	HCSD REQUEST FOR PAYMENT

TERMS ADD



	FORWARD COMPLETED FORM TO SHREVEPORT ACCOUNTS PAYABLE PROCESSING CENTER
	peddin@lsuhsc.edu


	PAY TERMS REQUESTED:  (Example – 2% 10 days, net 30)
	

	PREPARED BY:
	

	HCSD HOSPITAL APPROVER:
	

	(for shreveport processing center use only)

payment terms timing
	

	payment terms:
	

	Date Added:
	

	Entered by:
	


