
NAME / ADDRESS CHANGE FORM 

CURRENT NAME: __________________________________________________  

NAME CHANGE: _________________________________________________  

 SUPPORTING LEGAL DOCUMENTATION ATTACHED 

ACTIVE EMPLOYEE RETIRED EMPLOYEE  RETIRED EMPLOYEE’S SPOUSE 

SS#: _________________________ or EMPLOYEE ID #: _______________________ 

PHYSICAL ADDRESS: CURRENT CHANGE

 ________________________________________________________________  

 ________________________________________________________________  

MAILING ADDRESS: CURRENT CHANGE

 ________________________________________________________________  

 ________________________________________________________________  

HOME PHONE NUMBER: CURRENT CHANGE ___________________________  

CELL NUMBER: CURRENT CHANGE __________________________________  

EMAIL ADDRESS: CURRENT CHANGE ________________________________  

**  Please note: it is your responsibility to notify 

NEW YORK STATE RETIREMENT, DEFERRED COMPENSATION 

& FLEXIBLE SPENDING ACCOUNT about any changes. ** 

 ________________________________________________________________  
(Signature) ____________________________________________________________ (Date) 

 ------------------------------------------------------------------------------------------------------------- 
*OFFICE USE ONLY

Dental Vision

Health Insurance Personnel Employment File Labels

Scan/email to CS Robin 
HR Form Revised 04/19/2022
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