
Address Change Form 
MEDICAL REIMBURSEMENT 

 
 
 
Date: ________________      Vendor Number:____________ 
 
Name:__________________________________________
 
 

Previous Address: 
 
Number & Street: __________________________________________
 
City, State, Zip Code: _______________________________________
  
 
New Address: 
 
Number & Street: __________________________________________ 
 
City, State, Zip Code: _______________________________________  
 
Telephone Number:_____________________________ 
 
 
Please return the completed form to: 
 
City of Richmond – PAYROLL 
450 Civic Center Plz. 
Richmond, CA  94804 
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