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New Account/Credit Application


Company Information:

Business Name(DBA)____________________________________________Date Business Started___________

Address: ___________________________________________________________________________________

City: _______________________State:_______________Zip:__________________County:________________

Business Type: ( DME   ( O&P ( Rehab   ( Hospital  ( Other:_______________________________________

Phone: (     )__________________   Fax: (     )___________________   Email: ___________________________

( Corporation ( S-Corp ( LLC ( Partnership ( Sole Proprietorship ( Federal ID#/S.S.#____________________

Ownership Information:
Principal Owner Name:_____________________________________ SS#_______________________________

Home Address: ______________________________________________________________________________

Phone: (     )__________________   Fax: (     )___________________   Email: ___________________________

Contact Information: 
Principal Contact Name: ( Same as owner  _____________________________________Title:______________

Phone: (     )__________________   Fax: (     )___________________   Email: ___________________________

Name(s) Authorized to Order: ____________________   ____________________   _______________________

Trade References:  
1) Company:_________________________ Contact:____________________ Phone:(     )__________________  

2) Company:_________________________ Contact:____________________ Phone:(     )__________________  

3) Company:_________________________ Contact:____________________ Phone:(     )__________________

Credit Agreement

Applicant herby agrees to the terms and conditions as set forth herein:

1. All information is submitted for the purpose of requesting that Restorative Medical, Inc. extend credit to the applicant.   

2. Applicant authorizes Restorative Medical to verify any reference or financial information currently or previously provided pertaining to applicant’s credit and/or financial responsibility. 

3. Terms of sale are Net 30 Days from date of invoice. Orders may be held if account is delinquent.

4. All invoices are deemed correct unless Restorative Medical, Inc. receives notice of dispute within 20 days of invoice date.

5. Returns within 30 days from invoice, in original sealed shipping condition will be refunded. Purchaser responsible for return shipping charges. After 30 days of invoice, no refund, unless product warranty problem exists. Products are warranted from manufacturer for 90 days. Custom products are not returnable under any condition.

6. In the event of lawsuit, applicant agrees to pay cost of collection, including attorney fees. 

7. A Penalty Charge of 1.5% per month (18% per year) may be imposed for late payments.  Late payments are those which are 30 days past the ship dated.

ALL INFORMATION PROVIDED IS CORRECT AND I AGREE TO THE ABOVE TERMS.

Signature: _________________________________________________ Date: ___________________________

Name(Print):_______________________________________________  Title: ___________________________
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