ST. VINCENT’S MEDICAL CENTER FEDERAL CREDIT UNION
OUTGOING DOMESTIC  WIRE INSTRUCTIONS
I authorize St. Vincent's Medical Center Federal Credit Union to process the following wire from my account on my behalf:

Member Information:


Name____________________________________________________________________


Phone #________________________________

Address(street, city, state and zip)__________________________________________________ 

Account #____________________Suffix____________
Dollar Amount __________________ 
 Domestic Wire Fee  - $25.00

Receiving Financial Institution Information:

Bank/Credit Union Name_________________________________________________________

Bank/Credit Union ABA#_________________________________________________________

Bank/Credit Union Address(street, city, state and zip)___________________________________

______________________________________________________________________________
Further Credit:


Bank/Credit Union Name__________________________________________________________


Bank/Credit Union ABA#__________________________________________________________

Bank/Credit Union Address(street, city, state and zip)___________________________________ 

_______________________________________________________________________________

Bank/Credit Union Account #______________________________________________________
Final Credit:

Beneficiary Name_______________________________________________________________

Beneficiary  Account #___________________________________________________________

Beneficiary Address(street, city, state and zip)_________________________________________ 

______________________________________________________________________________
________________________________________


________________________
Member Signature






Date

Revised January 1, 2022

Fax completed form to (475) 210-5855
