NEW MEXICO \\!

DEPARTMENT OF

HEALTH

Vaccines for Children

VFC - Provider Change of Address
Request Form

VFC Pin #:
Facility Name:
Contact:
(Last Name) (First Name) (M) (Title)
Mailing Address:
(P.O. Box or Street Address (City) (Zip)
Address for Vaccine Delivery:
Street Address (City) (Zip)
Telephone Number ( ) - Fax Number ( )
E-Mail Address:
Change Effective Date:
(Signature of Person Submitting This Form) (Date)

(Printed Name and Title)

Please fax this form to VFC in Santa Fe (505) 827-1064 and to your regional immunization contact

(reference fax number shown on VFC temperature logs).
Revised 5/2010



