
Please print or type.

Section 1 | General Information

Business Name______________________________________________________________________________________________________________

Business Address ____________________________________________________________________________________________________________

City ____________________________________ State __________________ Zip Code __________________ County ________________________

Phone Number ( )______________________________________ Fax Number ( ) ________________________________________

Section 2 | Financial Information

Type of Ownership (please check one)

�Proprietorship �Partnership �Corporation � Limited Liability Company State of Incorporation ________________________

Legal Partnership or Corporate Name of Business __________________________________________________________________________________

Federal Tax I.D. # ________________________________________________ State I.D. #____________________________________________________
This number must correspond with an attached sales tax exemption certificate.

Shipping Address____________________________________________________________________________________________________________

City ____________________________________ State __________________ Zip Code __________________ County ________________________

Phone Number ( )______________________________________ Fax Number ( ) ________________________________________

Affiliated Businesses (please include address) ______________________________________________________________________________________

__________________________________________________________________________________________________________________________

Please list the names and titles of all Proprietors, Partners and Corporate Officers. (please attach additional sheets if necessary)

__________________________________________________________________________________________________________________________
Name Title % Owned Social Security #

__________________________________________________________________________________________________________________________
Name Title % Owned Social Security #

__________________________________________________________________________________________________________________________
Name Title % Owned Social Security #

Primary Business Contact __________________________________________________ Title ______________________________________________

Primary Purchasing Contact ________________________________________________ Title ______________________________________________

Number of years in business ____________________________ Number of years in business under present ownership __________________________

Please list your major Suppliers and/or existing Wholesalers.

__________________________________________________________________________________________________________________________
Supplier Address Phone Fax

__________________________________________________________________________________________________________________________
Contact Account # High Credit Amount Owed

__________________________________________________________________________________________________________________________
Supplier Address Phone Fax

__________________________________________________________________________________________________________________________
Contact Account # High Credit Amount Owed

Please list your Financial Institutions.

__________________________________________________________________________________________________________________________
Bank Contact Account #

__________________________________________________________________________________________________________________________
Address Phone Fax 
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Financial Institutions, continued.

__________________________________________________________________________________________________________________________
Bank Contact Account #

__________________________________________________________________________________________________________________________
Address Phone Fax 

Are there currently any Suits, Liens or Judgments filed against Applicant or its’ Business; and/or has Applicant or its’ Business ever filed for Bankruptcy?

�Yes �No

Section 3 | Agreement and Disclosures

1. As an inducement for Cardinal Health (“Cardinal”), as defined in paragraph 4 below, to accept orders from or otherwise extend or make available credit
to Applicant, the undersigned Applicant hereby agrees to comply with the payment terms and conditions as mutually agreed upon, should Cardinal
elect to extend such credit.

2. All payments shall be made in form satisfactory to Cardinal Health. Cardinal Health shall be entitled to impose a late payment charge of 1.5% assessed
monthly until paid in full on any amount not paid when due (including, without limitation, any unpaid late payment charge previously imposed) or, if
less, the maximum legal rate permissible to be charged. No failure or delay by Cardinal Health to bill for any such late payment charge shall waive or
otherwise affect Cardinal Health’s right to receive same.

3 All information provided in this Application or otherwise submitted is true and correct and is being (or will be) furnished for the purpose of
obtaining/retaining credit from Cardinal. Applicant authorizes Cardinal to verify this information and/or additional information by obtaining data from
a credit reporting agency. Applicant agrees to timely provide Cardinal with annual and or interim financial statements and such further information as
Cardinal may reasonably request from time to time. Applicant hereby consents to the release of financial and credit information from the bank and
trade references to Cardinal.

4. The term “Cardinal Health” or “Cardinal” shall include all subsidiary and affiliate companies of Cardinal Health, Inc. (“CHI”), an Ohio corporation, and any
subsidiary and/or affiliate which subsequently may be designated by CHI. If your application for business credit is denied, Cardinal will send you a
written statement of the specific reasons for the denial. NOTICE: The Federal Equal Credit Opportunity Act and similar state laws prohibit creditors from
discriminating against credit applicant on the basis of race, color, religion, national origin, sex, sexual orientation, marital status, familial status, age
(provided the applicant has the capacity to enter into a binding contract), handicapping condition of the applicant; because all or part of the
applicant’s income derives from any public assistance program; or because the applicant has in good faith exercised any right under the Consumer
Credit Protection Act. The federal agency that administers compliance with this law is the Federal Trade Commission, Equal Credit Opportunity,
Washington, D.C. 20580.

PRIOR TO CARDINAL HEALTH’S CONSIDERATION OF APPLICANT FOR PURPOSES OF THE EXTENSION OF CREDIT, APPLICANT SHALL SUBMIT
THE LAST THREE YEARS OF COMPANY FINANCIAL STATEMENTS AND/OR TAX RETURNS WITH ALL NOTES AND SCHEDULES.

Section 4 | Authorized Signature

Print Legal Name As It Appears On The Application ________________________________________________________________________________

By ______________________________________________________________ By ______________________________________________________
AUTHORIZED SIGNATURE Title PRINTED NAME OF SIGNATORY Date

Section 5 | Guarantee

The undersigned Principal(s) of Applicant, by reason of their interest in Applicant and as an inducement for Cardinal Health to extend credit to Applicant,
hereby jointly and severally, irrevocably, and unconditionally guarantee to Cardinal Health and its subsidiaries, affiliates and successors (each a Guarantee
Party) and assigns the prompt and full payment (and not merely the ultimate collectibility) and performance of all obligation of Applicant to each
Guaranteed Party, whether now existing or hereafter arising. The undersigned authorize Cardinal Health to verify this information and/or additional
information by obtaining data from a credit reporting agency. If Applicant or its business is hereafter sold, this guaranty shall continue to all credit hereafter
made available to that Applicant or its business (as the case may be) until such time as Cardinal Health has received 5 days advanced written notice (via
certified mail, return receipt requested) that Applicant and/or Principal(s) will no longer be responsible for credit thereafter made available with the respect
to that Applicant or its business.

By ______________________________________________________________ By ______________________________________________________
PRINCIPAL Title PRINTED NAME OF SIGNATORY Date

By ______________________________________________________________ By ______________________________________________________
PRINCIPAL Title PRINTED NAME OF SIGNATORY Date
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