
Toll Free Fax: 1-877-875-2020    Attn: Accounts Receivable 
 
CREDIT APPLICATION 
 
Name of Applicant: ________________________________________________________________ 
 
Trade Name, if any: ________________________________________________________________ 
 
Address:   _____________________________ , ____________________, ____, _______ 
            Street          City     State     Zip 
E-mail address:   ________________________________________________________________    
 
Business Phone: (      ) _____ - ____________ Fax Phone: (      ) _____ - ____________ 
 
Manufacturer  Distributor  Retailer Lab  OD  MD 
 
Sole Proprietor  Soc. Sec. # or Federal ID #: ______________________________ 
 
Partners:  ___________________________ , ________________________________ 
 
Corporation: ____________________________  President:  __________________________ 
 
Resale No. if Merchandise is for resale: ___________________ # of Years in Business:  _________ 
Branches: ____________________________________________________________ 
     
Financial Statement on File with Opti-Kredit?  Yes/No  (If no, we suggest you send one to Credit City, 
LTD., 55 Northern Blvd., Greenvale, NY 11548) 
 
BANK REFERENCES: ____________________________________________________________ 
 
   ____________________________________________________________ 
 
TRADE REFERENCES (Include Address): 
 
1. __________________________________________________________________ 
 
 __________________________________________________________________ 
 
2. __________________________________________________________________ 
 
 __________________________________________________________________  
 
3. __________________________________________________________________ 
 
 __________________________________________________________________ 
 
I hereby certify that the above information is true and correct and is provided for the purpose of obtaining 
credit, and I hereby authorize you to obtain information from any of the references listed above. 
It is further understood and agreed that should this account at any time not be paid according to terms, the 
undersigned will pay interest at the highest rate allowed by law in the Sate in which the undersigned resides 
or maintains a place of business, and, if the account is turned over for collection, will pay a reasonable 
attorney or collection fee. 
 
Signed: ________________________________  Date: __________________________ 
 
Title: ________________________________ 



 

Toll Free Fax: 1-877-875-2020    Attn: Accounts Receivable 
 

CREDIT CARD AUTHORIZATION 
 
I authorize I-DealOptics to keep my signature on file and to charge my MasterCard, Visa or Discover 
account as indicated below: 
 
Check One:   MasterCard   Visa    Discover     American Express 
 
I understand that this form is valid for one year unless I cancel the authorization through written notice to 
the provider. 
 
 
 

Accounts Name/Office 
 
 
Cardholder Name 
 
 

Statement/Billing Address 
 
                                                                                                               

City      State   Zip 
 
                                                            

Account Number 
 
                                                            

Expiration Date (Month/Year)        Validation Code (Last 3 digits on back of card ) 
 
 
X______________________________________________________________________ 

Cardholders Signature      Date 
 
* Please make imprint/send copy of the credit card 

 
SPECIAL PAYMENT AUTHORIZATION 

 
Please initialize the following Special Payment Authorization choices: 
 
             Any open account that has a monthly statement balance due will be deducted on 
the 15th of the following month. 
 
              Any open account that reaches 90 Days past due will automatically be charged to 
the above MasterCard, Visa, Discover OR American Express. 
 
___________________________________ 
Account Authorization 


