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                    Client Account Information
Please complete the following information to facilitate the accurate processing of your account.

Business Contact Information

Name & Title:     

Company Name:     
Years in Business:     

Physical Address:      
City/State/Zip Code     

Mailing Address:      
City/State/Zip Code     

Telephone:     
Fax     
e-Mail:     

Business Type:      
Taxpayer ID Number:  FORMCHECKBOX 
 EIN or SSN  FORMCHECKBOX 
       

Sole Proprietorship  FORMCHECKBOX 
  Partnership  FORMCHECKBOX 
  Corporation  FORMCHECKBOX 
  Other:      

Business & Credit Information

Primary Business Address:      
City/State/Zip Code:      

Telephone:      
Fax:      
e-Mail:      

Bank Name:      
Phone:      

Bank Address:      
City/State/Zip Code
     

Type of Account(s)
Checking  FORMCHECKBOX 
    Account Number:      

Saving      FORMCHECKBOX 
    Account Number:      

      Other  FORMCHECKBOX 
    Account Number:      

Business/Trade References

1. Company & Contact Name:     

Address:      
City/State/Zip Code:      

Telephone:      
Fax:      
Account No.:      

Type of Account:      

2. Company & Contact Name:     

Address:      
City/State/Zip Code:      

Telephone:      
Fax:      
Account No.:      

Type of Account:      

3. Company & Contact Name:      

Address:      
City/State/Zip Code:      

Telephone:      
Fax:      
Account No.:      

Type of Account:      
Agreement

1. Payment terms are Net 10. Any balances over 30 days will be assessed late fees at 1-1/2% per month to a maximum 
    of 18% annually, as allowed by law. Any additional fees incurred to collect unpaid amounts will be client’s responsibility.
2. Any billing discrepancies or claims must be addressed within seven working days.

3  By submitting and signing this application, you authorize Star Drug Testing to verify the references you have supplied, 

    and agree to the payment terms.

Signature:
Title:
Date:

