
Health and Human Services

User Change Request Form 
Please complete and email original signed form to the email address at the bottom of this 
document.

Name of User: 

Driver’s License#: Issuing state of DL#: 

Change of Name: 
Original Name (First, Middle, Last): 

New Name (First, Middle, Last): 

Agency Employment Change: 
Original Employment Agency: 

New Employment Agency: 

Change of Email Address:
Original Email: 

New Email: 

Change of Rights:

FOCUS Security 
Rights 
(select only one): 

WIC Coordinator CPA 
Admin 
CPA 
Non-CPA Professional 

View Only
BF PC 
WIC Direct
IMPA

Org. Phone#: Organization: 

Coordinator Signature: Date: 
............................................................................................................................................................................................

For HHS Use Only:

Phone: 
Authorized Program Staff Signature: 

Date Received:
............................................................................................................................................................................................

For Bureau Of Information Management Use Only 
Date Completed: 

email signed form to: 
wichd@hhs.iowa.gov 

Support Staff Admin 
Support Staff 
Scheduler only 
LA Reports Only 


	Name of User: 
	Drivers License: 
	Issuing state of DL: 
	Original Employment Agency: 
	New Employment Agency: 
	Original Email: 
	New Email: 
	Organization: 
	Phone: 
	Text10: 
	Last: 
	Middle: 
	First: 
	Coordinator Signature: 
	Signature: 
	Date1_es_:signer:date: 
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Date20_es_:signer:date: 
	Date21_es_:signer:date: 


