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Reg. no. 200404748323






 
PO Box 15190, Panorama, 7506






Tel: 021- 911 2070

                  




Fax: 086 231 3535







Email: admin@norpharmmed.co.za (Yolanda Lee)
 

NORPHARM MEDICAL SUPPLIES - Application for Credit Facility 
 

DATE:……………………………………………………………………………………..

REGISTERED NAME OF CONCERN:…………………………………………………………………………..

COMPANY/ CC / TRUST REG. NUMBER:…………………………………………………………….…….
PRACTICE NUMBER/ PHARMACY Y NUMBER:…………………………………………………..…….

VAT NO:………………………………………………………………………………………………………………….
TRADING NAME:……………………………………………………………………………………………….…..

DELIVERY ADDRESS:……………………………………………………………………………………………...

POSTAL ADDRESS:……………………………………………………………………………………………….…

TEL NO:…………………………………………………FAX NO:………………………..…………………………

E-MAIL ADDRESS:……………………………………………………………………….

HOLDING COMPANY AND ADDRESS (should the subject be a subsidiary of any other concern)
……………………………………………………………………………………………………..……………………...

 
DIRECTORS / OWNERS FULL NAMES AND PARTICULARS:

1. DIRECTOR’S / OWNERS NAME:………………………………………………..……………….……

RESIDENTIAL ADDRESS:………………………………………………………………..…...

DATE OF BIRTH:……………………..……..ID NO:…………………………………………

OTHER DIRECTORATES:………………………………………………………………………

 

2. DIRECTOR’S / OWNERS NAME:………………………………………………………………………

RESIDENTIAL ADDRESS:…………………………………………………………………....

DATE OF BIRTH:………………………..…..ID NO:……..…………………………………

OTHER DIRECTORATES:……………………………………………………..………………

 
BANK NAME:………………………………………….BRANCH:……………………….……………………..

ACCOUNT NO:……………………………………………………………………………...

STATE NAMES IN WHICH THE ACCOUNT IS OPERATED:…………………………….…………..

………………………………………………………………………………………………………………………………

PLEASE STATE IF BUSINESS OR PROPRIETOR HAS EVER BEEN INSOLVENT OR OFFERED COMPROMISE TO CREDITORS:………………………………………………........……………………….

 
DETAILS OF PRINCIPAL TRADE SUPPLIERS:
(a) NAME OF SUPPLIER:……………………………………………………………..…………

ADDRESS:…………………………………………………………………………………………

AVERAGE MONTHLY PURCHASES:…………………………………….

TERMS:……………………….ACC NO:………………………………………

TEL NO:…………………………………

 

(b)       NAME OF SUPPLIER:…………………………………………………………………….……

ADDRESS:…………………………………………………………………………………..……

AVERAGE MONTHLY PURCHASES:…………………………………….

TERMS:……………………….ACC NO:………………………………….……

TEL NO:…………………………………

(c)
      NAME OF SUPPLIER:………………………………………………………………….……

ADDRESS:………………………………………………………………………………………

AVERAGE MONTHLY PURCHASES:…………………………………….

TERMS:……………………….ACC NO:………………………………….……

TEL NO:…………………………………

 
CREDIT FACILITIES REQUIRED:

Average Envisaged Monthly Purchases:………………………………
Norpharm credit terms: 30 days from statement. 
Interest of 1.8% per month will be charged on overdue accounts.
S.A. Pharmacy/ Medical Council Registration Status.

Registration Certificate no……………………………………………………………………
 
I/We hereby certify that the foregoing details are true and correct in each and every respect and undertake to notify the supplier in writing of any changes of details shown above including change of ownership, name and address.

I/We hereby acknowledge that should credit facilities be granted as a result of this application, that the supplier at its discretion may withdraw that at any time without prior notice and that the decision of whether or not to grant facilities to the applicant is at the sole discretion of the supplier.
I/WE DO HEREBY SIGN FULL SURETY IN MY/OUR PERSONAL CAPACITY FOR THIS ACCOUNT AT NORPHARM.
 

