C DENTAL
INDUSTRIES

A division of Grand Industries

Distribution Assessment
Questionnaire

PROSPECTIVE DISTRIBUTOR QUESTIONNAIRE

Full company name:

Address of office: Phone:
Address of plant: Phone:
Business organization:

(@) Individual Partnership Corporation

(b) Subsidiary

Of:

Principal Executives:

Name: Title:
Name: Title:
Name: Title:
Name: Title:

VP of Marketing:

Product Manager:

Director of Merchandising and Cataloguing:

Company Information:
Type of business:

Purchasing Director

Marketing Manager:

General Information:

Total number of employees
Size of facility (Square Feet)

Eng Quality
Years in business

List of prime customers that you are currently doing business with:

Received by: Title:

C DENTAL
INDUSTRIES

A division of Grand Industries

Date:

1407 N. Batavia, Suite #110
Orange, CA 92867
TEL (800) 675-2537 /| FAX (714) 639-6991



C DENTAL
INDUSTRIES

A division of Grand Industries

Distribution Assessment
Questionnaire

COMPANY INFORMATION

Legal Name of
Applicant:

Fed I.D. No:

Legal Address:

Date Established:

Business Address:

Description of business:

Bill-To Billing

Address: Contact: TEL: FAX: Email:

CFO:

Ship-To Ship-To

Address: Contact: TEL: FAX: Email:
REFERENCES

Bank Acct. Type Account # Address Tel No. Contact

Trade and Finance Account # Address Tel No. Fax No.

Please list three professional references below.

Name Company

Tel No. Fax No. Address Length of
Relationship

years

years

years

C DENTAL
INDUSTRIES

A division of Grand Industries

1407 N. Batavia, Suite #110
Orange, CA 92867
TEL (800) 675-2537 /| FAX (714) 639-6991




1T . . . .
( PDENTAL Distribution Assessment
Questionnaire

A division of Grand Industries

PRINCIPALS

Name: Title: Phone:

I/We hereby authorize any reference listed above and any credit-reporting agency to
release to the presenter of this document. I/We affirm that all financial and other
information 1/We have provided with regard to this application is true and correct.

X Title:

X Title:

BANK INFORMATION

U.S. Suppliers:

Bank Name:

City & State:

Phone #: Fax #:

ABA Routing Bank Account #:
#.

Web Address: Email:

For International Suppliers Only:

Bank Name:

Country:

Phone #: Fax #:

Bank #: Bank Transit #:
Web Address: Email:

European Banks Only | IBAN #:

DENTAL 1407 N. Batavia, Suite #110
INDUSTRIES
Orange, CA 92867

TEL (800) 675-2537 /| FAX (714) 639-6991
A division of Grand Industries




DENTAL

INDUSTRIES

C

A division of Grand Industries

Distribution Assessment
Questionnaire

Please provide W-9 information and return with distributor packet

- W-9

(R, Rovermber 2006)

Diaparimat of the Tressury
Iriwrnal Faecen s Sarvice

Request for Taxpayer
ldentification Mumber and Certification

Give form to the
requester. Do not
sand to the IRS.

Hamis {as shown on your income B relum)

Eumsiraiss nams, IF difenant from above

Indkidual’

Check appropriate b O Scla proprior [ compeoration

[ Parrerzhip [] Ctrer =

Ewsmpt Fom backup
o meenen e withelding

&ddrest (rumber, siresl, and apl. o suile nog

Erint or type

Faquestars nams and address (optional)

Chy, stale, and ZIF coda

List account rumberfs) hare {optonal)

Ses Spechilc Irstructlons on page 2.

