
ERIE COUNTY MEDICAL CENTER 
CHANGE OF NAME/ADDRESS FORM 

 
Check Appropriate Box(es)   Name Change      Address Change 
 
In order to process a name change you must first change your name with Social Security 
 
If you are a licensed professional (RN, LPN, COTA, Rad. Tech, etc) you must then change your 
name with the NYS Office of the Professions 
 
Please refer to the Process for Name Changes information attached 
 
Only after both of the above have been completed can ECMCC process your requested name 
change 
 
Today’s Date:________________________________ 
 
Please Print 
 
New First Name:_________________________ Middle Initial:_____Last Name:________________________   
 
Former First Name:_______________________ Middle Initial:_____Last Name:________________________   
 
SS#________________________________Dept._________________________________  Ext._____________ 
 
 
New Address:_______________________________City:__________________State:_____ ZIP:____________ 
 
New Telephone Number:_____________________________________ 
 
Former Address:_____________________________City:__________________State:_____ ZIP:___________ 
 
Former Telephone Number:___________________________________ 
 
Employee Signature:_______________________________________________________ 
 
Print Name:______________________________________________________________ 
 

For Office Use Only: 
 

                         
   SAP                    Health Ins.         Dental Ins               Retirement             File 
________          ________     _______            _______          _____        
     date                                   date                       date                              date                              date                    
                                                                          
     
    Roster                cc: Personnel Health      
  ______                ________           
       date                                        date                         
 
 
 
 
Filename:  G:Forms/Address Change rev 11.2.10.doc 
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