
CREDIT APPLICATION 

DATE _______ TELEPHONE __________ FAX. ________ _ 

COMPANY NAME __________________________ _ 

OWNER OR PRESIDENT ________________________ _ 

ADDRESS ____________________________ _ 

CITY STATE ZIP 

BUSINESS ORGANIZATION: CORP. __ LLC. __ PARTNERSHIP. __ ORGANIZATION. __ 

IF CORPORATION: FEDERAL I.D.# __________ STATE INC. ________ _ 

IF INDIVIDUAL: SOCIAL SECURITY# ________ _ 

NUMB�R OF YEARS IN BUSINESS _________ _ 

ACCOUNTS PAYABLE MGR: __________ PURCHASING AGENT: ______ _ 

SALES TAX STATUS: EXEMPT ____ TAXABLE ___ _ DIRECT PAY ____ _ 

IF YOU HAVE CHECKED EXEMPT, PLEASE INCLUDE A VALID EXEMPTION FORM. 

CREDIT REFERENCES 

BANK. ___________ ACCOUNT# ________ PHONE _____ _ 

STREET ADDRESS CITY STATE ZIP 

1. 

BUSINESS COMPLETE ADDRESS PHONE&FAX 

2. 

BUSINESS COMPLETE ADDRESS PHONE&FAX 

3. 

BUSINESS COMPLETE ADDRESS PHONE&FAX 

4. 

BUSINESS COMPLETE ADDRESS PHONE&FAX 

OUR TERMS: REGULAR: NET 30 DAYS RESALE: NET 10 DAYS 

PLEASE CONTINUE NEXT PAGE 

*******FAILURE TO COMPLETE ALL INFORMATION WILL DELAY PROCESSING OF ACCOUNT******* 

SPARTAN TOOL COMPANY, INC. 
1660 Alum Creek Drive 
P. 0. Box 09635 
Columbus, Ohio 43209 

Phone (614) 443-7607 
Toll Free (800) 848-1368 
Fax 1-614-445-4590 



CORPORATION: WE CERTIFY THAT ALL INFORMATION IS CORRECT. WE FULLY UNDERSTAND YOUR 

TERMS AND AGREE TO THE PROPER PAYMENT IN CONSIDERATION OF EXTENDED CREDIT AND THAT IF 

THE CHARGES REQUIRE OUTSIDE AGENTS TO COLLECT ANY DEFAULT AMOUNT THEN ALL REASONABLE 

COLLECTION FEES, FINANCE CHARGES, ATTORNEY FEES AND COURT COST WILL BE MY/OUR 

OBLIGATION AS WELL AS ALL PRINCIPAL AMOUNT DUE. A 1 ½ SERVICE CHARGE PER MONTH WILL BE 

CHARGED ON ALL PAST DUE ACCOUNTS. MINIMUM BILLING CHARGE IS $25.00 ($35.00 FOR RESALE 

ACCOUNTS.) 

DATE _____ _ SIGNED ______ _ 

TITLE ______ _ 

PERSONAL GUM.ANTEE� THE UNOE.Rs«iNEO UNOE.RS.TANOS. MI.O A.GREES. 1'�E HE OR �E W�U. BE 

PERSONALLY LIABLE FOR ALL DEBTS ON THIS ACCOUNT. 

DATE 
-------

SIGNED ______ _ 

TITLE ______ _ 

HOW DID YOU HEAR ABOUT SPARTAN TOOL SUPPLY? ______________ _ 

UPON APPROVAL, DO YOU WISH TO RECEIVE A MONTHLY STATEMENT? 
----------

FOR OFFICE USE ONLY 

CREDIT APPROVED _____ _ CREDIT DENIED ______ _ 

CREDIT LIMIT _______ _ DATE ____ _ SALESMAN, ____ _ 

APPROVAL LETTEFv'CALL DATE. _______ _ 

SPARTAN TOOL COMPANY, INC. 

ASSIGNED ACCT# ____ _ 

1660 Alum Creek Drive 
P. 0. Box 09635 
Columbus, Ohio 43209 

Phone (614) 443-7607 
Toll Free (800) 848-1368 
Fax 1-614-445-4590 
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