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645 Kings Factory Rd
Charlestown RI 02813

(401) 226-8447  Phone
(401) 213-6671  Fax 

 

www.�re�ycosmetics.com

WHOLESALE APPLICATION:  Please �ll in all the requested information. If any parts are left blank

  the application will not be processed.

Date:  _______________________  

Business Name:  _________________________________________________________________________________________________

Street Address:  __________________________________________________________________________________________________

City:  _______________________________________  State:  _______________________  Zip Code:  _____________________________   

Telephone Number:  _______________________________________  Fax Number:  ____________________________________________

E-mail Address:  __________________________________________________________________________________________________

Years at this Address:  _____________  YRS.  __________  MONTHS

 

Please check o� one of the following:  

_____ Corporation _____ Incorporated less than 12 Months _____ Partnership _____ Individual  

Name of Owner or Principal:  _______________________________________________________________________________________

Home Address:  __________________________________________________________________________________________________

Owners or Principal’s Social Security Number:  _________________________________________________________________________

Federal Identi�cation Number: ______________________________________________________________________________________

TRADE CREDIT REFERENCES

Suppliers Account Number:  ________________________________________________________________________________________

Suppliers Phone Number:  ____________________________________  Suppliers Fax Number:  _________________________________

How long in present Business:  ______________________________________________________________________________________

Name of Bank:  ___________________________________________________________________________________________________

Bank Account Number:  ____________________________________________________

Credit Card Number:  ______________________________________________________ Expiration Date:  __________________________

Owner or Principal’s Signature:  _____________________________________________ Date:  ___________________________________

BEFORE TURNING IN YOUR APPLICATION:
Your application will not be processed without a copies of your Retail/Wholesale Licenses. 

(401) 226-8447  or visit us online at www.�re�ycosmetics.com


