
Date: Federal I.D. #:
Company Name: Date Established:
Company Address: Phone Number:
City, State, Zip: Fax Number:
Shipping Address:     Commercial             Residential E-mail Address:
Owner's Name & Address:
Driver's License #: Social Security #:

Type of Business:      Partnership                     Individual                                    Corporation

A/P Contact:        A/P Fax/Email:
Would you like to have your invoice mailed, e-mailed, or faxed?

Are your accounts payable paid through a Corporate Account? 

Tax Exempt:  Tax Exempt / Resale #: 
                             

E-MAIL ADDRESS/FAX #

PHONE & FAX #/E-MAIL

CARD # EXPIRATION DATE NAME OF CARDHOLDER

I hereby authorize Astor Chocolate to debit the above card number. `

I personally guarantee payment of product ordered from Astor Chocolate Corp./Le Belge Chocolatier

Print Name and Title: Signature:

       Please supply a copy of your Exemption or Resale Certificate.

DAMAGES
You agree to report damages, shortages and/or overages to Astor Chocolate within five (5) business days after receiving shipment of its product. Astor Chocolate will not be responsible for damages 
reported after the time frame specified above. You agree to hold product until Astor Chocolate can retrieve the product. The customer will be provided with an ARS or Damage Call Tag for return 
shipping. Subsequent to inspection, Astor Chocolate agrees to replace the product and/or monetary value of damaged merchandise. Astor Chocolate will not reimburse customer for any product 
discarded without authorization.

In support of this application, you are hereby authorized to obtain credit information from our bank or vendor with whom we have 
conducted business.  It is understood that any such credit information will be held in strict confidence only in consideration of this 
application.

ACCOUNT #NAME OF BANK

Subsidiary of Astor Chocolate   

COMPANY NAME/CONTACT NAME

CREDIT APPLICATION

     Yes - Please provide name, address, phone #, & contact person.                No

Please provide at least three references which have been doing business with you for at least 2 years!!!
TRADE REFERENCES 

PHONE NUMBER

651 New Hampshire Ave. Lakewood, NJ  08701 (732) 901-1000 FAX (732) 901-3610  www.astorchocolate.com

Is your place of business a franchise?    

Please provide us with the following information regarding your Accounts Payable:

Please complete the Credit Application at your earliest convenience and fax to (732) 901-3610.  Our Terms for payment are Net 14 
days.  Thank you for your prompt reply!!

Please understand that your order may be delayed while we complete our credit check.  If you do not wish to experience this delay. Please 
furnish us with one of the following Credit Card #'s; Visa or MasterCard.

Please charge all future orders to the above credit card #. Check my references so that we can establish open terms

BILLING ZIP CODE

Should it become necessary to place the account with a collection agency or an attorney, Applicant agrees to pay all collection costs and attorney fees  in addition to all other  sums due. Any disputes 
resulting in a court hearing shall be tried in the state of New Jersey and the laws of that state shall apply. 

 YES    NO   

 YES    NO   






