	SOUTHEAST REGIONAL CONTRACTING OFFICE IMPAC PROGRAM CARDHOLDER MAINTENANCE


O CANCELLATION    O  FUNDS INCREASE/DECREASE  O INFORMATION

To be completed by applicant:

Account (last 8 digits):  _________________________________________________

Cardholder Name:  _____________________________________________________

Military Treatment Facility:  ______________________________________________

Department/Clinic:  _____________________________________________________

Street Address:  ________________________________________________________

City, State, Zip:   _______________________________________________________

Phone:  ________________________ Fax:  ______________________  DSN:  _____

________________________________________________________________________

To be completed by applicant and confirmed by RMO and department or command:

Approving Official:  ________________________  Acct (last 8): ________________

Single Purchase Limit:  $__ __, __ __ __
30-Day Limit:  $__, __ __ __, __ __ __

Department Chief:__________________Deputy Commander:_____________________
________________________________________________________________________

To be completed by RMO:                        RM Initials:  _________  Date:  __________
Child Rule Set:  ___________________  Appropriation Data:  _____________________

OAC:  __________    ASN:  ___________     UIC:  __________    WCR:  ___________

OC:  __________  DBSH:  __________  A1:  __________  

________________________________________________________________________

To be completed by Contracting Office A/OPC:

Company Number:  _____________ Agent Number:  _________ Level 4:  _________

Date Established:  ___________________ By: ________________________________

