
Processing Limit Request Form

Merchant Name: ______________________________________________ 
Merchant Number: ____________________________________________  
Date Account Opened: _________________________________________
Requested By: ________________________________________________

__________________
Date 

_____________________________________
Signature of Authorized Principal
(as specified on the Merchant Agreement)  

 ____________________________________ 
Email Address 

Please email the completed form to risksupport@cmsonline.com or fax to 1-877-537-9485. 

Please contact our risk department at 1-877-267-4324 with any ques�  ons.

For CMS Office Use Only: 
Date Received: ____________ 
Security Call:  _____________ 
By:__________________

Date Submitted: _____________ 
Date Completed:_____________ 
Date Scanned:_______________

©2019 Complete Merchant Solu�ons. All Rights 
Reserved.  815 W University Pkwy, Orem UT 84058 

 ____________________________________ 
Printed Name

 _______________________
Phone

Current Monthly Volume Amount: _________________ 

Requested Monthly Volume Amount: ______________

Reasons for Increase:

Current Avg. ticket:_________________

 Requested Avg. ticket ________________

_______________________________________________________________________________

_______________________________________________________________________________ 

Current Financial statements or Tax returns may be required

July 2019

mailto:CustomerSupport@mycompletesolution.com
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