
	Medical & Health Capital Application

	Date:
   
	Amount Requested:
$     
	Months Requested:
 FORMCHECKBOX 
 60 Mos.     FORMCHECKBOX 
72 Mos.
	First 3 Mos. @ $100
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	Business Structure
 FORMCHECKBOX 
 Sole Proprietorship

 FORMCHECKBOX 
 Partnership

 FORMCHECKBOX 
 LPLLC

 FORMCHECKBOX 
 LLC

 FORMCHECKBOX 
 Corporation

 FORMCHECKBOX 
 Other

State of Inc.       

Date Of Inc.       

	Purpose of Funds:

     
	Date Funds Needed:
     
	

	Exact Legal Name:
     
	Contact Name:       


	

	Doing Business As: (Trade Name):
     
	
	

	
	Best time/day to contact:
Time:                       Day:       
	

	Primary Location Mailing/ Business Address

	Street Address:

     
	City                                                                                                                                                            
	State
     
	Zip Code
     

	Business Phone:

(     )      
	Business Fax:

(     )      

	Principal’s Name:

     
	Title:

     
	SSN#:

     

	Second Location Mailing/Business Address

	Street Address:

     
	City
     
	State
     
	Zip Code
     

	Business Phone:

(     )      
	Business Fax:

(     )      

	Type Of Medical Practice:
     
	Time In Business (TIB):
     
	Date License Issued:
     
	License Number:
     
	State Licensed In:
     

	Principal / Officer / Partner:
     
	Social Security #:
     
	Title And %:
     
	Home Address:
     

	US Citizen:
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Own Home:
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	# Years At Current Address:
     
	Home Phone:
(     )      

	USE SECOND PAGE IF MORE THAN ONE DOCTOR IN PRACTICE

	Spouse-If Active In Practice:
     
	Social Security #:
     
	% Practice Spouse Owns:
     
	Signor At Practice Bank:
 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Practice Space:
 FORMCHECKBOX 
 Own    FORMCHECKBOX 
  Rent
	Time In Current Space:
Years:                    Months:      
	Monthly Payment Amount:
     
	Property Insurance Company:
     

	Practice Bank Account: 
Bank Name:        
	Account #:
     
	Phone:
(     )      
	Officer To Contact:
     

	

	List Receivables Monthly:


	List Receivables Monthly:



	Authorization To Obtain Credit Information

	By signing below, the undersigned individual(s) provides this written instruction to MBS Financial, LLC, or its assigns, authorizing review of his/her personal credit profile from a national credit bureau. Such authorization shall extend to obtaining a credit profile in consideration of this application and subsequently for the purpose of update, renewal or the extension of such credit or additional credit and for reviewing and collecting the resulting account. I/we agree to grant MBS Financial, LLC access to credit information for no greater than 90 days. A photostat or facsimile copy of this authorization shall be valid as the original. By signing below, I/we affirm our identity as the respective individual(s) identified in the related application.

	Signature:
     
	Print Name: 
     
	Date:
     

	Signature:
     
	Print Name: 
     
	Date:
     





MBS Financial, LLC                            Commercial Finance Group�                                                                                                                                                                                 P.O. Box 1755


  1 N. Jefferson Ave.�                                                                                                                                                                                         West Jefferson , NC 28694�                                                                                                                                                                                                Office: 336-219-0105�                                                                                                                                                                                                Fax: 336-217-8155�








