
INTEGRATED BENEFITS 

ADMINISTRATION 

 
  

          Employee Change of Name Request     
 

Employer Name: _______________________________________ Effective Date: ____________________ 

Employee Name: ______________________________________ Social Security Number: __________________ 

  
  

CHANGE NAME TO: 

New Name: ____________________________________________________________________________ 

Reason for Name Change: ________________________________________________________________ 

 

Home Address: ______________________________________ Home Phone Number: ___________________ 

City/State: ________________________________________ Work Phone Number: ____________________ 

Zip Code: _____________________  

 

Signature: _____________________________________________________   

Today’s Date: _____________________________________________________ 

  
  

 
 

Fax to: 

INTEGRATED BENEFITS ADMINISTRATION 

208-287-0311 

 

 

 
 
 
 
 
 

                                    10588 W. Business Park Lane ▪ Boise, Idaho 83709 

Office:  208.287.0310 ▪ Fax:  208.287.0311 

www.myconsumerplan.com 
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