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CHANGE OF 
INFORMATION 

Empowering individuals with disabilities to live their fullest life. John 10:10

Please complete this form to notify FLC of any changes to the following: 

• Contact information for the Beneficiary, Grantor, Attorney, and/or Beneficiary Advocate

• Beneficiary Advocate designation

• Benefits Received

BENEFICIARY 

NAME: 

ACCOUNT 

NUMBER: 

Change of Beneficiary’s Address or Phone Number 

New Address: ______________________City: _____________ State: ____ Zip: _______ 

Phone Number: _______________________ Email:  ____________________________ 

Type of Residence:  House        Apartment        Room        Nursing Home        Shelter 

Number of Other People in Home: _________ Rent Amount: $_______________________

Landlord:  ____________________________  Phone Number: ____________________ 

Change of Grantor or Representative Attorney’s Address or Phone Number 

The contact information changes are for:   Grantor        Attorney 

New Address: ______________________City: _____________ State: ____ Zip: _______ 
Phone Number: _______________________ Email:  ____________________________ 

Beneficiary Advocate Changes 

 Change of Address or Phone Number                 Change in Beneficiary Advocate designation 

Printed Name: ______________________ Relationship to the Beneficiary: _____________ 

Address: _________________________City: _____________ State: ____ Zip: _______ 
Phone Number: _______________________ Email:  ____________________________ 

_______________________________________________________________________ 

 “My purpose is to give life in all its fullness” – John 10:10 

The Full Life Center, Inc. 
349 E. High Ave., New Philadelphia, Ohio 44663 

Phone: (330) 343-0008   Fax: (330) 602-2822   Email: office@TheFullLifeCenter.org 
www.thefulllifecenter.org 

http://www.thefulllifecenter.org/
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Change of Benefits Received 

Please check all benefits that have changed. 

 SSI       SSDI     Food Assistance 

Previous Amount Received: $____________     New Amount Received:  $______________ 

 Medicare  Medicaid  Section 8 Housing 

Completed By: 

_________________________  _____________________________  ___________ 

 (Printed Name)                                                             (Signature)                                              (Date) 

_______________________________________________________________________ 

 “My purpose is to give life in all its fullness” – John 10:10 

The Full Life Center, Inc. 
349 E. High Ave., New Philadelphia, Ohio 44663 

Phone: (330) 343-0008   Fax: (330) 602-2822   Email: office@TheFullLifeCenter.org 
www.thefulllifecenter.org 

http://www.thefulllifecenter.org/
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