Please note that red boxes are required fields

MacQUARRIES  KINBURN WILSONS MacKINNONS
PHARMASAVE [ PHARMASAVE | PHARMASAVE | PHARMASAVE

CHARGE ACCOUNT APPLICATION

(03) SURNAME (01)
(04) GIVEN NAME (06)
SPOUSE

(08) STREET ADDRESS

(09) MAILING ADDRESS

(10) TOWN (M)PROV. — (13) POSTAL CODE
(06) HOME PHONE # WORK PHONE # EXT.

E-MAIL
(30) DATE OF BIRTH

DAY MONTH YEAR

EMPLOYED BY POSITION
CONTACT PHONE # EXT.
BANK ADDRESS
CONTACT PHONE # EXT.
PERSONAL REFERENCE PHONE #
CREDIT CARD NUMBER EXPRY —  TYPE
CREDIT CARD NUMBER EXPRY—____ TYPE

PRESCRIPTION DRUG INSURANCE COMPANY

| WILL ASSUME ALL AMOUNTS OWING ON THIS ACCOUNT. | UNDERSTAND TO MAINTAIN MY ACCOUNT IN GOOD STANDING, THE "AMOUNT
DUE” IS NET 30 DAYS FROM STATEMENT DATE (THE END OF THE MONTH). INTEREST CHARGES OF 2% PER MONTH (26.82% P.A.) WILL
APPLY TO BALANCES OVER 30 DAYS. | AUTHORIZE DELINQUENT ACCOUNT BALANCES TO BE CHARGED TO THE ABOVE CREDIT CARD IN
MY NAME OR TO BE SENT FOR COLLECTION AND ACCOUNT CLOSED. |AUTHORIZE A CREDIT CHECK TO BE PERFORMED

AUTHORIZED

TO CHARGE

SIGNATURE DATE
AUTHORIZED AUTHORIZED

TO CHARGE TO CHARGE

SIGNATURE SIGNATURE

ONLY THOSE SIGNING MAY CHARGE TO THIS ACCOUNT. WE WILL CONTACT YOU AFTER PROCESSING. OA/Office-CreditApplication-red 21Apr2016
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