
  

  

     

 

 

  

     

  

  

  

 

  

 

ambetter 
HEALTH 

P.O. Box 459089 
Fort Lauderdale, FL 33345-9089 

Request to Change Lock-in Pharmacy 

One pharmacy change allowed in a six-month period (unless good cause) 

Recipient Name: ______________________________________ 

Recipient Member Number: ____________________ 

Recipient Address: ______________________ 

Recipient City, State Zip:________ Recipient Phone Number: ________ 

I want to change my "Lock-In" Pharmacy to the following: 

Pharmacy Name: ______________________________________ 

Pharmacy Address:______________________ 

Pharmacy City, State Zip:____________________ 

Pharmacy Phone Number: ____________________ 

Pharmacy Fax Number: _____________________ 

Pharmacy License Number: _________________________________ 

Please make this change effective as of mm/dd/yyyy: ___/___/___ 

Recipient Signature: __________________ 

Fax completed form to: 1-866-753-7452 or mail to the address below: 

Ambetter Health 
Attn: Pharmacy Department 

P.O. Box 459089 

Fort Lauderdale, FL 33345-9089 

1-833-543-3145 (TTY 711) AmbetterHealth.com 
AMB_8896 

https://www.ambetterhealth.com/
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