
 
 

Contact Information Change Form 

Member Information 

Member Name:  

Member Number:  

Date of Birth: ____ / ____ / ______ 

Last 4 of SSN: _______ 

Updated Contact Information 
Please check the information you are updating and provide the new details below. 

☐ Mailing Address Change 

New Mailing Address: ____________________________________________________________ 

City: ____________________________________________ State: ______ Zip: _________________ 

☐ Residential/Physical Address Change (if different from mailing) 

New Residential Address: _______________________________________________________ 

City: ___________________________________________ State: ______ Zip: _________________ 

☐ Phone Number(s) Change 

Home Phone: _________________________________________________________ 

Mobile Phone: ________________________________________________________ 

Work Phone: __________________________________________________________ 

☐ Email Address Change 

New Email Address: __________________________________________________ 

Authorization 
I authorize Baylor Health Care Systems Credit Union to update my records with the above 
contact information. I understand that for security purposes, I may be required to provide 
additional identification before changes are processed. 

Member/Joint Signature: ___________________________________ Date: _____ / ______ / ________ 

Credit Union Use Only 
Received By: _________________________ Date: ____ / ____ / ______ 

Verification Method: ____________________________________________ 
Processed By: ________________________ Date: ____ / ____ / ______ 


