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REPLACEMENT DEBIT CARD APPLICATION

Personal Information

Please complete all fields below, and print clearly. Only one (1) card per signer.

Cardholder 1 Name:

First Last Ml (optional)
Cardholder 2 Name:
(Business Name)  First Last Ml (optional)
Mailing Address:
Credit Union Use
Only
Order Date: City State ZIP

Member Number:

Signatures:
Authorized Signer/Cardholder 1:

Number of Cards:

Authorized Signer 2:

PLEASE NOTE: There will be a $5 replacement fee when reordering your card(s). There will also
be a $5 replacement fee for the pin as well. The Credit Union will waive the $10 replacement

fee for stolen cards only.

INFORMATION ABOUT YOUR CARD

1. Your check card will be received in five to ten business days.

2. A separate PIN mailer will be sent and should arrive two to three business days after

your card.

3. The system will assign your initial PIN number. You will receive instructions on how

to change your PIN when it arrives.
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