
North Alabama Medical Center 
 

Vendor Representative Information Form** 
 
 
Name of Company _________________________________________________ 
 
Date ________________ 
 
PLEASE ATTACH A BUSINESS CARD TO THIS FORM 
 
Name of Representative 
__________________________________________________ 
 
Title_____________________________________________________________ 
 
Address _________________________________________________________ 
 
City _________________________ State ________ Zip Code_______________ 
 
Home phone ____________________ E-mail address ____________________ 
 
Fax number at home (if applicable) ____________________________________ 
 
Cell Phone # ___________________________ Pager Number ______________ 
 
District Manager/Supervisor Name_____________________________________ 
 
Title_____________________________________________________________ 
 
Address__________________________________________________________ 
 
City _________________________ State _______ Zip Code________________ 
 
Work Phone # ___________________________ Pager Number _____________ 
 
Products that you are promoting at this time: ____________________________ 
                                                                                                                                            
________________________________________________________________ 
 
** If you have completed this form within the last 30-60 days, you do not need to 
complete again. 


