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DISTRIBUTING COMPANY

Customer Name:

Owner:

Contact:

Phone #: Fax #:

Email Address:

Salesperson:

Ship To:

DRUG WHOLESALER BILL THRU INFORMATION:

Drug Wholesaler Name:

Drug Wholesaler Division:

Drug Wholesaler Account #:

Drug Wholesaler Consultant:

Business Sales Tax #

Corporate Name:

Authorized Signature:

Date:

TO BE COMPLETED BY ICM PERSONNEL
Price Tickets: YES NO Retail: ICM ___ SPEC

Break Pack: YES NO

ICM Distributing Company ¢ 1755 Enterprise Parkway, Suite 200 « Twinsburg, OH 44087-2277
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