
                         
                                                     CREDIT APPLICATION 

 

 

MicroAire Surgical Instruments LLC  
1641 Edlich Drive, Charlottesville, VA 22911 U.S.A. 

Phone: 800-722-0822    Fax: 800-648-4309 
 
MK-002,F001 Rev. G 

 

 

COMPANY NAME:  ________________________________________________________________ 
BILLING ADDRESS:  ______________________________________________________________ 
CITY: ______________________ COUNTY: _________________ STATE: ______  ZIP: _________ 
PHONE:  (        ) __________________________ FAX:  (        ) _____________________________ 
CONTACT PERSON:  _______________________________  TITLE:  ____________________ 
NO. OF YEARS IN BUS: _________   NATURE OF BUS:  _________________________________ 
TYPE OF BUS:     _____NON-PROFIT     _____PRTNRSHP     _____SOLE PROP    _____CORP  
DUNN & BRADSTREET #:   ____________________CREDIT LIMIT REQUESTED:_____________ 
IS PRODUCT BEING PURCHASED FOR RESALE?   NO   YES   (Attach Resale Certificate)    
ARE YOU SALES TAX EXEMPT?   NO   YES   (Attach Sales Tax Exemption Certificate)  
INDICATE ANY NATIONAL BUYING GROUP MEMBERSHIP:______________________________ 
* MEDICAL LICENSE ISSUED BY:___________________STATE_____LICENSE#:_____________ 

* Please submit a copy of this license to expedite approval.  Orders will not be released to 

facilities without a legitimate medical license/permit. 

 

 

PERSONAL INFORMATION ON OFFICERS, PARTNERS OR GUARANTORS 
NAME:   ____________________________________________   TITLE:   ____________________ 
HOME ADDRESS:   _______________________________________________________________ 
PHONE:   (        ) __________________________  SOCIAL SECURITY #:   ___________________ 
 
 

TRADE REFERENCES 
NAME OF SUPPLIER:  ____________________________________________________________ 
ADDRESS:   _____________________________________________________________________ 
CONTACT PERSON: _____________________________  PHONE:  (       ) ___________________ 
EMAIL ADDRESS:  _______________________________________________________________ 
 
NAME OF SUPPLIER:  ____________________________________________________________ 
ADDRESS:  _____________________________________________________________________ 
CONTACT PERSON: _____________________________  PHONE:  (       ) ___________________ 
EMAIL ADDRESS:  _______________________________________________________________ 
 
NAME OF SUPPLIER:  ____________________________________________________________ 
ADDRESS:  _____________________________________________________________________ 
CONTACT PERSON: _____________________________  PHONE:  (       ) ___________________ 
EMAIL ADDRESS:  _______________________________________________________________ 
 
 
 
 



                         
                                                     CREDIT APPLICATION 

 

 

MicroAire Surgical Instruments LLC  
1641 Edlich Drive, Charlottesville, VA 22911 U.S.A. 

Phone: 800-722-0822    Fax: 800-648-4309 
 
MK-002,F001 Rev. G 

 

BANKING REFERENCE 
NAME OF BANK: ________________________________________________________________ 
ADDRESS:  ____________________________________________________________________ 
CONTACT PERSON:  _____________________________  PHONE:  (      ) __________________ 
EMAIL ADDRESS:  ______________________________________________________________ 
 

 

Ship To Address #1                                    Ship To Address #2 

Name: Name: 

Add1: Add1: 

Add2: Add2: 

City:                                                          
 
State:                               Zip: 

City:                                                           
 
State:                            Zip: 

 

 

Accounts Payable Contact: Materials Mgmt/Primary Buyer Contact: 

Name:   Name: 

Phone: Phone: 

Fax: Fax: 

Email: Email: 

 

Please choose type of business: 
Private Practice/Specialty 
State Funded Hospital 
Privately Funded Hospital 
City Hospital 
Educational Facility 

 

 

AUTHORIZATION FORM 
I HEREBY AUTHORIZE YOU TO RELEASE ANY INFORMATION REQUESTED BY MICROAIRE 
SURGICAL INSTRUMENTS LLC AS TO OUR FINANCIAL TRANSACTIONS WITH YOU.  THANK 
YOU FOR YOUR PROMPTNESS IN THIS MATTER. 
 
NAME:   _________________________   TITLE:   __________________   DATE:   _____________ 
 

PLEASE FAX TO CUSTOMER SERVICE AT (800) 648-4309 
(Please note that incomplete applications may delay account set-up)  


