Attachment A


	 SEQ CHAPTER \h \r 1DEPARTMENT OF HEALTH AND HOSPITALS

STATE CORPORATE LIABILITY TRAVEL PROGRAM

CARDHOLDER ENROLLMENT FORM


	E  NEW                                          CHANGE                                                   DELETE/CANCEL

                                    (Complete Name, Personnel # and fields that require changes)

Section I: To be completed by Cardholder (PLEASE PRINT):

Cardholder Name: ____________________________________________ Personnel # P_______________  

                             (First, Last - maximum of 23 spaces)

Job Title:_______________________________________________________________________________

Office Name: ____________________________________________________________________________

Office Physical Address: ___________________________________________________________________

Office Mailing Address: ___________________________________________________________________

City, State, & Zip:          ____________________________________________________________________

Phone#: _____________________________________ E-mail Address: _________________________________

Employee Signature: _________________________________________________________________________

Section II: To be completed by Supervisor and Appointing Authority (final approval by Program Administrator). Supervisor will be responsible for reviewing and approving monthly statements and supporting documentation and assuring that expenditures are valid and that all expenditures are coded in the DHH Travel Allocation Management System.  Fields not completed will be established at maximum allowed.
Cycle Card Limit (8TH TO 7TH each month): ______________________________________(Max $5,000)
Single Transaction Limit: __________________________________________(Max $5,000)

Number of Purchases Allowed per day: _______________( 9TH TO 8TH each month) (Can be unlimited)

Agency/Organization Code: _________/___________ 

Supervisor Signature: ________________________________ Print Name________________________________

Supervisor E-mail address: _____________________________________________________________________

Appointing Authority Signature: ________________________________ Print Name_______________________

Section III: THIS SECTION TO BE COMPLETED BY CARD PROGRAM ADMINISTRATOR
                                  HIERARCHY:
LEVEL 1:
______________________          _______
LEVEL 2: 
______________________          _______
LEVEL 3: 
______________________          _______
LEVEL 4:            ______________________          _______

LEVEL 5:            ______________________          _______

LEVEL 6:            ______________________          _______

APPROVED BY: ____________________________________________ DATE: _______________________

Date Application processed by PA: ________________ Submitted to Bank By: ___________________



	NOTE: This form is to be forwarded to the DHH Travel Card Program Administrator, c/o Division of Fiscal Management, PO Box 91117, Bin #29, Baton Rouge, LA 70821-9117. Original document must be submitted.
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