3

1] Taxpayer ldentificaticn Number (TIN)

Eriter your TIM In the appropriata Do, The TIM provided must match ihe name given on Line 1 to avoid
backup withhoking. For Indkidusls, his Is your soclal securily nomicer (SSH). Howsvar, for a residant
alen, sole proprislon, or diregarded artiy, 526 the Part | irsinictions on page 3. For offer entities, 1t 1s

Baclal securtty rarmbar

| | 4+ 14|

your amployer idantification number [EIM). If you do ot have a number, 2es How fo get 8 TW on page 2 or

Hote. If the account Is 0 mone than one namea, =22 the chart on page 4 Tor guidelines on whcss

numper o erer.

| Employer Kentflcation numbsr
| |

: S I I I

X0 Cerfification

Under penaliies of perjury, | cartiy that:

1. The number shesam on this fom k= my cormact taepayar Idantification numbsr (or | am walting for a numoer 1o be lssued 1o me, ard

2. | am not subject to backup withhokling because: (3) | am exampt from backup whholiding, or (b) | have not besn notifed by the Intamal
Revanue Sandce (FS) that | am subject to backup wRholding 3= 3 result of & falure to report i nterest or dividends, of () e IR has

rotfed me that | am no longsr subgct 1o kackup wibholding, and

3. |amall2 parson frcludng & U.S. residant allen).

Cartmcaton NSUcions. You must Cross out Hem 2 anowe If you Nave t=an nolied by the IRS hat you ars cumentty subjecst to cackup
WITROKIING Decause yoU Nave falled 1o rmport &l Imersst and dhoands an your e refum. For redl estate transactions, Iam 2 ooes nat apply.
For morigage Intarssi paK, acquisiion of abanconment of sacured propany, cancellaion of dabt, contnbutons 10 an NaWoual retrement
arrargemeant (IR&, and ganerally, payments other than Inferest and diidends, you are not mouirad bo sign the GertiMicaton, but you must

provide your cormect TH. (e the Insiructions on page 4.

Sign algnaturs of
Hare u.a, p-ur:;. - Dats B
Purpose of Form & An individusl who is a citzen or resident of the Unitad

.&hgare:m who ig required to file an infomation tum with the
IRS, must obtsin your comect tawpeyer identificaticn number
(TIM) tos repeot, for ssample, incomes peid 1o you, real satate
transactions, morgags intersst you paid, scouisition or
abandonment of sscurssd propsrty, cancallation of delot, or
contributions you mace to an |RA

LS. person. Uss Form W-2 only if you ars a LS. person
{including a resicdent alien), to provide your comect TIM to the
peraon requesting it (the requasten and, when spplicakls, to:

1. Cartify that the TIM you are giving is comsct jor you ars
waiting for a nurmber to b |aaue-§|

2. Ceartify that you are not subject to backup withholding, or

3. Claim examption from backup withhakling if you ars a
LLE, sampt payss.

In 2 abowve, if spplicakls, you are slso certifying that as a
LLE, person, your sloakle share of any partnership incoms
frorm a LLS. trade or businses is not subject to the
withhabkdireg tee on forsion partners’ shars of effactivly
connected incorms,

Mote. f arsquester gives you a formn other than Fam W-2 to
reqbuvast your TIM, you must_ use the requestars form if itis
aubstarmalty sirilar to this Fom W-a.

For federal tax purposss, you ars considersd a parson if you

are:

Stetea,

® & partrership, corporation, company, or association
created or organized in the United States or under the laws
of the United States, or

L .-‘-‘«n{ aatate (other than & forsign estats) or trust. See
Fequlations ssctions 301.7701-58) and 7ia) for sdditicral
infarrnation.

Special rules for partnerships. Partrershipe that conduct a
trade or businsas in the Unitsd Statss ars genemlby mouirsd
to pay a withhalding tax on any foreign parners’ share of
incorme from such business, Further, in certain cases where a
Famrn W2 hes not besn recsived, a partnership is requirsd to
presums that a partner is a forsign perscn, and pay t
withhalkding tees Thersfors, if you ars a LS. person that iz a
Eﬁ'mar in a parmership conducting & trads or business in the

nitsd Statss, provide Forrm Weg to the parmership to
satablizh your LS. status and aveid withhalding on youwr
shars of partnership ircomes.

