
 
Tax	Administration	Division	
P.O.	Box	194	
Laguna,	NM	87026	
 

Lodging	Services	Vendor	Registration	
	

	

Vendor	Information	
	

	

	

	

	

	
	
	
	
	
	
	
	

	
	

	
	
	
	
	
	
	
	
	
Property	Information	
	
	

	

	

	

	

	

	

	
	
___________________________________________________________	 ____________________________________________________	
Print	Name	 	 	 	 	 	 Title	
	
___________________________________________________________	 ___________________________	
Signature	 	 	 	 	 	 	 Date	

	
___________________________________________________________	 ___________________________	
TAD	Director	 	 	 	 	 	 Date	

Taxpayer	Name:	
	

_______________________________________________________					____________________________________________________	
Vendor/Taxpayer	Name	 	 	 	 												Designated	Agent	Contact	(Name)	

_______________________________________________________					____________________________________________________	
Address	 	 	 	 	 	 												Title	

_______________________________________________________					(	________	)	___________	‐	________________		__________	
City	 	 	 	 				 	 													Telephone	No.	 	 	 											Ext.	No.	

___________________________		________		__________________					____________________________________________________	
County																																																								State	 																		Zip	Code	 													Email	Address	
	

Ownership	Type:	
									1Pueblo‐owned	Business												Tribal	Member‐owned	
										Non‐Pueblo	of	Laguna	Tribal‐Member:	_______________________________________		___________________________	
	 	 	 	 	 	 											Tribal	Affiliation	 	 																			Tribal	ID	or	BIA	Census	No.	

										Non‐Pueblo	of	Laguna	_____________________________;	______________________________;	____________________________	
							Federal	EIN	 	 											CRS	Number	 			 Pueblo	of	Laguna	TADBRN	

										Non‐Pueblo	of	Laguna	(Government)	________________________________________________________________________	
	 	 	 	 	 	 	 																				Department/Agency	
	

										Non‐Profit	_______________________________________		 Other:	_____________________________________________	
	 	 																																	Federal	EIN	
	

List	Owners,	Partners,	Corporate	Officers	(Attach	additional	pages	as	needed):	
	

______________________________________________________						_____________________________________________________	
Name	 	 	 	 	 	 												Name	

______________________________________________________						_____________________________________________________	
Title	 	 	 	 	 	 												Title	

(	______	)	____________	‐	_________________	____________							(	______	)	____________	‐	_________________	___________	
Phone	Number	 	 	 	 Extension	 													Phone	Number	 	 	 	 											Extension	

_____________________________________________________								____________________________________________________	
Email	 	 	 	 	 	 													Email	

Tribal	ID	No.	_________________________________________________											Tribal	ID	No.	_________________________________________________	
(For	Tribal	Member‐owned	Businesses	Only)	 	 	 													(For	Tribal	Member‐owned	Businesses	Only)	

	

Property	Name:	__________________________________________________________________________________________	
	

Property	Location:	______________________________________________________________________________________	
	

Property	Type:									
Hotel	 								Motel	 		RV	Park	 Bed	&	Breakfast													Guest	Ranch	 			Hospital	

	

Medical	Facility																Convalescent	Home	 					Other:	__________________________________________	
	

Days	and	Hours	of	Operation:	
											Year	round	 Seasonal:	___________________________														Other:	____________________________________	
											Mon	__________AMȾ0-	to	__________!-ȾPM													Tues	__________AMȾ0-	to	__________!-ȾPM	
												Wed__________AMȾ0-	to	__________!-ȾPM														Thu__________AMȾ0-	to	__________!-ȾPM	
												Fri	__________AMȾ0-	to	__________!-ȾPM	 															24 	Hours	 Other:	___________________________	
	

Total	number	of	Lodging	Units	on	property:	____________________	
Lodging	Units:	Components	of	accommodation	offered	in	the	service	of	providing	lodging	services	

emartinez
Cross-Out
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