
RCBM Information Change Form 
 
Patient Name:________________________________    Date: ______________________________ 
 
Please select type of change from list below and then fill out the corresponding 
section(s): 
_____Change of Address                           _____Change of Insurance 
_____Change of Name          _____Change of Phone Number 
 
For Address Change: 
 
Previous Address: __________________________________________________________________ 
 
New Address: ______________________________________________________________________ 
 
Effective Date:  _____________________________________________________________________ 
 
 
For Insurance Change: 
 
Previous Insurance Company:____________________  Date Ins. Terminated:____________ 
 
New Insurance Company or Policy Change:_________________________________________ 
 
Effective Date of New Insurance or Policy:___________________________________________ 
 
 
For Name Change: 
 
Previous Name: ____________________________________________________________________ 
 
New Name: ________________________________________________________________________ 
 
Effective Date: _____________________________________________________________________ 
 
 
For Phone Number Change: 
 
Previous Phone Number: ___________________________________________________________ 
 
New phone number (please indicate: work, cell or home):_____________________________ 
 
Is this the best number for contacting you? Y/N  ____________________________________ 
 
Effective Date: _____________________________________________________________________ 
 
 


