Sequoia Union High School District Potential Vendor Registration Form

If you are a vendor and would like to be added to our potential Vendor List, please complete the

following form:
*Required Fields
Vendor Information

*Business name

Today’s Date

*DBA (If not applicable type in N/A

*Street Address
*City *State *Zip *Phone #
*Business Email *Tax ID *Business License #

*Contact Person’s Name

*Contact Person’s Title

*Contact Person’s Email

*Business Type

|:| Corporation [ Limited Liability [sole Proprietor Corp|:| Partnership[_] Non-Profit Corporation

*Services Your Company Provides
[JAudio Visual

[IBooks

|:|Communications: Phones/Pagers/Radios
|:|Copiers

[ Jcomputers & Supplies/Technology Items
[ curriculum Materials

|:|Furniture & Appliances
DJanitoriaI/Operations Supplies
DKitchen/Home Ec. Supplies

[ IMedical Supplies

[ office/Art Supplies

*Do you have MSDS available for all hazardous materials?

|:| Paper: Stationary/Envelopes/Business Cards/Letter
|:| Printers/Scanners/Peripherals
DModuIars/PortabIe Buildings

|:|School Construction/Public Works

|:|Science Equipment & Supplies

[ Isigns & Marquees

[Isoftware

[]Sporting Goods

[]Telecommunications & Networking

[ JVvehicles: Repairs/Services/Supplies

[]other

[Jyes [INo [IN/A



	Todays Date: 
	Business name: 
	DBA If not applicable type in NA: 
	Street Address: 
	City: 
	State: 
	Zip: 
	Phone: 
	Business Email: 
	Tax ID: 
	Business License: 
	Contact Persons Name: 
	Contact Persons Title: 
	Contact Persons Email: 
	Other: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off


