
1 of 2 

Medical Products, Inc. 
PO Box 207 

511 East Walnut 
Ripley, MS 38663 

Phone 800-638-0489*Fax 800-837-8572 
http://www.med-pro.com 

CREDIT APPLICATION 
  
Company Name:________________________________________________________________________________________ 
  
Address (Billing):_______________________________________________________________________________________ 
  
City, State, Zip:_________________________________________________________________________________________ 
  
Address (Shipping):______________________________________________________________________________________ 
  
City, State, Zip:_________________________________________________________________________________________ 
**For multiple shipping destinations , please attach a separate sheet. 
  
Phone: (         )________________________ Fax: (         )_________________________Email:_________________________ 
  
(  ) Corporation, Date Incorporated:________________________________Tax ID #:_________________________________ 
(  ) Sole Proprietary, Date of Ownership:____________________________Tax ID #:_________________________________ 
(  ) Partnership, Date of Partnership: _______________________________Tax ID #:_________________________________ 
  
PRINCIPAL OFFICERS AND/OR PARTNERS 
1. Name________________________________________Title__________________________ Tel______________________ 

    Address___________________________________________________________SSN______________________________ 

  

2. Name________________________________________Title__________________________ Tel______________________ 

    Address___________________________________________________________SSN______________________________ 
*Please note that social security numbers are required to adequately check your credit.  We use Equifax services for our credit 
checks and this information is kept strictly confidential. 
  
Purchasing Agent        Accounts Payable Contact                                                               
  
TRADE REFERENCES 

Name__________________________________________Acct#____________________Contact________________________ 

Address_______________________________________________________________________________________________ 

Phone_______________________________Fax___________________________E-Mail______________________________ 

  
Name__________________________________________Acct#____________________Contact________________________ 

Address_______________________________________________________________________________________________ 

Phone_______________________________Fax___________________________E-Mail______________________________ 

  
Name__________________________________________Acct#____________________Contact________________________ 

Address_______________________________________________________________________________________________ 

Phone_______________________________Fax___________________________E-Mail______________________________ 

 

 



2 of 2 

  
BANK REFERENCE 

Bank______________________________________Branch____________________________________ 

Contact____________________________________Acct #:____________________________________ 

Phone_______________________________Fax_____________________________________________ 

  
We authorize Medical Products, Inc. to check our credit ratings and verify the information provided in this credit application. 
  
  
Principal 1       Date        Principal 2         Date 
  
Note: Customers are liable for attorney and/or collection fees incurred in all efforts and attempts to collect payment. Owners are 
held personally responsible for any outstanding debts associated with business purchases.  
  
Please fax the completed application along with your resale certificate, tax ID, and pharmacy license if applicable to Credit 
Dept. @ 800-837-8572. 


