
Injured Worker Change of Address Request Form

Your Name:  ____________________________________________________________________________

MEMIC Claim No.:   _ ___________________________   Last 4 Digits of Social Security No.: _ ____________

Old Address

Street:  ________________________________________________________________________________

City:  _______________________________________   State:   ___________   Zip:  _________________

Phone:  ______ - ______ - _________

New Address

Street:  ________________________________________________________________________________

City:  _______________________________________   State:   ___________   Zip:  _________________

Phone:  ______ - ______ - _________

___________________________________________________________   _____________________________
Signature	 Date

www.memic.com

P.O. Box 3606
Portland, ME 04104

207-791-3300/1-800-660-1306
fax 207-791-3380

Claim Department

Claim Reporting
1-800-MEMICWC

COMM/CLAIMS/ADDRESS-CHANGE-FORM
LAST UPDATED: 7/18/2018

Please complete the following information and return to MEMIC.


