CITY OF CORAL GABLES

HUMAN RESOURCES DEPARTMENT

EMPLOYEE CONTACT INFORMATION/CHANGE OF ADDRESS FORM

First Name M.1. Last Name Employee No.
NEW Address (Street No. & Apt/Unit/PO Box) City State Zip Code
PREVIOUS Address (Street No. & Apt/Unit/PO Box) City State  Zip Code
Home Phone Cellular Phone Work Phone Other Phone

IN CASE OF SERIOUS ACCIDENT OR EMERGENCY, NOTIFY:

Name: Name:
Relationship: Relationship:
Home Address: Home Address:
Home Phone: Home Phone:

Cellular Phone: Cellular Phone:

Business Phone: Business Phone:

Employee Signature Date
Department Division
FOR HR USE:
General Empoyee:  Yes _ No F.OPMember: _ Yes __ No
If yes, Google search
If yes, copy to: Benefits Specialist F.O.P Mileage:
Health Insurance address updated Check box wiappropriate code:
20-40miles  $30.00 [ ]
40 + miles $6000 | |

Date processed: Processed by:

HR Forms 07/19/12 - MA
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