DQMO034

@B HEALTH

Name of Business:

Business Details

Quality Management System

Issue Date: 15/04/2015
Version: 4

APPLICATION FOR ACCOUNT

ABN: 37 000 459 174
Information supplied will be held strictly confidential

Mailing Address:

Delivery Address:

Type of Entity

Partnership |:| Sole Trader
Public Company |:| Trustee Company
Private Company |:| Other (Please Specify)

NN

Phone:

Fax:

E-Mail:

ABN:

1. Orders Contact:

Contact Names

Business less than 12 months old
Please attach details of previous business or employment.

Date Business Started:

Holding Company Name:

Registered Office Address:

Title: E-Mail:
Phone: Fax:

2. Delivery Contact:

Title: E-Mail:
Phone: Fax:

3. Accounts Payable Contact:

Title: E-Mail:
Phone: Fax:

Return to DB Health via - Fax No.: (02) 9638 2700 or
Post: P.O. Box 7182 Silverwater NSW 1811

Bank Details
Name of Bank:

Branch:

Address:

Phone:

Fax:




DQMO034 Quality Management System Issue Date: 15/04/2015

Version: 4
Trade References Directors / Partners
Does anyone else give you credit? If so: Please list name & address of all Directors or Partners.
1. Name: Contact:
Address:
Phone: E-Mail / Fax:
2. Name: Contact:
Address:
Phone: E-Mail / Fax:
3. Name: Contact:
Address:
Phone: E-Mail / Fax:
Terms & Conditions
1. I/We hereby apply for the opening of a credit account & provide the above information in support thereof. I/We understand that Denyer Bros Pty Ltd may check financial
references supplied in this application.
2. I/We understand that the normal trading terms are strictly 30 days & payment is due by the end of the month following delivery. I/We undertake to pay all accounts by the
due date & acknowledge that if the account becomes overdue, it is automatically suspended until brought within the trading terms specified hereof.
3. I/We understand that credit may be withdrawn should the authorised credit limit be exceeded. Amount required for monthly credit account limit is:
4. 1/We understand that we may be charged an additional fee on overdue account balances at the rate of 2% per month.
5. I/We understand that all materials and goods purchased on account with Denyer Bros remain the property of Denyer Bros Pty Ltd until paid in full.
6. I/We understand that Directors' Personal Guarantees may be required.
7. I/We acknowledge receipt of and understand and accept all Terms & Conditions of Sale of Denyer Bros Pty Ltd and I, certify that | am
authorised to sign this Credit Application form on behalf of and the information given is true and correct to the best of my knowledge.
Name (please print clearly): Position:
Signature: Date:

Office Use Only

Account Code: New Account Commencement Date:
APPROVAL
Customer Name: Approved by: CERTIFICATE
No. 934994

Return to DB Health via - Fax No.: (02) 9638 2700 or
Post: P.O. Box 7182 Silverwater NSW 1811



