
Resale Number

CREDIT APPLICATION
 

The above signed hereby agrees to be responsible for the performance and completion of the duties and obligations of the above named entity 
(corporation, limited liability co., general partnership or limited partnership), in the event said entity fails to fulfill all contract terms and 
conditions that include any deficiencies due under the contract with MEDQUIP, Inc. I further understand that should it be necessary to employ a 
collection agency or attorney to collect monies due, my firm will be responsible for all reasonable costs of collection. MEDQUIP also reserves the 
right to attempt an ACH transaction from debtors checking account if said account is thirty days past due. Credit Terms: All orders due Net 30 
days of invoice. Past due invoices are subject to a service charge of 1.5% per month on the unpaid balance or $0.50 per month, whichever is 
greater. All items are F.O.B. Bluffton, SC. 

Business Name: ___________________________________________________________________________________ 

Telephone: (_______) ____________-____________                Fax: (________) ______________-______________ 

Street Address: __________________________________ City: _________________ St: ____ Zip: ____________ 

P.O. Box: ___________________________________________ City: _________________ St: ____ Zip: ___________ 

Email address: ____________________________________________________________________________________ 

Business License Number: ____________________________ Business Established: _____/_____/______ 

Federal EIN Number: ___________________________ 

Sole Proprietorship  Partnership  Corporation  ID Number: 

Officers, Partners or     Residence   Social Security            Driver’s License 

Proprietor’s Name(s)      ADDRESS   Number(s)             Number(s) 

        

1.________________________   ______________________    _______-______-_______     ________________________ 

       _____________________ 

2.________________________   ______________________    _______-______-_______     ________________________ 

       _____________________ 

Bank Reference 

Bank Name: ___________________________________________ Telephone:  (_______) ________-____________ 

Address: _______________________________________ City: ___________________________ Zip: _____________ 

Routing Number: ______________________________ Account Number: _____________________________ 

Trade References (Please include Company Name, Fax and Account Number) 

1. ______________________________________________________________________________________ 

 

2. ______________________________________________________________________________________ 

Authorized Signature: ___________________________________________________ Date: ____/_____/____ 

Print Name: ______________________________________________________________________________________ 

11 parmenter drive  ♦ P.O.Box 1559  ♦  Bluffton, SC 29910 

(843)815-5301  Toll Free (888)404-5666 ♦ Fax (843)815-5305  www.medquip.com 

http://www.medquip.com/

