
	DMP Dental Authorized dealer applicatioN
Thank you for your interest in DMP Dental. Please fill in all the fields below and return to 
Allison Orsley: VP of Sales and Marketing at aorsley@outlook.com


	Business Contact Information

	Company name:
	

	Mailing address:
	

	City:
	
	State:
	
	Zip code:
	

	Country:
	

	Shipping address (if different):
	

	City:
	
	State:
	
	Zip code:
	

	Country:
	

	

	Contact Information

	Primary Contact:
	
	Phone/Email:
	

	Sales Manager:
	
	Phone/Email:
	

	Purchasing Manager:
	
	Phone/Email:
	

	Accounts Payable:
	
	Phone/Email:
	

	Marketing Manager:
	
	Phone/Email:
	              

	Customer Service Manager:
	
	Phone/Email:
	

	Other:
	
	Phone/Email:
	

	

	Company Background

	How many years have you been in business?
	

	What is your primary target market?
	

	How many distribution centers do you have?
	

	How many outside sales reps do you have?
	

	How many inside sales reps do you have?
	

	

	Sales Forecast 


	Year 1: 
	$
	Year 2: 
	$
	Year 3:
	$

	What products are you interested in selling?
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Name:__________________________
Signature:________________________
Date:_____________

