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Form # bg0007 ’ . : : Revision: 02/08

Supersedes: 02/06
gg" mﬁmk Drive
M :
Buffalo Grove, IL 60089 u ER ACCOUNT AND
Fax # 800-943-3654
1. DEALICENSE #/ STATE LICENSE # (REQUIRED); 2. DEA/ STATE LICENSE EXPIRATION DATE (REQUIRED):
| W D359 D) | )5/ 3005 |
=+IMPORTANT! ATTACH COPIES OF REQUIRED FORMS (DEA CERTIFICATE ANEIUR 54' ATE LICENSE AND TAX EXEMPT FORM)™*
3. BILL TO NAME / ADDRESS: 4, SHIP TO NAME / ADDRESS:
CA-Dedgtme id- p£ Hee [+ Mekesson/ Speaia e Dist batrox
2L Mo oheye- [An/e T A,
city_Nol]gr e city_Me si) bis
state: (", /) Zip:_ 225 [/ County: state:_ 77V | Zip: A Fidf County:
Phone: { S/0 ) /72 ~45¢E7 Fa: { 5/0) (AdR—&¢ 76 E-Mall Address;_click: 17
Purchasing Contact Name:___/ D: . & T ira s 1/ Accts. Payable Contact Name: 1
5. MEMBERSHIP: ‘

¥ member of GPO or Buying Group, please identify membership:
Do you wish to have your Akorn purchases billed to your membership? __Yes __- No

6. TYPE OF BUSINESS: [ g g !
—Corporation __ Partnership __Sole Proprietor (Social Security # - - ) Other (Specify) SW{ C;?O!’ L

7. DEFINE OPERATION (CHECK ONLY ONE):

——Hospital or Hospital Pharmacy ___Surgery Center or Cataract Surgeon __EMS {Emergency Medical Services) ___Retall Chain or Grocery
~—Retail Pharmacy __ Research Facility or University industrial (Polson Control Products Only) __ Urologist Rheumatologist

—Retinal Speclalist ___Ophthalmologist {Not a Retinal Specialist) ___ Optometrist s . X

—Distributor (If Distributor, do you export? __Yes __No) Other (Please Specify)__ ST/ 2. ?&’ VKR MPOAT

8. PRINCIPALS:

NAME POSITION ' HOME ADDRESS PHONE #
bﬁ'ﬁci}f Duek Waeeme Maneger | e {(5/0) 222-533.3
Donatd Dueck Vaecine Oudecsv clek 501220 ~4yyy

o
9. BANK REFERENCE: ) . : T
Bank Name:_ /4 Ny ;176&"&, ? AN Account#_ OO /33 ‘5,;5; 678
Address:_C 0 448 O ‘“[7',‘ Phone:_( £/ V131~ L7 PG
10. TRADE REFERENCES (Minimum of 3): A/ / J45 _ :
NAME : ADDRESS PHONE # Fax#
]2 - ' i o
/ TR ()
( ) { )

11. CREDIT LMt REquesten:  /\// /7

Credit Limit Needed: § ead Monthly Statement? ___Yes __No . "

The undersigned agrees to pay any balance after thirty (30) days and all actual atiorney fees and costs of collection: personally guarantees all payments and unconditionally
waives the fight to any amount paid pursuant to this provision. The undersigned hereby consents to the confirmation by company, and fts divisions of the Information
contained herein and authorize Akom Inc. to contact the undersigned bank and suppliers fisted herein and obtain the necessary credit reports, Terms of sales have been fully
explained and | understand that f an account is established, my cradit ine is subject to periodic review. Also, shipments may be heid if my account is delinquent or exceeds
my established line of credit. The undersigned authorizes company to take appropriate measure in verify the cradit of the undersigned and releases company from any
obligation while researching this information, . i

12. SIGNATURE: ,u/ /4

Your Signature: Title: ' Date:
OFFICE USE ONLY '

Credit Limit: $ Date Approved: - Signature: CR#
Terms: Acct # Sales Rep: Discount:

Ref: SOPs Al108/BG104




This document can be found on the CDC website at:
http://www.cdc.gov/vaccines/programs/vmbip/downloads/agm/sam-aca-form.pdf



http://www.cdc.gov/vaccines/programs/vmbip/downloads/agm/sam-aca-form.pdf

