
Quote Number 
00150619  

Page 1 

Physio Control, Inc. 
11811 Willows Road NE 
P.O. Box 97006 
Redmond, WA 98073-9706 U.S.A 
www.physio-control.com 
tel (800) 442.1142 
fax (800) 772.3340 

Quote Number 00150619 
Create Date 11/13/2018 2:05 PM 

Quote Expiration Date 02/13/2019 
Quote Consultant Trish Lundeen 

(425) 867-4785
trish.lundeen@stryker.com

WECC57

Service Plan Quote 

Account: 03909801 Service Plan Detail

FORT BEND CTY EMS 
Attn: Rita Graeber, Deputy Chief-
Administration 
4332 HWY 36 
ROSENBERG,TX 77471 
(281) 633-7088

rita.graeber@fortbendcountytx.gov 

Type Addendum

Service Plan Start Date 10/01/2018 

Service Plan End Date 09/30/2019 

Reference Plan 

Billing Frequency Annual 

Terms All quotes subject to credit approval and the 
following terms and conditions 

Net Terms NET 30 

Promotion 

Coverage Details-Brochure www.physio-control.com/ServicePlans/

Notes 

Service plan customers receive 15% discount on Accessories and Disposables. 

Addendum quote to add to existing service plan for the remainder of the plan. Plan expires 9/30/2019. 

Add 2 LUCAS 35174227, 35174368 (War exp: 1/22/2019) 

Product Start Date End Date Qty 
Term List 
Price 

Disc 
% 

Annual Net 
Price Per Unit 

Term Net 
Price Per Unit 

Extended 
Term Net Price 

LUCAS-OSCOMP-1 01/23/2019 09/30/2019 2 1,368.00 0.00 1,368.00 945.10 1,890.20 * 

* Denotes Proration 
Product Descriptions provided below signature line. 

Subtotal USD 1,890.20 
Estimated Tax USD 0.00 

Estimated Shipping & Handling USD 0.00 
________________________________________________________ 

Grand Total USD 1,890.20 

Pricing Summary Totals 
List Price Total USD 1,890.20 

Total Discount USD 0.00 
Estimated Tax + S&H USD 0.00 

Tax will be calculated at time of invoice and is based on the Ship To location where product will be shipped. 

GRAND TOTAL FOR THIS QUOTE 
USD 1,890.20 

 
DS018123

Terms honored for existing plan DS018123.

33D

12/12/2018 Original sent to Jessica Carabajal, Purchasing dept.

http://www.physio-control.com/ServicePlans/
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Please provide a company issued Purchase Order that includes Billing and Shipping Address. 
PO must reference payment terms of Net 30 days.  

- OR – 
Required information if no Purchase Order is provided 

   

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Optional information:   
__________________________________________________________________________________________________________________ 
Special Ship to Address 
__________________________________________________________________________________________________________________ 
Comments 
 
For Multiple End Users, please attach a supporting document with End User name, physical location, product type and quantity 

 

Reference Number TL/03909801/180129/00150619 

Product Product Description 
LUCAS-OSCOMP-1 LUCAS Service - 1 YEAR. 

On-site Comprehensive Coverage. On-site Comprehensive Coverage for LUCAS® 
Includes: 
-Services performed at customer’s location by a Physio-Control Technical Specialist 
-Parts and labor necessary to restore device to original specifications 
-Annual Preventive Maintenance and inspections including quality assurance documentation 
-Discounts on accessories, disposables, and upgrades 
-Updates to the latest software version 
-Preconfigured loaner device provided if needed 

 

Service Plan Summary 

List of covered equipment by location will be provided upon Customer’s signature of this quote. 

  

Billing Address       same as address on quote                           Shipping Address        same as Billing Address  
____________________________________________                      _______________________________________________         
Account Name                       Account Name 
____________________________________________                       _______________________________________________         
Address                         Address 
____________________________________________                      _______________________________________________                       
City                               City 
__________________                ___________________                     ____________________                ____________________                  
State                                               Zip Code                                               State                                                  Zip Code 

 
Accounts Payable Contact Information 
____________________________________________       _______________________________________________                 
Accounts Payable Contact                                                                         Accounts Payable Phone Number 
____________________________________________  

Accounts Payable Email Customer is Tax Exempt?           Yes   No 

 
Authorized Customer Signature 
____________________________________________           _______________________________________________                                   
Name                         Signature 
____________________________________________                      _______________________________________________            
Title                        Date 

 



���

�����������	
���
�����
�������
��������
����
�����
�������































CERTIFICATE OF INTERESTED PARTIES
FORM 1295

lof 1

Complete Nos. 1 - 4 and 6 if there are interested parties.
Complete Nos. 1, 2, 3, 5, and 6 if there are no interested parties.

1 Name of business entity filing form, and the city, state and country of the business entity's place
of business.

Physio-Control, Inc.

Redmond, WA United States

2 Name of governmental entity or state agency that is a party to the contract for which the form is
being filed.

Fort Bend County

OFFICE USE ONLY

CERTIFICATION OF FILING

Certificate Number:

2018-428032

Date Filed:

11/26/2018

Date Acknowledged:

12/11/2018

3 Provide the identification number used by the governmental entity or state agency to track or identify the contract, and provide a
description of the services, goods, or other property to be provided under the contract.

DS018123

LUCAS Service

Name of Interested Party City, State, Country (place of business)

Nature of interest

(check applicable)

Controlling Intermediary

5 Check only if there is NO Interested Party.
0

6 UNSWORN DECLARATION

My name Is and my date of birth is

My address is.

(street)

I declare under penalty of perjury that the foregoing is true and correct.

Executed in County, State of _

(city) (state) (zip code) (country)

_, on the day of 20_

(month) (year)

Signature of authorized agent of contracting business entity
(Declarant)

Forms provided by Texas Ethics Commission www.ethics.state.tx.us Version Vl.0.6711




