
PERSONAL CARE 
Member Request To Transfer 

 
 
Last Name: 
 

First Name: 

Street Address: 
 
City: State: Zip Code: County: 

 
Date of Birth: 
 

Medicaid Number: 

Phone Number: 
 
Home:  ________________________________ 
 
Cell:      ________________________________      

Service Level:  (check one) 
 
□  Level 1 
□  Level 2 

 

Monday Tuesday  Wednesday Thursday Friday Saturday Sunday 
       
 

Current Agency:  _______________________________________________________________________ 

I would like to transfer to:  _______________________________________________________________ 

Reason for transfer request:  _____________________________________________________________ 

 

 

 
___________________________________                                                      _________________________ 
Member/Legal Representative Signature      Date 

 

 

 

 

 
Return form to:  Bureau of Senior Services, 1900 Kanawha Blvd., East, Charleston WV 25305 
Phone Number:  304-558-3317, Fax:  304-558-6647 
WV-BMS-PC Request to Transfer Form from January 1, 2014 Manual - Revised March 6, 2014 
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