
ENROLLMENT TRANSFER REQUEST FORM 

DATE:_____________________ 

NAME OF HOSPITAL/CBOC/VA CLINIC TRANSFERING FROM: 

____________________________________________________ 

NAME OF VETERAN:___________________________________ 

FULL SS#:_______-_________-________ 

DATE OF BIRTH: ___/___/______ (EX: 00/00/0000) 

CURRENT ADDRESS:___________________________________ 

(APT#_____)  HOME PHONE#: __________CELL#:___________ 

CITY:_________________STATE:_______ZIP CODE:_________ 

MOTHER’S MAIDEN NAME:___________________________ 

VETERAN PLACE OF BIRTH CITY:_____________STATE:______ 

ARE YOU RECEIVING A PENSION FROM THE VA? CHECK__YES or__NO 

YOUR VA RATING:___% 

PLEASE ENTER YOUR SPOUSE, NEXT OF KIN, DEPENDENT AND/OR YOUR 
EMERGENCY CONTACT INFORMATION: 

NAME:____________________________RELATIONSHIP:___________ 

PHONE:____________________________ 

ADDRESS:__________________________________________________
CITY:________________________STATE:_____ZIP CODE____________ 

PREFERRED APPOINTMENT DATE AND TIME:______________________ 
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