Account Application Form

/M\ For office use only

" Customer Code:
Please complete and BIO-TISSUE Rep Code:
fax to: (305) 412-4429

The leader in ocular surface tissue therapies Assigner:

FACILITY INFORMATION:

Facility/Hospital Name:

Purchasing Contact Name:

Phone: Fax: e-mail:

Facility Type: 1 Hospital 1 Surgery Center [ Private Practice @ Other:

BILLING INFORMATION:

Billing (Accounts Payable) Contact Name:
Billing Address:

City: State: Zip:

Phone: Fax: e-mail:

Federal Tax ID (FEI):

SHIPPING INFORMATION:

Shipping Facility Name: Shipping Contact Name:

Phone: Fax: e-mail:

Shipping Address:

City: State: Zip:

PAYMENT INFORMATION:

Name of authorized purchaser for this account:

Signature of authorized purchaser:

Payment Method: PO CC if credit card, complete the following) CC #: EXp Date:

Name on Credit Card: V Code:

\

REFERENCES: (Company name, contact name, address, phone, fax, and account number):

=\
/

/@M% 7000 SW 97th Avenue, Suite 211, Miami, FL 33173 | Toll Free: (888) 296-8858

Fax: (305) 412-4429 | International: (001) (305) 412-4430
BIO-TISSUE e-mail: Info@BioTissue.com | website: www.BioTissue.com

The lcader in ocular surface tissue therapics