The parecn who gives Formn W-2 to the partnership for
punzosss of establishing its LLS. status and avoiding
withhalkding on its allocable shars of net incorme from the
parmership conclucting & trads or businsss in the Lnited
Statea is in the following cassa:

» The LLE. owner of a disrsgarded entity and not the entity,

k. Mo, 10231X

DENTAL

INDUSTRIES

C

A division of Grand Industries

Fomrn WW-5 [Rev. 112008

1407 N. Batavia, Suite #110
Orange, CA 92867
TEL (800) 675-2537 /| FAX (714) 639-6991



( N s Distribution Assessment

Questionnaire
A division of Grand Industries

Please provide 1-9 information and return with distributor packet

U.S. Department of Justice OMB No. 1115-0136
Immigration and Naturalization Service Employment Ellglbll]ty Verification
1 —

Please read instructions carefully before completing this form. The instructions must be available during completion
of this form. ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work eligible individuals.
Employers CANNOT specify which document(s) they will accept from an employee. The refusal to hire an
individual because of a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Verification. To be completed and signed by employee at the time employment begins.

Print Name:  Last First Middle Initial Maiden Name
Address (Street Name and Number) Apt. # Date of Birth (month/day/year)
City State Zip Code Social Security #
| am aware that federal law provides for | attest, under. penaity of.perjury, that | am (check one of the following):
imprisonment and/or fines for false statements or E Lo e “;‘“"d”"""';ft‘“zs
A S = awful Permanent Resident (Alien # A
use of f?Ise docu:lmems in connection with the [ An alien suthorized o work until /- 7
completion of this form. (Alien # or Admission #)

Employee's Signature Date {month/day/year)

Preparer and/or Translator Certification. {To be completed and signed if Section 1 is prepared by a person

other than the employee.) | attest, under penalty of perjury, that | have assisted in the completion of this form and that to the
best of my knowledge the information is true and correct.

Preparer's/Translator's Signature Print Name

Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 2. Employer Review and Verification. To be completed and signed by employer. Examine one document from List A OR
examine one document from List B and one from List C, as listed on the reverse of this form, and record the title, number and expiration date, if any, of the

List A OR List B AND List C
Document title:
Issuing authority:
Document #:
Expiration Date (if amy): —/—/ SETY S . ST S
Document #:
Expiration Date (ifany): __ j_ [

CERTIFICATION - | attest, under penalty of perjury, that | have examined the document(s) presented by the above-named
employee, that the above-listed document(s) appear to be genuine and to relate to the employee named, that the
employee began employment on (month/day/year) __|__|___ and that to the best of my knowledge the employee

is eligible to work in the United States. (State employment agencies may omit the date the employee began
employment.)

Signature of Employer or Authorized Representative Print Name Title

Business or Organization Name Address (Street Name and Number, City, State, Zip Code) Date (month/day/year)

Section 3. Updating and Reverification. To be completed and signed by employer.
A. New Name (if applicable)

B. Date of rehire (month/day/year) (if applicable)

C. If employee’s previous grant of work authorization has expired, provide the information below for the document that establishes current employment
eligibility.

Document Title: Document #: Expiration Date (ifany): ¢/

| attest, l.mder penalty of perjury, that to the best of my knowledge, this employee is eligible to work in the United States, and if the employee presented
the (s) | have i appear to be genuine and to relate to the individual.
Signature of Employer or Authorized Representative Date {month/day/year)

Form 1-9 (Rev. 11-21-91)N Page 2

If\)g\l%ﬁhl: 1407 N. Batavia, Suite #110
Orange, CA 92867

TEL (800) 675-2537 /| FAX (714) 639-6991
A division of Grand Industries
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A division of Grand Industries
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A division of Grand Industries



