
Appl icat ion for  Credit  Account

Universal Specialities Limited T/A 
USL Medical 

PO Box 15 645, New Lynn, Auckland 0640 
Ph (09) 829 0960 

Fax (09) 829 0995 

OFFICE USE ONLY 

Customer No: REP:  Customer Type  

Date Application Received  ______________________________ 

Nature of Organisation  Sole Trader    Partnership     Limited Company       Trust       Other  _____________ 

Trade Name 

Legal Name 

Delivery Address 

Postal Address 

Telephone Fax  Mobile 

Email for Website Login 

Email for Order Dispatch Confirmations 

Date of Birth (if Sole Trader or Partnership) Estimated Monthly Purchase $ 

Previous Address (if less than 2 years) 

Registered Office Company Number 

Details of Owner + Partners (if Partnership)  or if Limited Company – Details Of Directors 

Full Name 

Home Address 

Home Phone    Mobile 

Email 

Full Name 

Home Address 

Home Phone    Mobile 

Email 

Contact Person for Accounts & Email 

Contact Person for Accounts 

Email Address for Accounts 

Trade References (excluding credit cards, fuel suppliers, landlord, power and phone 

1   Phone 

2   Phone 

Our Bank account number for Direct Credit: ASB 12-3108-0005501-00 

Completed form can be faxed to 09 829 0995 or emailed to finance@uslmedical.co.nz please. 

I/WE CONFIRM that I/we understand and accept the terms and conditions of trade of Universal Specialties Limited trading as 
USL Medical (USL Medical). The terms and conditions of trade attached govern all of the supply of goods, equipment and/or 
hiring equipment from USL Medical to you. They are effective from the date of signing (electronically or otherwise) and will 
replace all earlier written or oral agreements or representations made to you, or of any terms and conditions contained in any 
document issued by you and purporting to have contractual effect. Your acceptance of any goods, equipment (and/or hireage 
of equipment) from USL Medical indicates your continuing acceptance of these terms and conditions of trade. I/we authorise 
any person or company to give information as may be required in response to credit enquires.  I/we also confirm that we are 
authorised to sign on behalf of the contracting party. 

Signed Dated 
(Proprietor / Partner / Director / Authorised Signatory) Circle One 

Full Name Position 

Witness signature:  - OR if there is more than one company Director, a second Director must sign below:

Signature Dated 

Full Name 

mailto:finance@uslmedical.co.nz*









