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NEW ACCOUNT APPLICATION

    
       Sales Telephone: 866-465-0055                                                      Email: insidesales@gardenoflife.com                             


Account Name: __________________________________________________________________________________
Type of Account:   	         Retailer                                             Physician/Practitioner   
Storefront Name/Name of Practice: __________________________ Company Website: _______________________  






		Garden of Life Retailer & Practitioner New Account Application
	                      March 2017

Billing Address: __________________________________
City, State, Zip Code: ______________________________
Shipping Address:________________________________
City, State, Zip Code:_____________________________ 

Contact Person and Title/Role: ______________________________________________________________________
Contact Telephone Number: _________________________  Email: ________________________________________
Is this a Sole Proprietorship, Partnership or Corporation? _________________________________________________
Accounts Payable Department Contact Information (if applicable): _________________________________________
Telephone number: _____________________________   Email: __________________________________________
Affiliate Sites and Names: __________________________________________________________________________
All approved accounts will be via credit card.  By signing this application, you are authorizing your credit card to be charged.    ______________ (Initials)
We require a copy of your Federal EIN Certificate and your Resale Certificate if required in your State or City.  Practitioners are asked to supply a copy of their license.  Please be sure to include a copy of all relevant licenses.
Please provide photographs of the store front and of current product sections and sets including refrigeration if ordering cold storage items.
Please list three vitamin/mineral supplement companies you are currently carrying: 
Name: ___________________________________   Contact information: ___________________________________
Name: ___________________________________   Contact information: ___________________________________
Name: ___________________________________   Contact information: ___________________________________
How many dedicated shelves will be committed to Garden of Life: ________________________________________
Please select size of store:       □  Small < 10K sqft.       □  Medium 10 – 15K sqft.	   □  Large > 15K sqft.                      
How many locations? _______ Will we be shipping direct to the store or Distribution Center? ___________________
The undersigned individual or officer declares the above information to be true and correct and will be considered the responsible party of this account.
I have received and will abide by your Internet Marketplace Policy
Print Name: _______________________  Signature: _____________________________  Date: ________________
Please Note: After you have signed the above as the responsible party, this form must be submitted for review.
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