
 

 

 

 

Member Requested Agent Change Form 
 

Please complete and submit this form if you would like to make a change to the agent listed on your record. 
Please provide as much information as possible to help Lasso Healthcare identify the requested change, the 
reason, and any new agent you wish to have listed on your record. We may contact you if additional 
information is needed. 

Section A – Please fill out with YOUR information 
My Name  

My Member ID#  

My Phone Number  

My Address  

Section B – Please fill out with your AGENT information 
My Current Agent  

His/her Agency  

I wish to make the 
following change 
(please provide detail 
and reason for the 
change) 

 

Name of the new agent 
I wish to work with  
(if applicable) 

 

His/her NPN  

His/her Agency  

His/her Phone Number  

Signature_____________________________________________________Date_________________________ 
 

Please mail completed for to: 

Lasso Healthcare, 303 W Madison St. Suite 800, Chicago, IL 60606-3389 
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