
AGMA 
Health Fund
& Retirement Plan 

ChangeofAddressForm 

Printed Name: 
----------------------

Date of Birth: ----------------------

Prim a ry Email: ____________________ _ 

OLD ADDRESS 

Address Line 1: -----------------------

Address Line 2: 
-----------------------

City: ______________________ _ 

State: 
---------------------------

Zip Code: ______________________ _ 

NEW ADDRESS 

Address Line 1: -----------------------

Address Line 2: 
-----------------------

City: ______________________ _ 

State: 
--------------------------

Zip Code: ______________________ _ 

Acknowledgement: I acknowledge that I am giving permission for the AGMA Funds to change 

my personal record to the new information stated above. 

Signature: ___________ _ Date: 
-------

AGMA Health Fund & Retirement Plan Administration Office 

60 Boulevard of the Allies, Fifth Floor, Pittsburgh, PA 15222 
Phone: 877-578-8703 Fax: (412) 802-2059

E-mail: AGMAFunds@cdsadmin.com


