
New Distributor Application

Company Name: ___________________________________________________________________

Company Address: _________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Company Website: _________________________________________________________________

Main Contact Name: ________________________________________________________________

Position:__________________________________________________________________________

Tel: ___________________ Fax:____________________ Email:____________________________

Specialty Line of Products (i.e. Laparoscopic, Ortho, etc): __________________________________

_________________________________________________________________________________

Gross Annual Sales for 2010: _________________________ No. Sales Reps___________________

Requested Territory (US/International): _________________________________________________

If outside US, will you take responsibility for registering Apollo's products in the

territory listed above?: Yes / No

How did you hear about Apollo Surgical Industries, Inc? ___________________________________

Please also include the following documents:

 Copy of Business License


