
Allwell Member Reassignment Form 

Member Information 

Member Name: Member ID Number: Member DOB: 

Member Phone Number: Member Address: 

Provider Currently Assigned to: 

Provider Information
 


Group Name: Phone Number: 

Address: Name of Person Completing Form: 

Reason for Reassignment: 

Please return form to Allwell Risk Adjustment. Fax Number: 1-844-822-6220. 
Secure email: RiskAdjustment@ARhealthwellness.com 

Allwell.ARHealthWellness.com 
1-855-565-9518 (TTY: 711) 
©2020 Arkansas Health & Wellness Health Plan Inc. All rights reserved. ALL20-AR-H-010 
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