Health Administration Press,

a division of the Foundation of the American College of Healthcare Executives

DISTRIBUTOR APPLICATION

BUSINESS CONTACT INFORMATION

Company Name:
Billing Address:
City:

Contact Name:
Contact E-mail:
Federal Tax ID No.:

Check one: [Jindividual  [Sole Proprietorship

[rartnership

State:
Contact Title:

Contact Phone:

[Jcorporation

BUSINESS AND CREDIT INFORMATION

Shipping address:

City:

How long at current address?

Bank Reference Name:

Bank Address:

City:

[checking  [lother
BUSINESS/TRAD

Type of account: [JSavings

Company name:
Type of account:
Address:

City:

Phone:
Company name:
Type of account:
Address:

City:

Phone:

Company name:

Type of account:

State:

State:

E REFERENCES

Contact Name:

State:

E-mail:

Contact Name:

State:

E-mail:

Contact Name:

ZIP:

[CINon-profit

Zl

Zl

ZIl

ZIP:

ZIP:

P:

P:

P:

3 Address:
City: State:
Phone: E-mail:
AGREEMENT
1. Your signature below confirms that all information entered on this page is complete and accurate, to the best
of your knowledge.
2.

and business/trade references that you have supplied.

By submitting this application, you authorize Health Administration Press to make inquiries into the banking

Signature

Date

Name (Print or Type)

Title

Please submit your completed forms to:

Health Administration Press

American College of Healthcare Executives
Attn: Michael Cunningham

1 N. Franklin Street, Suite 1700

Chicago, IL 60606-3529

or

mcunningham@ache.org

or

312-424-9390 FAX



