
 
Distributor Application 

 
Name: _______________________________________________________________________________________ 
 
Company Name:  ______________________________________________________________________ 
 
Address: _____________________________________________________________________________ 
 
City __________________________________  State _____________________ Zip _________________ 
 
Phone: _________________________  Email _______________________________________________ 
 
# of Sales Persons ______________  Geography Covered ______________________________________ 
 
_____________________________________________________________________________________ 
 
# of Years in Business ___________  Companies Currently Represented __________________________ 
 
_____________________________________________________________________________________ 
 
What Medical Specialities Do You Call On? _________________________________________________ 
 
_____________________________________________________________________________________ 
Do you go in Surgery? _________ 
In the space that follows please provide a brief review of  your healthcare sales experience: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Forward to: 
Bill Eckard  
3595 Carrick Ct. 
Snellville, GA. 30039 


