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Fiscal Agent 
Employee Status Change Form  

 
Instructions:  This form is for Employee information only. Complete only the sections the Employee 
                        needs changed. 
 
 
Employee Name: _____________________________________  Employee Number: ______________ 

Last four digits of Employee’s Social Security Number: _________ _________ _________ _________ 

Employer/Client Name: _______________________________________________________________ 

 

Completed by Employee 
 New Name: _________________________________________________________________________ 

Please attach a copy of your updated, signed Social Security card. 

 New Address*: ______________________________________________________________________ 

City: ____________________________________________ State: ___________ ZIP: ____________ 

 
New Phone Number: (________) ________ - ____________              Cell       Home       Work 

 
New Email Address: _________________________________________________________________ 

 
Cancel Direct Deposit Effective Date: ___________________________________________________ 

 
* Family Care Workers Only: If your new address changes your live-in status, please also 
   complete the Electronic Visit Verification Live-in Worker Identification form at: 
   https://www.dhs.wisconsin.gov/forms/f02717.docx 

 

Completed by Employer/Client or Employee 
 

Employment Termination Date: ________________________________________________ 
                                                           Write the last day the Employee worked. 
 
Reason for Termination: _____________________________________________________________ 

___________________________________________________________________________________ 

 

Employee Signature: ___________________________________________________ Date: _________________ 
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