
 

EMPLOYEE NAME AND/OR ADDRESS CHANGE FORM 
 
INSTRUCTIONS:  Print this Form.  Fill in the information,  sig n,  d ate 
and  Fax  or mail the form to B CL  Sy stems,  Inc . 
 
Employer (or former Employer) Name: 
 

 
Effec t i v e D at e of t h i s  C h an g e: 
 

 
Name of P lan  P art i c i pan t : 
 

 
S oc i al S ec u ri t y Nu mb er or A c c ou n t  
Nu mb er: 

 
List Your New Information Below: 

New  A d d res s : 
 
 
 

 

New  P h on e Nu mb er: 
 
 

 

P leas e C h an g e Name t o: 
 
 

 

 
By signing this form I certify that the information provided above is correct.  I understand that BCL 
Systems, Inc. will not release this information to any other entity, unless it is required to do so for the 
administration of the benefit plan(s) that I and/or my family members are enrolled in.  I understand that this 
form does not guarantee that my employer (or former employer) or the insurance carrier(s) will receive or 
update their records with this new information. Further I understand that I must notify the employer (former 
employer) or insurance carriers of these changes in the manner prescribed by each of these entities. 
 
_________________________________________    ________________________ 
Plan Participant Signature*        Date 
 
*Signature must be of covered participant, unless participant is under the age of 18.   
 

P leas e F ax  t h i s  F orm t o B C L  S ys t ems ,  I n c .  at :  (8 4 7 ) 5 1 6 -2 9 5 2  or 
M ai l t h i s  form t o: 

BC L S y stems,  Inc .  
P O  Box  3 0 7  
F ox  R iv er G rov e,  IL  6 0 0 2 1  

 
 


