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APPLICATION FOR CREDIT Please type or print legibly

Name ______________                                                                         _ Date   _________      ______
SSN/Fed’l ID #____________                  __  Owner ____________                                                    _                                  

Mailing Address_________                   

City__             ________
State__       Zip__________
Street Address ______________                  
City__             ____   ___
State__       Zip__________

Telephone #_                                              
FAX#_                                                                __
Acctg. Contact__                                                              _Sole Proprietor__ Corp.___Partnership___

Owner/Officer___________                             
Title______                                                       ___
Address_                                                                         ____ Telephone#_                                    __
Owner/Officer___________                             
Title______                                                       ___
Address_                                                                         ____ Telephone#_                                    __
Owner/Officer___________                             
Title______                                                       ___
Address_                                                                         ____ Telephone#_                                    __
Type of Business_                      ___           _ 
Taxable? Yes___ No___ State Resale #__                   _
Business License #_                             __Established(date)_        _ 
At present location since(date)_          _ No. of Employees_          _ Est. monthly credit needed__        _
Name of Bank__                                                                  _ Acct # _                                               _  
Address _                                                                           Phone#_                                             _
Credit References Name               Complete Address   


Telephone #    

FAX #

1

2

3

4

NOTE – APPLICATION WILL BE RETURNED IF NOT COMPLETED IN FULL

I certify that all information provided is complete and accurate.

______________________________                                                                                   ____

Signature of Officer, Partner, or Proprietor


Date 

_____________                                                                                                                       ______

Printed Name






Title

If credit is extended as a result of this application, I hereby acknowledge and agree to Alpha Cine's credit terms which specify payment in full payable thirty (30) days from date of issue, Interest, not to exceed the legal rate, will be charged on all invoices unpaid after 30 days, If additional costs are incurred to collect an outstanding debt, these costs will be added and deemed owed in addition to the original amount owed, (These costs may include, but are not limited to, collection fees, court costs, and attorney's fees.) All prices and conditions are per Alpha Cine's rate book unless superseded by a signed written contract between all parties involved. GOVERNING I.AW – JURISDICTION AND VENUE: This Agreement shall be deemed to have been made in Washington and shall be governed by the laws of the State of Washington. Venue of any lawsuit arising out of this Agreement shall lie in King County.

I/We agree to the terms so stated above.

___________________


                                                              

____ _

Signature of Officer, Partner, or Proprietor


Date

___________________


                                                             

_____        _

Printed Name






Title

