teoCentric

SUBMIT FORM O
S 11000 N Mopac Expy. Suite 100 | Austin, TX 78759

HNOLOGIES phone/fax: 800.969.0639 | orders@OsteoCentric.com
www.OsteoCentric.com

OsteoCentric Area Sales Director Name:

Distributor Company Name: Sales Rep Name:
ACCOUNT INFORMATION
CUSTOMER TYPE DIVISION
[JHosPITAL  [JsurGery CENTER ] VETERINARY O trauma  [Jsirusion O sPINE
] oTHER:
| Facility NPI # | |

Hospital / Facility Name:

Address:

City: State: | | Zip:

Phone Number:

IDN / Network:

IDN Parent/ Network Parent:

GPO:

PRICING:( [JListprice [] ;eaching Ctr

rice

D Other (Explain)

Pricing File Attached?l Oves Ono |

** ACCOUNTS PAYABLE CONTACT **

Name: Phone:

Email: Title:

SUBMIT INVOICES TO:

This section must be completed to submit any order.
** PURCHASE ORDER REQUESTOR CONTACT **

Name: Phone:

Email: Title:

KEY ACCOUNT CONTACTS:

PHYSICIAN NAME (Last, First) SPECIALTY LOCATION (City, ST) NPI #

ADDITIONAL ACCOUNT CONTACT

Name: Email:

Title / Dept:

Phone:

ADDITIONAL ACCOUNT CONTACT

Name: Email:
Title / Dept:
Phone:

ADDITIONAL ACCOUNT CONTACT

Name: Email:

Title / Dept:

Phone:

NOTES/ COMMENTS:l
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