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New Account Application-Confidential

An opening order must accompany this application form

1. Legal Business Name______________________________________

Address________________________City______________________

State____Zip Code______Tel.No.____________Fax_____________

E-Mail Address______________________Contact______________

2. Ship To:(if any different from billing address)

Address____________________________City__________________

State_____Zip Code__________Tel.No.__________Fax__________

Contact__________________________________________________

Please list each individual that owns 10% or  more of the Applicant.  If additional room is needed please use a separate

sheet of paper.

3. Name___________________________________________________

Social Security No.____________________ Phone(H)_____________

Address (home) _______________________ (W) _________________

City___________________State______________Zip Code_______

Driver’s License # _______________________ State _____________

4. Name___________________________________________________

Social Security No.____________________ Phone(H)_____________

Address (home) ______________________________ (W) _________________

City___________________State______________Zip Code_______

Driver’s License # _______________________ State _____________

5. Trade Name____________________________________________

6. Corporation___Partnership___Other____Years in business_____

7. Approximate yearly dollar volume___________________________

8. Do any unsatisfied judgments exist? No____ Yes____ Please explain:

___________________________________________________________

___________________________________________________________

___________________________________________________________

Applicant Name________________________________________________

9. Sales Tax Permit No._________________________________________

10.  D.E.A. Permit No._____________________Date of Exp.__________

11. Bank References: Tel No._____________Fax No.____________________

Primary Bank_________________________________________________

Address______________________________________________________

City_______________________ST___________________Zip__________

Branch______________Acct#___________Bank Officer______________
12. Trade References: (Must have a minimum of four, if applying for credit.)  Attach additional sheets if necessary.

Name________________________________________________________

Address______________________________________________________

City__________________________ST________________Zip__________

Phone No._____________________Fax No._________________________

Contact Person________________________________________________

Name________________________________________________________

Address______________________________________________________

City__________________________ST________________Zip__________

Phone No._____________________Fax No._________________________

Contact Person________________________________________________

(trade references continued on next page)

Applicant Name________________________________________________

Name________________________________________________________

Address______________________________________________________

City__________________________ST________________Zip__________

Phone No._____________________Fax No._________________________

Contact Person________________________________________________

Name________________________________________________________

Address______________________________________________________

City__________________________ST________________Zip__________

Phone No._____________________Fax No._________________________

Contact Person________________________________________________

13.  Financial Statements shall be required for all accounts requesting intial

Credit line of $20,000.00 or greater

14.  Do you accept Backorders?



Yes_____No______

15.  Is a Purchase Order number required

Yes_____No______

16.  Is Distributor Interested in EFT:


Yes_____No______

(LICENSING:  You must have the proper licensing for your state and you must include copies of all necessary licenses with this application.)

Gamma Pharmaceuticals Inc will not be responsible for product taken out on a credit memo by our sales representatives.  It is the sole responsibility of the Gamma Pharmaceuticals Inc sales representative to satisfy the credit memo.  Wholesaler/ Distributor should notify Gamma Pharmaceuticals Inc of any credit memo not satisfied.

Transfer of product from one customer to another must be done on an official Gamma Pharmaceuticals Inc transfer form with a transfer number.

In consideration for credit being extended, I/We acknowledge and agree to the following:

(1)Payment is jointly, severally and unconditionally guaranteed within the company’s terms: (2) any charges outstanding after 90 days from date of delivery are subject to collection, and all collection or arbitration expenses, attorney’s fees and court costs will be borne by the purchaser; (4) title to all merchandise shall transfer at the shipping point to the consignee;(5) all claims, requests for adjustments or notification of errors 

Applicant Name__________________________________________________

must be made within five days of the receipt of goods, or charges are considered accepted; (6) this agreement shall apply to all current and future charges unless revocation is received by registered mail; (7) credit privileges may be withdrawn at any time without invalidating the terms of this agreement; (8) All the unpaid inventory is the property of Gamma Pharmaceuticals Inc.

Applicant agrees to the TERMS OF SALE included with this application package.  Applicant must submit the following signed documents with the application (forms are attached):

(1) Request for Bank Information

(2) Personal Guaranty by each individual owning 10% or more of the Applicant.

All invoices not paid when due shall bear interest at the maximum rate allowable by Nevada law until paid.  This application and agreement are governed by Nevada law.  Venue of any dispute shall be in Clark County, Nevada.

