
BROWN UNIVERSITY MASTERCARD PURCHASING PROGRAM 
 

Approver Application/Change Form 
 
 
All Applicants:  All of the below fields must be completed.  (For changes to existing accounts, only complete fields to be changed.) 
 
Name:   _________________________       _______     _________________________    
                                      First                                         MI                            Last 
 
Brown Billing Address:        Brown University,    Box ________, Providence, RI  02912      
  
Brown Telephone #:               _____________          Email Address:  _______________________ 
 
Department Name:    __________________________________     Department Cost Center: ___________ 
 
Applicants Supervisor:            _____________________________________ 
                
 
I would like access to approve purchases for the following:  
 
Department: _______________________________ 
 
 
Staff: ________________________________________________________________________________________ 
 
 
 
Faculty: ______________________________________________________________________________________ 
 
 
 
 
 
 
 
__________________________________________         ______________________________  _________________  
Employee Name (Print)     Employee Signature   Date   
   
__________________________________________        _______________________________            _________________ 
Authorized Department Signature (Print)   Authorized Department Signature  Date 
 

       
 

For use in Bio-Med: 
 
 
 

__________________________________________      _______________________________  _________________ 
Bio-Med (Print)      Bio-Med Signature   Date 
 

Controller’s Use Only Card Group Access Role Hierarchy ID 
 

RETURN FORM TO:  pcard-administrator@brown.edu   
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