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Crouse Hospital College of Nursing 

736 Irving Ave. 

Syracuse, NY  13210 

Fax: 315-470-5774 

 

STUDENT ADDRESS CHANGE FORM 

(PLEASE PRINT LEDGIBLY) 

 

Date___________________ 

 

Name________________________________________  

 

Phone # (___)__________________  

 

SS#_______________________ 

 

Name Change?  Yes ____  No____   

 

New Name________________________________________________________ 

 

Address

 _____________________________________________________________ 

 

 _____________________________________________________________ 

    City    State   Zip 

 

 

Documents needed for a Name Change: 

1. SOCIAL SECURITY CARD WITH NEW NAME (back & front) 

2. DRIVERS LICENSE OR MILITARY ID (back & front) 
 


