
Commonwealth of Massachusetts 
Board of Registration in Medicine 

Committee on Acupuncture 
200 Harvard Mill Square Suite 330 
Wakefield, Massachusetts  01880 

 
CHANGE OF ADDRESS REQUEST 

 
Whenever you change your home, business or mailing address the Acupuncture Regulations require 
hat you notify the Acupuncture Unit  of your new address within 30 days. t 

Complete the attached form and mail it to the address listed below or you can e-mail your address 
change to the Acupuncture Unit at  http://www.massmedboard.org/acupuncture 
 
Acupuncturist's Name:______________________________________________________________________ 
 
License Number:_____________________________________ 
 
Acupuncturist's Signature:____________________________________________________________________ 
 
Mailing Address 
 
Street____________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
City:_____________________________________________________________________________________ 
 
State:__________________________________________ Zip Code:_________________ 
 
Telephone Number: (_______)_____________________________________________ 
 
FAX Number: (_______)_____________________________________________ 
 
E-mail Address___________________________________________________________________________ 
 
Home Address 
 
Street____________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
City:_____________________________________________________________________________________ 
 
State:__________________________________________ Zip Code:_________________ 
 
Telephone Number: (_______)_____________________________________________ 
 
Business Address 
 
Street____________________________________________________________________________________ 
 
_________________________________________________________________________________________ 
 
City:_____________________________________________________________________________________ 
 
State:__________________________________________ Zip Code:_________________ 
 
Telephone Number: (_______)_____________________________________________ 
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