
 
Name: 

______________________________________________________________________________________________________________ 

License number: ___________________________________________  and/or File ID: ________________________________________ 

 
 
 
 

 Make this address public                         Make this my mailing address 

Company name: ________________________________________________________________________________________________ 

Street 1: ________________________________________________  Street 2: ______________________________________________ 

City: _____________________________________  State: ___________________________________ Zip: _______________________ 

County: ________________________ Country: _____________________________  Email: ___________________________________ 

Practice office phone: (                 ) ____________________________   Practice office fax: (                 ) _____________________________  

 

         Make this address public                         Make this my mailing address 

Street 1:  ______________________________________________ Street 2:  ________________________________________________ 

Street 3: _____________________________________ County: ________________________ Country: __________________________ 

City: _____________________________________  State: ___________________________________ Zip: _______________________ 

Home phone: (                 ) ___________________________________     Email: _______________________________________________ 

This form MUST be signed by the practitioner in order to be processed: 

______________________________________________________________________________________________________________    

ADDRESS CHANGE FORM 
NORTH CAROLINA MEDICAL BOARD 

(Mail address)   PO Box 20007  Raleigh, NC 27619-0007 
(Physical address)   1203 Front Street  Raleigh, NC 27619 

Phone: (919) 326-1100 
Fax: (919) 326.1131 or (919) 326-1130 

 If you are an anesthesiology assistant, clinical pharmacist practitioner or licensed perfusionist    
and have recently moved or changed your contact information, please fill out this form and return it by mail or fax.   Licensees 
are expected to keep a current address on file with the Board. Changes should be submitted within 60 days of moving. 

LICENSEE INFORMATION 

First      M.I.     Last 

PRACTICE ADDRESS 

HOME ADDRESS 

Signature         Date 

Please choose only one address below as either your mailing address (the address you wish to receive mail from the Board), or your 
public address (the address to be published on our website and made available to consumers). You may choose one address as both 
your mailing and public address. The Board does not make email addresses and fax numbers available to the public. 
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