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Health Care Risk Manager Information Change Form

 FORMCHECKBOX 
  Name Change     
 FORMCHECKBOX 
  Address Change      FORMCHECKBOX 
  Facility Change

Section I – Name Change

	Name:      
	     
	     

	Last

Former:      
	
	First

     
	
	Middle

     

	Last
	
	First:


	
	Middle



	Social Security Number: 
	     
	
	HCRM License Number: 550-
	     

	Documentation Required: 
	 FORMCHECKBOX 
  Certified Copy of Marriage Certificate with original signature and seal from Clerk of Court.

 FORMCHECKBOX 
  Divorce Decree indicating restoration of maiden name.

 FORMCHECKBOX 
  Court Order such as adoption, name change, or federal identity change.

	Section II – Address Change


	Mailing:      
	
	     
	
	     
	
	     

	Address


	
	City
	
	State


	
	Zip

	(It is advisable not to use a business address as a mailing address.  Employment may change and materials may not be forwarded.)

	Home:      
	
	     
	
	     
	
	     

	Address
	
	City
	
	State
	
	Zip

	     
	
	     
	
	     
	

	Phone
	
	Fax
	
	Email
	

	Business:     

	Name
     
	     
	
	     
	
	     

	Address


	
	City
	
	State
	
	Zip

	     
	
	     
	     
	

	Phone
	Fax
	
	Email
	


(If employed as a Health Care Risk Manager at a Hospital or ASC licensed under Ch. 395, F. S., please complete Section III of Page 2.)

	
	
	     
	
	     

	Signature of Risk Manager
	
	Date
	
	HCRM License #




	Section III – Facility Change


	     
	
	     

	Name of Employer/Facility
	Effective/End Date (circle one)

	     
	     
	
	     
	
	     

	Address
	
	City
	
	State
	
	Zip

	     
	
	     
	     

	Phone
	
	Fax
	
	Email
	

	

	

	     
	
	     

	Name of Employer/Facility
	Effective/End Date (circle one)

	     
	
	     
	
	     
	
	     

	Address


	
	City


	
	State


	
	Zip

	     
	
	     
	
	     
	

	Phone


	
	Fax
	
	Email
	

	

	     
	
	     

	Name of Employer/Facility
	
	Effective/End Date (circle one)

	     
	
	     
	
	     
	
	     

	Address
	
	City
	
	State
	
	Zip



	     
	
	     
	
	     
	

	Phone


	
	Fax
	
	Email
	

	

	     
	     

	Name of Employer/Facility
	
	Effective/End Date (circle one)

	
	
	
	

	     
	
	      
	     
	     

	Address
	
	City
	
	State
	
	Zip

	     
	     
	     

	Phone
	
	Fax
	
	Email
	


	Return completed form to:




Agency for Health Care Administration

Hospital and Outpatient Services Unit

2727 Mahan Drive, Mail Stop #31

Tallahassee, Florida 32308

Our website:  http://ahca.myflorida.com/MCHQ/Health_Facility_Regulation/Risk/index.shtml
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