
 
 

Verification of Address 
 

 
 
DATE______________________                                

Status:   Active     or     Retired 
 

 
Name: ______________________________________SSN: ____________________________ 
 
 
NEW ADDRESS 
 
Street Address__________________________________________ Apt. or Unit No._________ 
 
City______________________________ State________ Zip___________________________ 
 
Work Phone No._______________________ Home Phone No.__________________________ 
 
Mobile No.___________________________ 
 
 
 
Member’s Signature: _____________________________________       Serial #____________ 
   
                 Rank: _____________
  
 
 
LAPRA Staff Member: ____________________________ Date of Change: _______________ 
 
 
 
dadd 
kafren155 
 

   HEALTH PLANS:        BLUE CROSS PPO      CALIFORNIA CARE HMO 
        KAISER HMO  BLUE CROSS DENTAL 
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