ⁮ Yes ⁮  No 

 
⁮ Changing from specialist to PCP 
     (Select appropriate specialty and please see the MCG Endorsement section below) 

⁮ Internal Medicine  
⁮ Family Practice 
⁮ Pediatrics 
⁮ Internal Medicine/Pediatrics 

 Are you a PCP that is assigned patients?  ⁮ Yes ⁮  No (PCP Float) 
 

⁮ Specialist adding MCG affiliation 
     (Please see the following MCG Endorsement section) 
 

⁮ New/existing BCN PCP selecting or changing MCG affiliation 
     (Please see the following MCG Endorsement section) 
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Tax Identification Number 

 
State License Number                                                                      PCP Status Change Y/N 

 

 

                           
  

 

⁮ Specialist ending an existing MCG affiliation. Enter MCG to end below.  
By completing this section and executing the Signature and Contact Section at the bottom of this page, 
you are requesting BCN to terminate your affiliation with BCN through the Medical Care Group (MCG) 
indicated below. Your agreement will be terminated sixty (60) days from your signature date (per 
your affiliation agreement), unless you request a termination date that is greater than 60 days. 
 
_____________________________     ___________    ____________________ 
MCG Name                                    MCG Number              Requested End Date  

(if more than 60 days advance notice) 
 

_____________________________  _______________________________  ___________
 MCG Medical Director Printed Name      MCG Medical Director Signature       Date  
 
MCG ENDORSEMENT 
⁮If you are a new PCP or an existing PCP/specialist adding an MCG Affiliation, endorsement is 
required. Please refer to the Requirements for MCG Endorsement if you have questions or need more 
details at http://www.bcbsm.com/pdf/bcn_mcg_endorsement.pdf. The requirements document includes a 
listing of Medical Care Groups in your region. 
 
I have verified the above information and endorse the above applicant for affiliation with BCN. 
 
_____________________________    _______________  ________________________________ 
MCG Name       MCG Number               MCG Medical Director Printed Name 
 
__________________________________     _______________________________  
MCG Medical Director Signature      Date 
 
SIGNATURE AND CONTACT 
I certify that the information contained in this document is true and complete. I will notify Blue Cross 
and Blue Shield of Michigan/Blue Care Network immediately in writing of changes affecting this data.  
 
______________________________   _______________________________________  ____________ 
Print or Type Name       Provider Signature/Title                               Date 
 
Please provide the name and contact information of a person who can answer questions about 
information in this form.  
 
 
First Name 

 

Last Name 

Phone Number 

 

Fax Number 

Email
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Preferred method of contact?  ⁮Email   ⁮US Mail

 
 
 
 
 

 

http://www.bcbsm.com/pdf/bcn_mcg_endorsement.pdf
MAG
Stamp


	Text2: 
	Box1: 
	Text1: 
	Box2: 
	Box 3: 
	Box4: 
	Box5: 
	Combo Box3: [SELECT]
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Check Box19: Yes
	Text20: Greater Macomb PHO
	Text21: IH116
	Text22: Jerome H. Finkel, MD
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Check Box20: Off


