












ITALFOODS 
CREDIT CARD BILLING AUTHORIZATION 

Ital Account No:  

Account Name  

Shipping Address  

City, State, Zip  
 

CHECK APPROPIATE BOX  
BILL WHEN DUE  
MONTHLY STATEMENT  
COD/PAYMENT ON DEMAND  

 

PLEASE COMPLETE CARD HOLDER INFORMATION 

Business Name on Card  

Authorized User Name  

Cardholder Billing Address  

Billing City/State/Zip  

Phone Number  

Email Address  
  

 VISA MASTERCARD AMEX 
PLEASE ENTER THE 
LAST 4 DIGITS OF 

THE CARD NUMBER 

   

 
Note: We will call you upon receipt to obtain the COMPLETE credit card number 

Expiration Date:  

3 Digit CVV Code: 
(Visa or MasterCard) Located on Back of Card 

 

4 Digit CVV Code: 
(American Express) Located on Front of Card 

 

 

Cardholder’s Signature:_________________________________________________________ 

By signing this authorization, you authorize Italfoods to bill the above credit card for the above account for 
your purchases. Italfoods will supply the customer with a copy of the credit card transaction. Italfoods will 
terminate billing to your credit card upon your written request. Please fax you authorization to  
650-589-3535. 



Delivery And Routing Request     Cust. No.(Office Use:)

Part 1 Salesrep to complete this section

Customer Name:

Address:
Date:

Contact Person:

Phone # Fax

Part 2         REQUESTED Salesrep to complete this section

Business Open/Close Hours To

Delivery Day/Days Requested:         MON      TUE      WED      THU      FRI   (PLEASE PICK ONLY 2 DAYS)

Delivery Hours Requested: To **(Minimum of Two,
4 Hour Windows)**

AND To

Special Instructions:                          Front Door Delivery                          Other             __________________________________

                         Back Door Delivery                          Please Contact us regarding a "Dark Drop" 

                         Dock Delivery                          or "Key Drop" Agreement 

                         Stairs 

OFFICE USE ONLY:

Part 3

Approved Delivery Day/Days:         MON      TUE      WED      THU      FRI 

Date

Delivery Windows Approved: To 

And
To

Comments: Reviewed By:

                        Routing Department            Main System

                         Credit Department

                         Sales Department

                        Sales Person Notifie     No.

Router

***( Please note that we will make every effort possible to honor your delivery request; however, due to previous commitments

it may be necessary to alter your original request.  You will be notified by your salesrep of a tentative delivery window. )*** 

P.O. BOX 2563, 205 SHAW ROAD
SO. SAN FRANCISCO, CALIFORNIA 94083
BUS: (650) 877- 0724, FAX: (650) 871-9437
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