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                                                                                                                                                                                     Toll free:  800-839-2851
P.O. Box 14124









         phone:  651-646-0881
St. Paul, MN  55114








             fax:  651-646-9569
Confidential Credit Application
Firm Name: ____________________________________________________________________________________________________
Billing Address: _______________________________City:____________________ State:___________ Zip: ________
Shipping Address: _______________________________City:___________________ State:__________ Zip: ________
Business Phone: _______________ Fax:____________________ Email: __________________________________
Year Established: ____________ Present Location Since: ____________ Business Type: ______________________________________
Legal Status:      Proprietor ______     Partnership ______                Incorporated in the State of _____________ in the Year __________ 
Federal Tax ID #: ________________________________

Company Owner(s)/Officer(s):                                       Title:                                Residence:                                           Phone:                                 
​​​​​​​​​​​​​​___________________________________________  ___________________  _____________________________  ________________ 

___________________________________________  ___________________  _____________________________  ________________
TRADE REFERENCES (open accounts only, no credit card co.)

Name: ____________________________________________________________________________
Address: _________________________________________________ City: ____________________ State: _______ Zip: ___________

Contact Person:  _________________________________________   Phone: _______________________ Fax: ____________________

Name: ____________________________________________________________________________

Address: _________________________________________________ City: ____________________ State: _______ Zip: ___________

Contact Person:  _________________________________________   Phone: _______________________ Fax: ____________________

Name: ____________________________________________________________________________

Address: _________________________________________________ City: ____________________ State: _______ Zip: ___________

Contact Person:  _________________________________________   Phone: _______________________ Fax: ____________________
Name: ____________________________________________________________________________

Address: _________________________________________________ City: ____________________ State: _______ Zip: ___________

Contact Person:  _________________________________________   Phone: _______________________ Fax: ____________________

TERMS:  Applicant is hereby advised, and if granted, accepts terms as Net 30 days.  Past due accounts will be assessed a service charge of 1½% per month (18% annually).   Gardenworld, Inc.  reserves the right to limit or cancel credit at any time.   Applicant also agrees to pay all collection fees, court fees, and legal fees incurred to collect delinquent accounts.
CLAIMS:  All claims must be reported by written memorandum within 15 days of receipt of goods, lest all consideration be waived. 
ADDITIONAL PROVISIONS:  Corporate officers, and the undersigned, herewith acknowledge and assume personal responsibility for all amounts due and payable by the firm.

_______________________________________________________   _________________________________    __________________

                          (Signature of Responsible Officer)                                                            (Title)                                             (Date)

Signer fully agrees with all terms and conditions of this application, as well as gives authorization for the release of pertinent information from the above cited references for the determination of credit with Gardenworld, Inc. 
