
BON SECOURS MEMORIAL SCHOOL OF NURSING 
 
 

CHANGE OF ADDRESS 
 

 
Name:   ________________________________________ 
 
 
SSN or Student ID: _____________________________________ 
 
 
New Address: ________________________________________ 
   Street Address 
 
   ______________________________________________________ 
   City/State/Zip Code 
 
Telephone Contact: 

• Home: ______________________ 

• Cell:  ______________________ 

• Work: ______________________ 

 
E-mail address:  ____________________________________ 
 
Old Street Address: ____________________________________ 
 
 
 
___________________________ ______________ 
Signature          Date 
 
Please return completed form to the Office of Registration and Enrollment, Room 116 
and 118. 
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