[image: image1.png]@ VECTOR BIOLABS
Your Trusted Partner in Gene Delivery




Customer Billing Information for shRNA Viral Service

Institution/Company Name: ____________________________________

Billing/Accounts Payable Address:

Attn:  _________________________________________

Dept/Bldg: _____________________________________

Street Address: _______________________________________________________

City: _____________________________   State/Country:_________    Zip: ___________

Telephone: ____________     Fax: _______________    Email: __________________

Shipping Address:

Attn: __________________________

Dept/Bldg: ___________________________________

Street Address: _________________________________________________________

City: _____________________________  State/Country: ___________ Zip: _________

Telephone: _______________   Fax: _______________    Email: __________________

Payment Info:  ( PO#  or Credit Card )

Purchase Order (PO) Number:   ____________________

Credit Card Number: ____________________   ExpDate: _________ Security Code____

Card Type: ( Visa / MC /Amex )    Name as shown on card: _______________________

Vector BioLabs Quote# ___________ (required)
shRNA Sequence (including hairpin loop):

Promoter for shRNA expression (check one):   U6 __ H1__ CMV__ Cre-inducible U6 __
GFP marker:  YES _______    NO ________
Virus to be  produced :  Adenovirus -Ad5___   RGD-Adenovirus –Ad(RGD)___
                                      AAV1__ AAV2 __ AAV5 __ AAV6__ AAV8__AAV9__AAV-DJ__ 
Other Special Instruction:

Customer Signature: ____________________________________________

Date: __________________________

Please email this form to order@vectorbiolabs.com   or fax to 1-215-525-1112