**CREDIT CANNOT BE EXTENDED UNTIL THIS FORM IS COMPLETED AND VERIFIED:

_________________________


__________________________

Applicant Authorized Signature/Title



      Date

______________________________

_________________________

 Gamma Pharmaceuticals Inc A/R Signature
           


   CEO’s Signature

_____________________________________________________________________
FOR GAMMA PHARMACEUTICALS INC OFFICE USE ONLY

APPROVED
ٱ



NOT APPROVED      ٱ

Personal Guaranty


For Valuable consideration, the receipt and sufficiency of which is hereby acknowledged and confessed, I absolutely, irrevocably, and unconditionally guarantee payment of all credit extended by GAMMA PHARMACEUTICALS INC, INC. D/B/A GAMMA PHARMACEUTICALS INC to __________________ (“Applicant”) according to the terms of Applicant’s New Account Application dated ____________ to the same extent as if I were the Applicant thereon.  I waive all demands and all notices, including notice of intention to accelerate maturity, notice of acceleration of maturity, notice of nonpayment or default, presentment for payment, protest, notice of protest, suit and diligence.  I also waive any notice of and defense based on the extension of time payment or change in methods of payment and consent to all renewals, extensions and other adjustments in the manner of payment and any transfer of Applicant’s account to any third party.  This is an unconditional guaranty of payment and performance, not of collection, and it is an agreement of guaranty, not suretyship.  I waive all requirements of law, if any, that any collection efforts be made against Applicant or that any action be brought against Applicant before resorting to this guaranty.

___________________________

Signature

​​​​​​​​​​​​​​​​​​​___________________________

Typed or Printed Name

Date: ______________________

Terms and Conditions of Sales

These terms and conditions supercede any

and all previous terms and conditions.

 All terms are based on invoice date, not receiving date.

1. Customers should not expect reminders to pay their invoices.  It is the customers responsibility to stay within the terms.  All payments should be received in our office within the terms.  All payments should be received in our office within the terms.

2. The customer should stay within the credit limits.  Please call A/R department for your credit limit.  (If you are not satisfied with your credit limit, it may be increased by re-submitting an application).

3. All invoices should be paid within the terms.  (If you receive the shipment without the invoice, please call Gamma Pharmaceuticals Inc immediately).

4. All past due invoices are subjected o add interest to maximum percentage allowed within the law.

5. Unauthorized deductions are not allowed.  If there is an error in the shipment, it needs to be reported to your sales rep at the time of delivery.

6. One returned check will put your terms as pay in advance immediately.

7. All returned product will be subject to a 15% restocking fee plus freight.

8. No expired product can be returned without manufacturers authorization.

9. This contract is governed by Nevada law.  Venue of any dispute will be in settled in Clark County, Nevada.

Any violations of the above terms will put your account immediately on hold and your shipment will be stopped until the problem has been resolved.  Furthermore, all open invoices shipped before this date will be considered within these terms.

By signing I am agreeing to these terms and conditions.

___________________________


___________________________

            (Print Name)




              (Signature)

___________________________


___________________________

            (Company)




                  (Date)

REQUEST FOR BANK INFORMATION

	BANK NAME
	
	CUSTOMER NAME
	

	ADDRESS
	
	ADDRESS
	

	CITY, STATE, ZIP
	
	CITY, STATE, ZIP
	

	BANK OFFICER
	
	ACCOUNT#
	


Your Customer indicated above has requested a line of

credit with our company. 

Please fill out the the requested information and fax back to 702 953 7864


Type of Account _______________________

Date Account Opened _______________________

Any NSF Checks within the last 6 months?   YES ______   No_______   If yes, how many________________

Please Indicate below the average daily balance (High, Medium, or Low)

________________________ $0-999

       ________________________$1,000-$9,999

________________________ $10,000-$49,999
       ________________________$50,000-$99,999

________________________ $100,000-$999,000      
________________________ $1,000,000+

Any Commercial Loans? YES______   NO ______

Current Standing of Above Account: Active_____________    Inactive____________

Date Completed _____________  Completed By (Name & Title)__________________________________


CUSTOMER PLEASE FILL OUT BELOW

I AUTHORIZE YOU TO PROVIDE THE ABOVE INFORMATION TO GAMMA PHARMACEUTICALS INC

Signature_______________________________________

Print Name _____________________________________  Title___________________  Date______________

BANK





USE





ONLY








BANK





USE





ONLY
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