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Confidential Credit Application

-Please complete this entire form-

-Failure to provide complete information will delay processing of this application-

	Date: 
	     
	Sales Representative: 
	     
	Company:
	 FORMDROPDOWN 



	Company Name & Billing Address
	Shipping Address (if different)

	Name:
	     
	Name:
	     

	Attention:
	     
	Attention:
	     

	Address
	     
     
	Address:
	     
     

	City, State Zip:
	     
	City, State Zip:
	     

	Phone:
	     
	Phone:
	     

	Fax:
	     
	Fax:
	     


Please indicate which of the following applies to you:

 FORMCHECKBOX 
 Corporation
 FORMCHECKBOX 
 Partnership
 FORMCHECKBOX 
 Sole Proprietorship

	Date Business Established:
	     

	Type of Business:
	     

	Accounts Payable Contact:
	     


Officers/Owners

	Name:
	     
	Title:
	     

	Name:
	     
	Title:
	     


Bank References

	Name:
	     
	Phone:
	     

	Address:
	     
     
	Checking Account:
	     

	
	
	Savings Account:
	     

	City, State Zip:
	     
	Savings Account:
	     


Trade References

All references must be provided as well as account and fax numbers.  

	Company:
	     
	Phone:
	     

	Contact:
	     
	Fax:
	     

	Address:
	     
     
	Account Number:
	     

	City, State Zip:
	     
	Terms:
	     


	Company:
	     
	Phone:
	     

	Contact:
	     
	Fax:
	     

	Address:
	     
     
	Account Number:
	     

	City, State Zip:
	     
	Terms:
	     


Trade References, cont’d.

	Company:
	     
	Phone:
	     

	Contact:
	     
	Fax:
	     

	Address:
	     
     
	Account Number:
	     

	City, State Zip:
	
	Terms:
	     


	Company:
	     
	Phone:
	     

	Contact:
	     
	Fax:
	     

	Address:
	     
     
	Account Number:
	     

	City, State Zip:
	     
	Terms:
	     


	Company:
	     
	Phone:
	     

	Contact:
	     
	Fax:
	     

	Address:
	     
     
	Account Number:
	     

	City, State Zip:
	     
	Terms:
	     


	Credit Line Requested:
	$     

	Is purchase order required?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	Is merchandise for resale:
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No  If yes, please include a copy of resale certificate.

	Is your company tax exempt?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No  If yes, please include a copy of exempt certificate.

Exempt number:      


Statement of Financial Responsibility

I hereby assume financial responsibility, ability and willingness to pay the invoices received from DMS Health Group in accordance with the terms and conditions therein. In the event of nonpayment, I agree to pay all costs incurred for collection, including attorneys' fees. I give permission for the above listed references to release financial information to DMS Health Group.  

___________________________________________





___________________

Signature









Date

___________________________________________
            _____________________________________________

Printed Name







Title

DMS Imaging Inc.

2101 North University Drive ( Fargo, ND 58102
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