
 
 
 
 

DISTRIBUTOR INFORMATION FORM 
 

APPLICATION DATE 
 

      
 
NAME:            
                   First    Last 
 
COMPANY NAME:          
 
ADDRESS: 
 
               
Street Address/City             State     Zip Code 
 
TEL. NO.       ALT. TEL. NO. 
 
  --  --      --  --   
 
 
E-MAIL ADDRESS:       WEB ADDRESS:      
 
VENDOR SERVICE INFORMATION: 
 
What type of service do you provide to your customers/clients? 
 
               
 
Does your company have more than one location?  If so, please provide the additional location 
information… 
 
               
 
Who are your target customers? 
 
               
 
How will you market ATN products (i.e., independent display, point-of-purchase/counter 
display, cart)? 
 
               
 

<MORE ON REVERSE> 
 

 



How did you learn about or become interested in ATN products? 
 
              
 
 
Do you currently take ATN products or any other nutritional supplements? 
 
   YES (ATN)      YES (OTHER)    NO 
 
 
If so, what is your personal objective (i.e., weight loss, energy, overall health benefits, etc.)? 
 
              
              
              
              
 
 
If you are currently taking ATN products (or intend to), would you be willing to provide us a 
testimonial?         YES     NO, THANK YOU. 
 
 

PLEASE RETURN THE APPLICATION VIA FAX TO 615.770.2995. 
 

THANK YOU FOR YOUR INTEREST IN AARON TIPPIN NUTRITION. 
A REPRESENTATIVE WILL CONTACT YOU IN THE COMING DAYS. 

www.aarontippinnutrition.com 
 

 
 
 


