
Dept/Ministry to Charge: _____________________

Date: _____________________

ST. RAPHAEL CATHOLIC CHURCH
CHECK REQUEST

WEEKLY CUT‐OFF:  Wednesday at Noon CHECKS AVAILABLE:  Friday Morning

Requested by:

Name:  __________________________________ Phone:___________________

Vendor Information

Name: ______________________________ Date Check is Needed:_____________________

Address: ______________________________ Taxpayer Id #:____________________________

(If Required)______________________________ (If Required)                                                                  

______________________________

______________________________

______________________________

Payment Description
AmountReason for Check

Total Amount of Check

Delivery Instructions and Comments
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