
Form No. MS-001-0610   

Address Change 

  Insured/Member’s Name __________________________ Owner’s Name (if different) ___________________ 
      Change only this Member/Certificate (list below)  

Name: _______________________________________   Certificate Number:_________________________________ 

  Change All other Members/Certificates in Household (please list them below) 

Name: _______________________________________   Certificate Number:_______________________________ 

Name: _______________________________________   Certificate Number:_______________________________ 

Name: _______________________________________   Certificate Number:_______________________________ 

Name: _______________________________________   Certificate Number:_______________________________ 

CURRENT ADDRESS INFORMATION    

Owner’s Social Security Number or last four digits (for verification purposes only) ______________________________ 

Street: _________________________________________________________________________________________    

City: ______________________________________ State: ____________________   Zip Code: ________  ________ 

NEW ADDRESS  EFFECTIVE DATE:  ___________________________ 

Street 1: ________________________________________________________________________________________    

Street 2: ________________________________________________________________________________________    

City: _______________________________________ State: ____________________   Zip Code: ________________ 

Home Phone Number: ___________________________ Work Phone Number: _________________________ 

Cell Phone Number: _____________________________ Email Address: ______________________________ 

PLEASE NOTE ANY ADDITIONAL INSTRUCTIONS: 

 

 

 

 

____________________________________ 
Signature 
 

For Home Office Use  - Now in Branch/Chapter #: ____________________      
If New Branch/Chapter needed, Show Branch/Chapter #: ________________ 

Branch/Chapter Changed, Letter Sent:     Yes   No    

Coded/Changed by ___________   Date: ________________ 

 

 
P.O. Box 3211 
Milwaukee WI 53201-3211 

 

 
414-273-6266   Telephone 
414-223-3201   Fax 
800-927-2547   Toll-Free 
catholicfinanciallife.org 

For overnight delivery use 1100 West Wells Street, Milwaukee, WI  53233 
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