
REPORT A CHANGE 
 

SETS CASE #/SSN: ______________________________________  

NAME:   ______________________________________ 

DATE:   ______________________________________ 

I am reporting a change about the:           MOTHER  FATHER  CARETAKER 

I am reporting a change of (check all that apply): 

Name          Address          Contact Information          Employment          Health Insurance          Other  

 

NAME CHANGE: ***You must submit evidence (e.g. court order) before we can process this change*** 

My name has been legally changed to: __________________________________________________________________ 

 

ADDRESS CHANGE: 

My new residential address (include city/state/zip) is: _____________________________________________________ 

I would like to receive mail at:    my residential address (above) the following mailing address: 

__________________________________________________________________________________________________ 

 

CONTACT INFORMATION: 

Home Phone: ______________________________________ 

Cell Phone: ______________________________________     Check here if willing to receive text messages  

Email:  ______________________________________  

 

EMPLOYMENT: 

Previous Employer:  ________________________________________________________________________ 

Previous Employer’s address: ________________________________________________________________________ 

Date and reason for separating: ________________________________________________________________________ 

Current Employer:  ________________________________________________________________________ 

Current Employer’s address: ________________________________________________________________________ 

Date employment started: ________________________________________________________________________ 

Current salary and work hours: ________________________________________________________________________ 

Is heath insurance available through your employer (regardless if you are currently enrolled):  Yes    No 

 

HEALTH INSURANCE: ***Please provide a copy of your insurance card (both sides)*** 

Insurance Provider: 

Do you currently maintain coverage for the child/ren on this case?      Yes     No 

 

OTHER CHANGE  (please describe in detail): ______________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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