	Employee Personal Information Change Form	 

Document #12-001-001
Section 1: Employee Information
	First Name:                     Last Name:                           Employee ID#:
	OR     	



	PREVIOUS Name:
	     
	NEW Name: 
	     

	Middle Name:
	     
	*Preferred Name:
	     

	Street Address:
	     
	City:
	     

	State:
	     
	Zip Code:
	                  -           

	Phone:
	     
	Other Phone:
	     

	Date Submitted:
	     
	 
	     

	Employee Signature:
	



Note: Name changes require a copy from the Social Security Administration be attached to this form. Changes to your file will be made on the date of receipt of completed form.
*Preferred name is how your name will appear in the State Directory.
Section 2: Employee Work Details

	Work Location:
	[bookmark: _GoBack]     
	Work Phone: 
	

	Street Address:
	     
	City:
	     

	State:
	Oregon
	Zip Code:
	                  -           



Complete this form and submit to:
 AGP
P.O. Box 14350
Salem, Oregon 97309-5047

-OR-

Fax to: 
AGP at 503-584-3556

	For AGP Use Only:

	Entered By:
	
	Date:
	

	Date Received:
	
	Copied to Payroll:
	



