
 
 

            
 

Credit Application 
                                         

 Company: _________________________________________ Date: _______________ 
 
Contact: _________________________ E-Mail: ________________________________ 

 
Telephone: _______________________ Fax: __________________________________ 
 
Address: ________________________________________________________________ 

              
________________________________________________________________ 

 
Bank: ____________________________ Bank Officer __________________________ 
 
Address: __________________________ City/Zip: ______________________________ 
 
Bank Phone: _________________________ 
 
References: Please list 2 vendors with whom you do business. 
 
1. Name: ______________________________________________________________________________                   

 
Address: ____________________________________________________________________________ 
 
Phone: ____________________________ Fax: _____________________________________________                                      

 
 
2. Name: ______________________________________________________________________________                   

 
Address: ____________________________________________________________________________ 
 
Phone: ____________________________ Fax: _____________________________________________                                      

 
 

For office use only 
 

Date: ____________________ Authorized Signature: ___________________ 
 
Please fax information to (866) 787-7597 or Email to accounting@davismedical.com 

2441 Cades Way 
Suite 200 

Vista, CA 92081 
800.422.3547 


