
Finance Form: #07-0258 

Revised Date: 2/1/2024  

St. Clair County Community Mental Health Authority 

Request for Staff Credit Card 

Employee to receive card: ____________________________________________________________________

Executive Team member requesting card: _________________________________________________ 

Rationale for needing card: _____________________________________________________________ 

___________________________________________________________________________________ 

 Approved by Executive Team  Denied by Executive Team Date: _____________________

__________________________________________________________________________________________
Chief Executive Officer Signature:

My signature below indicates that I understand and agree to abide by the terms and conditions of the 
CMH guidelines in the Board Fiscal Responsibilities policy and that my social security number will be 
provided to the credit card company at the time of application.

Employee Signature:  

Social Security #: 

Card Number: ________________________________ Expiration Date: ________________________________

cc: Personnel File 
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