
  John Torbenson
	Amount of Equipment 

$      
	Amount of Working Capital

$  FORMDROPDOWN 

	Amount of Practice Refinancing

$      
	Type Of Medical/Dental Specialty  

 FORMDROPDOWN 


	Purpose Of Funds

     

 FORMDROPDOWN 


	PRACTICE INFORMATION

	Practice Name

     
	Annual Gross Sales

$      

	Street Address

     
	City

     
	State

     
	Zip

     

	Telephone Number

(     )       -     
	Fax Number

(     )       -      
	Contact Person

     

	Legal Status

 FORMCHECKBOX 
 PROPRIETORSHIP    FORMCHECKBOX 
 PARTNERSHIP    FORMCHECKBOX 
 CORPORATION    FORMCHECKBOX 
 OTHER      __

	Tax I.D.  Number

     
	Year Established

     
	Year Licensed

     
	Medical License Number

#      

	OWNER INFORMATION

	1
	Name (First, MI, Last)

     
	Title

     
	% Of Ownership

      %

	Home Address

     
	Home Number

(     )       -     
	 FORMDROPDOWN 
 Number

(     )       -     

	City

     
	State

     
	Zip

     
	Social Security Number

     -     -     
	Date Of Birth

     

	Email Address

     
	Annual Personal Income

$      
	Personal Net Worth

$      

	2
	Name (First, MI, Last)

     
	Title

     
	% Of Ownership

      %

	Street Address

     
	Home Number

(     )       -     
	 FORMDROPDOWN 
 Number

(     )       -     

	City

     
	State

     
	Zip

     
	Social Security Number

     -     -     
	Date Of Birth

     

	Email Address

     
	Annual Personal Income

$      
	Personal Net Worth

$      

	Business  Bank

(Need 2 yr History)
	How Long
	Telephone #
	Account #
	Contact

	Bank

            
	
	(        ) 
	
	

	Business Loan(s)
           
	
	(        )


	                             Loan Amt.(s)

        

	Equipment Supplier:

        
	City, State:

           
	Contact name:

         
	Phone #

(        )

	Type of Equipment


	Total Equip. Cost

$

	By signing below, the undersigned individual as principal of and/or guarantor for the applicant, authorizes Odyssey Equipment Financing Company, its designee, assigns, or potential assigns, to review his/ her personal credit profile provided by national credit bureaus in considering this Application and for the purpose of the update, renewal, or extension of credit to the Applicant or the collection of any resultant accounts. A fax or photocopy of this authorization shall be valid as the original.


      BY: _____________________________________________________             ____________________________________                 

                Customer’s Signature (Title)                                                                        Print Name

  BY: _____________________________________________________             ____________________________________                 

                Customer’s Signature (Title)                                                                        Print Name

 

	
	
	


                                                                  Phone (480) 607-6800     Fax (480) 607-6868
MEDICAL/DENTAL APPLICATION


  













































































