              MEDICAL INVOICE FACTORING APPLICATION
Business Name___________________________________________________________________Phone______________________________
Address________________________________________________________________ Fax/Email__________________________
City, State, Zip_________________________________________________________County_____________________________

Type of Business_________________________ Date Established____________ Terms of Sale______________________
Corporation_____LLC_______Partnership_____Indiv_____State____________Years in Business________________
Federal Tax ID#______________________________________________ D.U.N.S.#____________________________________

OWNER OR OFFICER Name _____________________________________________Title_____________________________
Home Address __________________________________________________________ Date of Birth______________________
City, State, Zip _________________________________________________________ SSN_______________________________
Cell Phone ________________________ Driver's License _________________________________ % ownership ______

OWNER OR OFFICER Name _______________________________________________Title ___________________________
Home Address ______________________________________________________ Date of Birth _________________________
City, State, Zip ____________________________________________________________SSN ____________________________
Cell Phone __________________________ Driver's License ________________________________% ownership______

BANK Name _________________________________ Branch ______________________Bank Officer___________________
Checking Acct # _____________________________Loan #_______________________Phone __________________________

Are the Receivables pledged as collateral?________ Any Federal, State or Payroll Taxes delinquent?_______
Any Judgments or Liens pending or in effect?____ Any Owner or Officer been convicted of a felony?_____
Has the Company or any of its Principals ever filed Bankruptcy?______. 
Reason for attaining working capital/ use of proceeds: ____________________________________________________
_____________________________________________________________________________________________________________

ACCOUNTS RECEIVABLES INFORMATION
Medicare:____________________%              Dollar amount $____________________

Medicaid: ___________________%               Dollar amount $____________________

Blue Cross/Shield ___________%              Dollar amount $____________________

HMO/PPO: __________________%               Dollar amount $____________________

Insurance: __________________%               Dollar amount $____________________

Workers Comp_______________%              Dollar amount $____________________

Self Pay _____________________%              Dollar amount $____________________

Other _______________________%               Dollar amount $____________________

Total Accounts Receivable Outstanding $___________________________________
Approximate Number of Accounts _____________________ Average Invoice Size $____________________________
Average Monthly Billing Volume $_____________________ Average Time to collect in days___________________
Average Monthly Collections $________________________ Average Monthly Operating Expenses$____________
AUTHORIZATION: I understand that this is an application for the purpose of obtaining credit.  I authorize Funder / Lender and / or its assigns to obtain a consumer/business credit and /or investigative report on my business or myself.  I understand that such information may be derived in whole or in the part from TWR, Equifax, Trans-Union, and /or CIC. This is also authorization for my bank to release any account information.

Date: ____________________; Signature: _________________________________________________; Title ______________

Date: ____________________; Signature: _________________________________________________; Title ______________
Fax application to 1-866-383-4120 or email bobmoorefinancing@gmail.com 
BOB MOORE - Cash Financial Services, Cell 580-695-0331
Date: _________________________

FAX Application to 1-866-383-4120

Bob Moore, President, Cash Financial Services - Cell 580-695-0331
Web:  www.invoicestocash.com  		Email:  bobmoorefinancing@gmail.com   


RE:	 Requesting Medical Accounts Receivable Financing/Factoring


Hello BOB:  Attached is the following, call me for additional information.

1. Signed application.  I am married________(yes or no).  If married,
wife information is included and we both signed the application.
2. Six months bank statements, first page only.
3. Accounts Receivables Statements and Financial Statements
4. Business License and Articles of Incorporation
5. What I want is:___________________________________________

_____________________________________________________________

_____________________________________________________________

NAME ______________________________________________________

Company Name_______________________________________________

Address______________________________________________________

City, State, Zip________________________________________________

Email ____________________________ Web_______________________

Phone ____________________________ Fax _______________________

Cell _____________________________ Home phone ________________
