
  
 

NEW CUSTOMER DATA SHEET 
  

 

 

Date:  ___________________________________________________________________________________ 

Company Name:  ________________________________________________________________________ 

 

BILLING Address:  _______________________________________________________________________ 

City:  __________________________________   State:  _____________   Zip Code:  _________________ 

Telephone:  _____________________________   Fax:  __________________________________________ 

 

DELIVERY Address:  _____________________________________________________________________ 

City:  __________________________________   State:  _____________   Zip Code:  _________________ 

Telephone:  _____________________________   Fax:  __________________________________________ 

Delivery / Receiving Contact Person:   _____________________________________________________ 

Delivery Contact Telephone:  ___________________________    Fax:  ___________________________ 

Delivery Contact Email: ___________________________________________________________ 
 

 

Receiving Days of Week:  ______________________________   Hours Each Day:  ________________ 

Receiving Method (check all that apply):      DOCK         FORKLIFT        PALLET JACK        HAND UNLOAD 

Do you have room for delivery by a 53 foot trailer? (Check one): YES  NO 

 

PURCHASING / Ordering Contact Person:    ________________________________________________ 

Purchasing Contact Telephone:  _______________________      Fax:  ___________________________ 

Purchasing Contact Email: _______________________________________________________________ 
 

ACCOUNTS PAYABLE  Contact Person:    _________________________________________________ 

Email:  __________________________________________________________________________________ 

How do you receive billing? (Check one):     EMAIL  FAX 

A/P Contact Telephone:  __________________________    Fax:   ________________________________ 

Does your company require Purchase Order numbers? (Check one):       YES   NO 

Other information:  _______________________________________________________________________ 

Please Print Legibly – Return via FAX to PIONEER PACKAGING with Credit Application  

or email to Accounting@pioneernw.com. 
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