
ALIVINI COMPANY LIMITED 
LONDON: 

Units 2 & 3, 199 Eade Road 
London N4 1DN 

Telephone: 020 8880 2526 

ALIVINI (NORTH) LIMITED 
LEEDS: 

Unit 6b, Helios 47, Isabella Road 
Garforth, Leeds, LS25 2DY 
Telephone: 0844 556 5557 

Website: www.alivini.com  Facebook: www.facebook.com/Alivini-Company-Limited  Email: london@alivini.com 

Company No. (London) 1885307   |   Registered Office: Units 2 And 3, 199 Eade Road, London, England, N4 1DN  |   Company No. (North) 2880642 

ACCOUNT APPLICATION FORM  OPEN / RENEW (circle appropriately) 

Name & Address of Business:- 

Post Code:         Tel: 

    Fax: 

Email: 

Delivery Name & Address (if different):- 

Post Code:         Tel: 

    Fax: 

Address of Registered Office:- 

Post Code:       Reg No.: 

Bank Details:- 

    Sort Code: 

Account No.: 
* Trade Reference 1:- 

Tel:       Fax: 

email: 

* Trade Reference 2:- 

Tel:       Fax: 

email: 
Name & Address of 1st Director / Business Partner:- 

Post Code:         Tel: 

Name & Address of 2nd Director / Company Secretary / Business Partner:- 

Post Code:         Tel: 
SPECIAL TERMS (if any) 

(subject to cancellation if credit terms not adhered to) 

PAYMENT TERMS 
As per our Terms of Sale unless otherwise contractually agreed.

We reserve the right to charge interest at 5% over Barclays Bank Plc base rate on a daily basis on all payments not effected by the due date. 
FOR LIMITED/LLP/PLC COMPANIES ONLY 

We acknowledge that we are personally responsible for payment and discharge of 
the account in the event of non-payment by the Company. We further acknowledge 
that our liability under this guarantee is joint and several. 

Signed:   ………………………………….…………………………………………………….. 
(1st Director) 

Name:    ………………………………….……………………………………………………………………… 
(in block capitals) 

=============================================================== 

Signed:   ………………………………….…………………………………………………….. 
(2nd Director / Company Secretary) 

Name:    ………………………………….……………………………………………………………………… 
 (in block capitals) 

Date:       ………………  /   ………………  /   ……………… 

FOR SOLE TRADERS & PARTNERSHIPS ONLY 

I (We) acknowledge that I am (we are) personally responsible for payment and 
discharge of the account and I am (we are) authorised to sign on behalf of my 
partners whose names appear above. 

Signed:   ………………………………….…………………………………………………….. 
(Sole Trader or 1st Partner) 

Name:    ………………………………….……………………………………………………………………… 
 (in block capitals) 

=============================================================== 

Signed:   ………………………………….…………………………………………………….. 
(2nd Partner) 

Name:    ………………………………….……………………………………………………………………… 
 (in block capitals) 

Date:       ………………  /   ………………  /   ……………… 
FOR OFFICE USE ONLY 

Authorised by:   ………………………………………………………………………………………………….      Signed:   ………………………………….…………………………………………………….. 

Date:       ………………  /   ………………  /   ………………      Allocated Representative:   …………………………………………………………………………………………………. 

We reserve the right to perform credit checks on all our customers. By signing this application you are agreeing to our 
Terms of Sale available to view on our website.

Both sections must be completed.

* Trade references are not required for Pro-Forma applications.

SECTION 1 of 2

Please fill in the form and send it to: creditcontrol@alivini.com



ALIVINI CUSTOMER INFORMATION 
Date: Allocated Rep:

OFFICE USE ONLY ------------------------------------------------------------------------------------------------------------- 
NEW CUSTOMER DETAILS 
CATEGORY: Delicatessen | Restaurant | Wholesale | Café | 

Other (please specify) ___________________________________ 

*CONTACT NAME:

*BUSINESS NAME:

*ADDRESS:

*CITY:

COUNTY: 

*POST CODE:

*TELEPHONE:

MOBILE: 

SECTION 2 of 2

ACCOUNTS DEPARTMENT DETAILS 

*BUSINESS NAME: __________________________________________ 
(please specify if the accounts/billing is outsourced in any way) 

*CONTACT NAME: __________________________________________ 

*ADDRESS: __________________________________________ 

__________________________________________ 

*CITY: __________________________________________ 

COUNTY: __________________________________________ 

*POST CODE: ____________________ 

*TELEPHONE: _______________________________ 

FAX: _______________________________ 

*E-MAIL: __________________________________________ 

Additional notes: FAX: 

*E-MAIL:

*VAT REG.:

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

__________________________________________ 

____________________ 

_______________________________ 

_______________________________ 

_______________________________ 

_________________________________________

____________________________________ Please write N/A if this does not 
apply.

EST. MONTHLY SPEND __________________________

* field must be filled.
Customers will automatically be set to receive communications by email unless otherwise specified.

FOR CUSTOMERS WITH A DEDICATED ACCOUNTS DEPARTMENT PLEASE ALSO 
COMPLETE PART 2  

Please fill in the form and send it to: creditcontrol@alivini.com
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