 

DATE: ………………………………………….

COMPANY STAMP:  …………………….….

AUTHORISED SIGNATORY:
NAME:……………………………………………………………………………………….….

SIGNATURE:…………………………………………………………
WITNESS:






WITNESS:
NB:   (PLEASE ATTACH PROOF OF REGISTRATION NUMBERS AND COPY OF ID)
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NORPHARM CC

Reg.No: 2004/047483/23 VAT No:4220212668

PO Box 15190  Panorama 7506

Tel: 021-911 2070
Fax: 0862313535
E-mail: admin@norpharmmed.co.za

Website: www.norpharmmedical.co.za

DEED OF SURETYSHIP

I/We, the undersigned

…………………………………………………………................................................................

Identity Number/ s: ................................................................................................................

(hereinafter referred to as “the surety/sureties”)

do hereby bind myself/ourselves to and in favour of NORPHARM CC

(hereinafter referred to as “the creditor”)

for the due payment by ………………………………………..................................

(hereinafter referred to as “the debtor”)

of all amounts due by the debtor from time to time, and howsoever incurred.

I/We further acknowledge that:
1. I/We waive the benefits of the following legal exceptions, the meanings whereof I/we are fully acquainted with:-

“cession of action; no cause of debt; excussion; division; no value received; revision of accounts”.  Should any of the aforegoing benefits contravene any law, I/we agree that the remaining benefits shall be binding upon me/us.

2. No extension of time or indulgence granted by THE CREDITOR to THE DEBTOR shall in any way discharge or release me/us from the liability in terms hereof

3. My/Our liability shall, in terms hereof, not be conditional upon my/our prior consent being obtained to any purchases made by THE DEBTOR and I/we shall not be entitled to notice of any default on the part of THE DEBTOR

4. THE CREDITOR shall, in its sole discretion and at any time and without notice to me/us be entitled to refuse to supply goods to THE DEBTOR, or to extend further credit to it in respect of any goods purchased by it

5. THE CREDITOR shall be entitled to institute action against me/us, in the event of any default by THE DEBTOR, and to recover all or any amounts which may be due to THE CREDITOR, and I/we submit myself/ourselves to the jurisdiction of the Magistrate’s Court having jurisdiction over my person.     

I/we shall in such event be liable to pay costs on the attorney/own-client basis and/or the fees of any collections agent instructed by THE CREDITOR, and for interest on overdue amounts at 9% per annum, collection commission, tracing costs and any other disbursement and/or fees incurred in so doing by THE CREDITOR.
6. I/We appoint my/our above address as the address at which I/we will accept service of all notices and legal process directed to me/us, and undertake to furnish the creditor with my/our change of address within seven (7) days of such change, by registered post and/or e-mail.

SIGNED at …………………………………………….……............….

on this ……................…day of …….......…………….……………….2015.
SURETY:






SURETY:



Name: ......................................................

Name: .....................................................

Signature: ................................



Signature: ....................................

As Witnesses:

1. Name: ..............................................

Signature: ....................................

2. Name: ………………………………..    

Signature: ....................................
FOR OFFICE USE ONLY

CHECKLIST:


Application completed in full







YES

NO
Copies of Documents:

Identity Document








YES

NO
Legal Entity Registration Documents – CC/ (PTY) LTD, etc. (if applicable)

YES

NO
HPCSA card / MCC License / Other Professional Registration 


YES

NO
Dispensing License (if applicable)






YES

NO
Debtors Insurance required:







YES

NO
Credit Limit:









R................................

Date Insurance Approved:







.......... /.......... / 2015
· Application Verified by Yolanda Lee – Finance/Admin Officer:

.....................................



.......... /......... / 2015
Signature





Date

· Application Approved Mr. Leon Katz – Responsible Pharmacist:

......................................



.......... /......... / 2015
Signature





Date

· Application Approved Dr. Leon de Lange – CEO:

......................................



.......... /......... / 2015
Signature





Date
