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CREDIT APPLICATION

Thank you for your recent interest in establishing credit with our company.  Please sign the authorization below to release credit information and complete the enclosed form.  We will contact your bank and credit references and then contact you regarding credit with our company.
	Tax ID #/FEIN:      
	Credit Limit Requested:      


Company Information
	Business:      
	Owner/Principal:      
	Type of Business

 FORMCHECKBOX 
 Corporation

 FORMCHECKBOX 
 Partnership

 FORMCHECKBOX 
 Proprietorship

	Address:      
	City, State & Zip:      
	

	Phone:                                                                              Fax:      
	

	Number of years in business:       yrs.
	


	Bank 1 Name:      
	Account Number:      

	Address:      
	City, State & Zip:      

	Bank Phone:                                                            Bank Fax:                                             Bank Contact:      

	Bank 2 Name:      
	Account Number:     

	Address:      
	City, State & Zip:     

	Bank Phone:                                                             Bank Fax:                                               Bank Contact:      


Banking References
Trade References
	Company 1 Name:      
	Contact Name:      

	Phone:                                                            Fax:      
	Email:      

	Company 2 Name:      
	Contact Name:      

	Phone:                                                           Fax:      
	Email:      

	Company 3 Name:      
	Contact Name:      

	Phone:                                                           Fax:      
	Email:      


I, __________________________________, recently applied for credit with Sival, Inc.  I have been requested to provide information concerning my credit history.  Therefore, I authorize the investigation of my credit information.  Your release of my credit information is authorized whether such information is of record or not.  I release you and all persons, agencies, agents, employees, firms, companies, or parties affiliated with you from any damages resulting from providing such information.  

This authorization is valid for thirty (30) days from the date of my signature below.  Please keep a copy of my release request for your files.

Thank you in advance for your cooperation.
Signature: __________________________________________________________    Date: _________________________
Office Use Only                                                                                                                                                                      Approval Date:
3350 Scott Blvd., Bldg. 23		Tel: (408) 492-1391   	


Santa Clara, CA 95054     			Fax: (408) 492-1393


			


			











