
STATE OF NEVADA 
Department of Health and Human Services 

Division of Public and Behavioral Health 
Emergency Medical Systems Program 

4126 Technology Way, Suite 100
Carson City, Nevada 89706 NV EMS No. _____________ 

NOTIFICATION OF CHANGE OF INFORMATION 
FOR EMS PERSONNEL 

_____________________________________________________________________________________ ___________________________________ 
Last Name    First Name   Middle Name Social Security Number 

 Name Change

_____________________________________________________________________________________ 
Last Name    First Name   Middle Name 

*All name change requests must be accompanied by supporting documentation (i.e. marriage license, decree of
divorce, court documents for legal name change, etc.)

 Change of Address

_____________________________________________________________________________________ 
Physical Address 

_____________________________________________________________________________________ 
City    County   State Zip Code 

_____________________________________________________________________________________ 
Mailing Address (if different from above) 

_____________________________________________________________________________________ 
City    County   State Zip Code 

 Change of Contact Information

(________)____________________ (________)____________________ _____________________________________________________ 
Primary Phone Secondary Phone Email Address 

I hereby certify that the information provided above is true and correct to the best of my knowledge. 

_____________________________________ _________________ 
Signature of Applicant Date 
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