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Check Request
For Internal Use Only

PAYABLE TO:

NAME: _____________________________________		CAREGIVER NUMBER: ____________                     
		 (ONLY NEED THIS IF PAYEE IS A CAREGIVER)

ADDRESS: ______________________CITY: __________________ STATE: _______ ZIP: __________

REQUEST DATE: ________________ DATE NEEDED: __________ AMOUNT: __________

DISPOSITION: ☐ Mail Check ☐ Return to Foundation ☐ Other: Return to_______________
	          ☐ Touchstone, L. Taylor ☐ Hospice, C. Roumph ☐ Include Invoice          

PURPOSE:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CHARGE TO:
	COMPANY
	COST CENTER
	ACCOUNT
	AMOUNT

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Please refer to Standard# LD4500 for expenditure authority limits and guidelines.

Requested By: ___________________________ Caregiver ID#: __________________
TL/Mgr ($5,000 or less): ____________________ Caregiver ID#: _________________
SL/PL ($50,000 or less): ____________________ Caregiver ID#: _________________
O/A ($50,000 or above): ____________________ Caregiver ID#: _________________
All Related Receipts/Documentation Must Accompany this Check Request
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