
 
 

CHANGE OF ADDRESS FORM 
 
 
 
Name:____________________________________________________________________ 
 
Medicare Claim Number: __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __  
 
Current residence address (where you live); 
 
Street_____________________________________________________________________ 
 
City:_______________ County:____________  State:___________ Zip Code:__________ 
 
Current Phone Number:  Area Code ( __ __ __) Telephone __ __ __ - __ __ __ __  
 
When did you move to this address?  Date: __ __/__ __/__ __ __ __  
 
Is this move permanent?  [    ] YES  [    ] NO 
 
If the address shown above is not permanent, what is your permanent address? 
 
Street_____________________________________________________________________ 
 
City:______________ County:_______________  State:___________ Zip Code:________ 
 
When is your expected return to permanent address?     Date: __ __/__ __/__ __ __ __ 
 
Does your mail go to a different address?              [    ] YES  [    ] NO 
 
If yes, please show that address: 
 
Street_____________________________________________________________________ 
 
City:_________________ County:__________ State:___________ Zip Code:__________ 
 
Reason for different resident mailing: 
 
Member Signature:_________________________________________________________ 
 
Date:_________________________________ 
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