
Primary

Home Phone Work Phone

Mailing Address __________________________________

Fax

OFAC MDD SDD

MEMBER UPDATE FORM

Joint Member Number ___________________________________

First Name                                                            Middle Name                                       Last Name
_____________________________________________________________________________________________________

This section to be completed by member.

Social Security Number                                                           
______________________________                      /               /

Date of Birth
______________________________

Mother’s Maiden Last Name
_______________________________________

Section A - Member Information Update  (Complete all applicable information within this section)

Please update my membership account with the following information marked below.

Email Address
___________________________________ _____________________ _____________________

Mobile Phone
_____________________

Employer Name
_________________________________________________________

Occupation
___________________________________________

Physical Address __________________________________

__________________________________________________

______________________________ Zip Code ____________

__________________________________________________

______________________________ Zip Code ____________

Section B - Dormant Reactivation / Account Closure

Please REACTIVATE my dormant account _______________________________________ (Member # & Share ID #)

Please CLOSE my account ___________________________________________________ (Member # & Share ID #)

Please indicate whether you would like to reactivate a dormant account or close the account. If closing, please provide a reason. 

Reason for account closure: _____________________________________________________________________

Section C - Comments/Remarks (optional)

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Section D - Member Acknowledgement

I agree that all changes indicated on this member update form are in accordance with the terms and conditions of the Membership Agreement
disclosures.

Member Signature ___________________________________________ Date ___________________

450 Route 8 Maite GU 96910  •  Tel. 671.477.8736  •  Fax 671.477.1155  •  coast360fcu.com Rev. 6/2025

Credit Union Use Only

Primary Member Name _______________________________________________________________________________________

ID Type / ID # / Issue Date / Exp. Date ____________________________________________________________________________

COMMENTS/REMARKS: _____________________________________

_________________________________________________________

_________________________________________________________

Approved/Teller # _________________

Processed/Teller # ________________

Date____________

Date____________

Call Back Number _________________________________

In-person Mail Electronic - Specify Type: ________________________________________

Call Back Date & Time ____________________________

Method of Submission:


