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New Customer Application

Company Information

Company name: (In Full) ____________________________________________________________________
Address: _________________________________________________________________________________

City: _____________________ Province/State: ___________________ Postal/Zip Code: _________________
Phone: (______) ________________________ Fax: (______) ________________________

Principal owner(s):_____________________________________________ Number of years in business: ____ 
GST #:______________________________   Corporation or Proprietorship ___________________________
Industry Type:  Health Food Store ____   Practitioner   ____   Pharmacy ____   Other   ____

Trade References
1.  Supplier: _________________________________ Contact Person: ______________________________

Address: _________________________________   City: _______________________   Province: _________

Phone: (______) ________________________ Fax: (______) ________________________

2.  Supplier: _________________________________ Contact Person: ______________________________

Address: _________________________________   City: _______________________   Province: _________

Phone: (______) ________________________ Fax: (______) ________________________

Bank Information

Financial Institution: ___________________________ Contact Person: ________________________________

Bank Address: _____________________________________________________________________________

Phone: (______) ________________________ 
New customer orders will be paid by credit card only for a minimum of 3 orders until terms of Net 30 Days and a credit limit is established.
Credit Card Authorization –   VISA   /   MC   Card # _________________________________ Expiry: ________

Applying for terms?  YES / NO

or      Request to keep credit card on file   - YES / NO

How did you hear about CLM Products? :_________________________________________________________

This information is for the confidential use of CLM Health Group Inc.  The undersigned authorizes CLM to conduct credit inquiries using the above trade and bank references.

Authorized signature: ________________________________________ Title: _________________________ 
Date: ______________________
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