l".'iMaryIand

DEPARTMENT OF HEALTH

CHANGE OF NAME FORM
COMPLETED FORM & COPY OF LEGAL NAME CHANGE DOCUMENT REQUIRED

PLEASE PRINT CLEARLY

Date of Request: Registration#:
OLD NAME

First: Last: Maiden:
NEW NAME

(As it appears on your legal name change document)

First: Last: Maiden:

Home Address:

City: State: Zip:

Primary Phone:

Current Email:

Signature:

MARYLAND BOARD OF EXAMINERS OF PSYCHOLOGISTS
4201 Patterson Avenue * Baltimore, MD 21215-2299
410-764-4787 * Fax: 410-358-7896
www.health.maryland.gov/psych



https://health.maryland.gov/psych/Pages/home.aspx
tel:+14107644787
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