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CUSTOMER REFERENCE/SHIPPING INFORMATION

Bill To______________________________________________________________

____________________________________________________________________

City_________________________________State__________Zip_____________

Purchasing Name___________________________________________________

Telephone__________________________________________________________

Fax________________________________________________________________

Ship To_____________________________________________________________

____________________________________________________________________

City__________________________________State_________Zip_____________

Attention___________________________________________________________

Email Address______________________________________________________

P.O.#_______________________________________________________________

2460 Ash St. | Vista, CA 92081 USA
Tel: 800.764.0636 | 760.597.5500
Fax: 888.839.9495 | 760.597.5504  
www.progressivemed.com

❑Payment Enclosed	 	 ❑Ship C.O.D.		  ❑P.O. Number________________________		 ❑Credit Card Order

❑Bill On Open Account - Upon Credit Approval (Please provide three credit references). Account #______________________________________________

CREDIT TERMS: Net 30 days from shipping date for approved accounts, incudes partial shipments. Finance charge or 1.5% per month, 18% 

per year will be assessed on all overdue accounts.

 
CREDIT CARD ORDERS

❑	 	    ❑		  	 ❑ 		

Account #________________________________________________Expiration Date____________________________________Validation Code________________

Print Cardholders Name__________________________________________________Card Holder’s Signature___________________________________________

 
Quantity CATALOG ITEM # PAGE # ITEM DESCRIPTION UNIT PRICE TOTAL

SUBTOTAL

(CALIFORNIA RESIDENTS MUST ADD 7.75% STATE SALES TAX )    SALES TAX

SHIPPING/HANDLING

TOTAL

ORDER FORM


