RYBO Medical, Inc.


Credit Authorization Form


Company Name: ______________________________________________________________________________
Contact Person: ______________________________________________________________________________
Address: ____________________________________________________________________________________
City: _______________________________________ State: ________ Zip: __________
Phone: _______________________ Fax: _____________________ Email: _______________________________
Federal ID # or SS#: __________________ Principals Name: __________________________________________

Bank Reference

Name: ___________________________________________ Account #: _________________________________
Address: ____________________________________________________________________________________
City: _______________________________________ State: ________ Zip: __________
Phone: _______________________ Date Account Opened: _______________
Choose one of the following:

□ I would like all invoices to be charged to my credit card. (RYBO will call to confirm 

    invoice/statement amounts prior to charging)
□ I would like to pay my invoices by check.

Credit Card Information
Card Type: □ Visa   □ Mastercard   □ American Express   CC #: ________________________________________ 
Expiration Date: _____________________________ Verification Code: __________________________________
Name Shown on Card: _________________________________________________________________________
Address on file with CC Company: ________________________________________________________________
City: _______________________________________ State: ________ Zip: __________
I hereby authorize RYBO Medical, Inc. to apply my monthly account balance for products and services purchased to my credit card account. The transaction for the monthly statement balance will occur on the 5th of the month following the statement date. This credit card authorization shall remain in effect until revoked by written request to RYBO Medical, Inc.
I hereby authorize RYBO Medical, Inc. to verify all of the information provided on this credit application.  I understand and agree to pay interest charges at the rate of 1.5% per month on any overdue balance until paid in full.  I further understand and agree  that should a credit account be opened, and in the event of default in the payment of any amount due, and if such account is submitted to a collection authority, to pay an additional charge equal to the cost of collection including attorney fees and court costs.
Printed Name: __________________________________________  Title_______________________________
Authorized Signature: ______________________________________________________________

Date: ____________________________
Fax completed form to 714-995-4499. Orders will not be processed until this form is received.


