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Dermastart, Inc. ClearChoice®

614 East Highway 50

Suite 102

Clermont, Fl 34712

Toll Free:866.589.2949/ FAX: 407.877.6679
CREDIT APPLICATION

Company Name: _________________________________________________________

Incorporated, State: _______________________________________________________

Address: ________________________________________________________________

City:______________________________ State:__________ Zip Code: _____________

Phone Number: ___________________________ FAX: __________________________

Owner/ Director: _________________________________________________________

How long in Business: _____________________________________________________

Bank References:

Checking Account #:_______________________________________________________

Bank Name: _____________________________________________________________

Bank Address: ___________________________________________________________

Trade References:

Name:_____________________________ Contact: _____________________________

Address: ________________________________________________________________

Phone #: ______________________________ FAX: ____________________________

Name:_____________________________ Contact: _____________________________

Address: ________________________________________________________________

Phone #: ______________________________ FAX: ____________________________

Name:_____________________________ Contact: _____________________________

Address: ________________________________________________________________

Phone #: ______________________________ FAX: ____________________________

Tax Certificate #: _________________________ State: __________________________

Pending Lawsuits: ________________________________________________________

________________________________________________________________________

_______________________________________________________________________.

The undersigned authorizes credit inquiries. We further acknowledge that any credit privileges may be withdrawn at any time. I certify the above information is to be true and accurate.  In submitting this application for extension of credit, I understand that all accounts over 30 days delinquent are liable to be assessed a monthly service charge of 1.5%. There is minimum charge of $35.00 for each returned check. All costs of collection will be debtor’s responsibility, including attorney’s fee for collection, should collection through an attorney be necessary.

SIGNATURE & TITLE:_____________________________________________ DATE:________________________

