
Change of Primary Care Physician 

Request Form 
 

 

 

 

 

 

 

 

 

I, ____________________________________________ , am selecting to change my 

Primary Care Physician to the office of: 

 

 

 

 

 

Scot Thomas Anderson, DC 

Integrity Chiropractic and Family Wellness, PC. 

350 East Broadway 

PO Box 11057 

Jackson, WY 83001 

307-734-6006 

 

 

 

 

 

on this day, __________________________________________________. 

 

 

 

 

 

 

 

 

Signed: __________________________________________  Dated: ____________ 

 

 

Witness: __________________________________________Dated:_____________ 


