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ADVANCED MEDICAL SALES



Advanced Medical Sales, Inc.
Phone: 949-348-7912







Toll Free: 800-348-7912

26611Cabot Road, Suite A

Fax: 949-348-7914
Laguna Hills, CA 92653

amsinfo@ams-rx.com
Vendor Information Request
The following information shall be completed and sent to AMS via fax or mail in order to expedite your account application. Please provide a detailed explanation if any area is not completed. Incomplete vendor information will cause delay in opening your account with AMS. If any area does not apply to your company please indicate “N/A”.

Legal Name of Company: ___________________________________________

All other DBA’s or FKA’s: __________________________________________

_________________________________________________________________

Year Company established: ______   Is company a member of the HDMA? ____

The company is a (circle one of the following):

Privately Held Corporation            Publicly Held Corporation       Partnership        

Limited Liability Company     Sole Proprietorship           Other ______________

State in which the company headquarters are domiciled in: _________________

How many distribution centers does this company have? ___________________

List all locations and the number of employees at each location:

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

List all owners of greater than 10% of the company:

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

List all corporate officers, if applicable:

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Describe any disciplinary actions taken by federal/state or local agencies against the company as well as any principle, owner, officer, partner or related entity within the last 10 years or since the initial licensing of the company or since any of the listed individuals were first involved in the prescription drug wholesale business (attach if necessary): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has any principle, owner, officer, or partner ever been convicted of a felony? ____

If “yes”, describe the details and current disposition (attach if necessary):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all states in which the company is licensed to distribute pharmaceuticals Include the license number and initial date of licensing:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Attach the most current inspection report(s) by the respective State Board of Pharmacy for each distribution location. Note any deficiencies and the action taken to resolve and correct. (Note number attached_________)

Is the company authorized by the Drug Enforcement Administration to distribute controlled substances? _________

Attach the most current inspection report(s) by the Drug Enforcement Administration for each distribution location. Note any deficiencies and the action taken to resolve and correct. (Note number attached_________)

List all classes of trade with which the company purchases or sells its pharmaceuticals. (Classes of trade include: manufacturers, distributors, wholesalers, jobbers, brokers, retail pharmacies, hospital pharmacies, skilled nursing provider pharmacies, closed door pharmacies, managed care pharmacies, mail order pharmacies, clinics, surgery centers, dialysis centers, infusion centers, physicians, veterinarians)

Purchases from: ____________________________________________________

                           ____________________________________________________

 Sells to: __________________________________________________________

               __________________________________________________________

Does the company carry a current product liability insurance policy? __________

Indicate the minimum liability insurance limits the company maintains, including general and product liability: __________________________________________

Is the company involved in any import and/or export of pharmaceuticals? ______

Provide a full description of each facility including all locations utilized for drug storage and/or distribution. Include the following (attach as necessary):

Square Footage: ________________________________                 

Does the Company own or lease the facilities? ______________________ 

Does the Company have an adequate Security System? _______________

Does the Company have temperature and humidity monitoring equipment? ________

Does the Company have refrigerated storage? __________________

Does the Company have procedures in place for monitoring warehouse temperature, humidity, and refrigeration temperature? ______________

Company Policy and Procedures

Does the company have an Authorized Distributor list? ____________

Does the company have a list of excluded vendors and/or products? ________

Does the company have documented policies and procedures for (“yes” or “no”)

· Safe storage and handling of its pharmaceutical inventory? _______

· Vendor screening and approval? _____ Vendor site inspections? _____

· Validating and certifying its suppliers and purchases including the supplier’s Authorized Distributor of Record status? ________

· Receiving, verifying and providing Paper Trails and AD lists? ______

· Employee hiring, screening? _______

· Reporting any suspected counterfeit, stolen or otherwise misbranded pharmaceutical products of buyers or sellers of the same? ______

Other policies and procedures must be available for review at the time of the site inspection

Address and Contact Information

Company Physical Address: 
__________________________________________

(Ship from)                           
__________________________________________





__________________________________________

Remittance Address:             __________________________________________ 

(If different than above)        __________________________________________

                                              __________________________________________

Please attach list of other locations and addresses if necessary

Phone Number: ___________________    Fax Number: _____________________

Company Contact: ___________________________ Title: __________________

Email address: ______________________________________________________

Sales Contact: _____________________________________Title: ____________

Email Address: _____________________________________________________

Accounting Contact: ________________________________Title: ____________

Email Address: _____________________________________________________

Shipping/Warehouse Contact: _________________________Title: ___________

Email Address: _____________________________________________________

The undersigned certifies that all of the information provided in this Vendor Information Request is true and correct. The undersigned further agrees to notify AMS if, at any time, any of the information changes.        

Signature: ____________________________________ Date: _______________

Print Name: ___________________________________ Title: ______________

