
 

 

Pain Relievers  
Wholesale Application 

 
To become a wholesaler we require a complete and accurate application.  

Your application will take approximately 1-3 days to process and responses will come via 
e-mail or phone. When your application is accepted we require first time purchases to 
have a minimum combined quantity of 6 (e.g. 1 of Biofreeze, 3 of Jasper Belt, 2 of Cold 
Pack). Please fill out the information below and fax or mail it to us. 

 
Business Name __________________________________________________________ 
 
Name of Applicant________________________________________________________ 
 
Street Address____________________________________________________________ 
 
Street Address(2)_________________________________________________________ 
 
City ______________________State________________________Zip_______________ 
 
Telephone #___________________Email Address_______________________________ 
 
Website: http://__________________________________________________________ 
 
CIRCLE ONE: 
Ownership   Corporation   Partnership   Individual      Year Established_______________ 
 
Applicant SSN#__________________________________________________________ 
 
Federal I.D.#____________________________________________________ 
 
Present Major Suppliers: 
 

1. Name________________________________Address______________________ 
City______________________State__________________Zip_______________ 
Phone____________________Account#_________________________________ 

       
2. Name________________________________Address______________________ 

City______________________State__________________Zip_______________ 
Phone____________________Account#_________________________________ 

       
3.   Name________________________________Address______________________ 

City______________________State__________________Zip_______________ 
Phone____________________Account#_________________________________ 

       



 

 

 
 
How will you Distribute/Sell our products? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
Are you planning on stocking inventory or drop shipping products? _________________ 
 

Bank Credit Reference 
 
Bank Name______________________________________________________________ 
 
Bank Address____________________________________________________________ 
 
City________________________State______________________Zip_______________ 
 
Bank Phone#______________________________Account #_______________________ 
 
How do you intend to pay for products? 
    Check _______________________    Credit Card___________________ 
 
Type of Credit Card to Be Charged 
 American Express_______ Visa__________Mastercard_________Discover_________ 
 
Credit Card #__________________________________Exp. Date__________________ 
 
Terms (Net 30): 
 
All overdue accounts will be charged 1.5% per month (18% annual) on all balances 
over 60 days. First time orders must be paid for at the time of purchase. 
 
SIGNATURE____________________________________________________________ 
 
TITLE__________________________________________________________________ 
 
Date___________________________ 
 
**Submit this application with a copy of your Company Letterhead and Retailers’ 
Sales Tax Registration Certificate. Application will not be approved without this 
documentation. 
 
 
                                                          PainReliever.Com  

7300 E Kellogg #150 
Wichita, Ks.  67207 

 
                                   Phone: 1-316-689-8888     Fax: 1- 316-685-8652     www.PainReliever.Com 
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