Virginia Department of Health

Office of Minority Health and Public Health Policy

Change of Name/Address Form
Instructions: Please complete the form, print it, sign it and mail it to us. Thank you in advance for keeping us abreast of your recent contact information.

Program:
 FORMCHECKBOX 
 Mary Marshall Nursing Scholarship



(Check one)
 FORMCHECKBOX 
 Virginia Nurse Educator Scholarship 


 FORMCHECKBOX 
 Virginia Physician Loan Repayment (VLRP)



 FORMCHECKBOX 
 Virginia State Loan Repayment (SLRP)



 FORMCHECKBOX 
 Virginia Medical Scholarship Program


 FORMCHECKBOX 
 National Interest Waiver


 FORMCHECKBOX 
 J-1 Visa Waiver/Conrad 30
 (J-1 DOS Case #:      )


Effective Date of Change:       (m/d/yy)
	Name:
	     
	     
	     
	     

	
	First
	Middle

	Last

	(Maiden)


Former Name:       (Please include a copy of marriage certificate)

New Contact Information

	
	Home
	
	Work

	Street Address
	     
	
	     

	City, State Zip
	     
	
	     

	Telephone 
	     
	
	     

	Cell Phone 
	     
	
	     

	Email Address
	     
	
	     


Preferred Method of Contact:
 FORMCHECKBOX 
 Mail
 FORMCHECKBOX 
 Phone
 FORMCHECKBOX 
 E-Mail
Any questions, concerns, suggestions or comments that you would like to share at this time?  
If so, please provide.      
This form is completed by: 
________________________________________________

______________________
Recipient’s Signature






Date

Last Revised: November 2009

