FOR OFFI CE USE ONLY

SC CERTI FI ED M NORI TY
VENDOR - YES NO I F
YES, SEND A COPY TO THE
MBE COORDI NATCOR

MJUSC USE ONLY
MEDI CAL UNI VERSI TY OF SOUTH CAROLI NA
VENDCR Bl OGRAPHI CAL DATA FORM

Vendors who antici pate doi ng business with MISC, please furnish the followi ng information. Type or print
inink. Al information nust be furnished.

Return to: Medical University of South Carolina, Attention: Admnistrative Services, Department of
Procurenent, 19 Hagood Avenue, Suite 505, P.O Box 250824, Charleston, S.C 29425, fax to (843) 792-3884
or e-nail to Cravenb@usc. edu
For additional forns, visit our web site at http://nmusc. edu/ procurenent/procurnt.htm

Fed. Enployer |1.D. No. (if Conpany) Conpany  Narme/ Mai n

Addr ess

OoR

Social Sec. No. (if sole proprietor)

Previ ous Conpany Nane/ Address (if applicable) Mai | ing address (if different from
above)

Type of organization (check one) If incorporated, when and in which
g)?tpé_l ndividual __ Partnership__ Dat e State

Private_  Private Non-Profit

Applicant is: (check one) Mg.__ Auth. Dist.__ Service_ Retail Dealer__ Factory Rep.__ Oher___

Remt to Address for Payment:

*IF BUSINESS IS A SOLE PROPRI ETORSHI P, WE MJUST HAVE THE OAWNER S NAME AND SOCI AL SECURI TY NUMBER ABOVE,
AND THE LEGAL BUSI NESS NAME.

South Carolina Certified Mnority Vendor? Yes No (If yes, show (list) Certification Nunber)

If a non-resident South Carolina taxpayer, are you on file with the South Carolina Departnent of

Revenue?: vyes No If yes, please provides information on the REQU RED |-312 formand return with
this form.
How | ong in present business? Nurmber of persons now enpl oyed? (full tinge)

Ref erences (nane and address):
a. O her governnental units or businesses that you have sold to or serviced. (list at |least three)
Nane Addr ess City, State, Zp

Nanme of Owner, Menbers or O ficers of Concern, Partnership, or Corporation

Pr esi dent Vi ce President




Secretary Tr easur er

Owner (s) or Partner(s)

Person to Contact: (Specify toll free nunmber if avail able)

Narme Title Tel ephone Nunber

Addr ess City, State, Zip

Fax Tel ephone Number:

E-mail address (if applicable)

Internet Site Address, if applicable:

Pl ease include on this formall products and/or services which you provide.

PRODUCTS/ SERVI CES

Not e: This formis for information purposes only. Pl ease inform the Medical University Procurenent
Ofice in witing of any changes to previously subnmitted information.

Vendor Bi ographi cal Data Form
09/ 08/ 99
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