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HealthyMouth LLC
“Spread The Word” Referral Account Application


Please fill out required information to open a practitioner referral account with Healthymouth LLC.


Use Adobe Reader to fill out this form (if you do not have Adobe Reader you can download it for free 
here: http://www.adobe.com/products/reader/ ). Then save PDF with all your information and email 
back to me at Karen@healthymouth.com or you can print and fax to 310-919-2826. Upon review  
of your information, I will contact you directly with your personal account number. If you have any 
questions regarding the program or application, please contact me via email:Karen@healthymouth.
com or mobile: 310-351-1343.


* indicates required information


*Today’s Date:______________________


*Name:_____________________________________________________


*Please indicate your equine practitioner status:


q	Equine Fellow of The Academy of Veterinary Dentistry


q	Equine Veterinarian specializing in Equine Dentistry


q	Equine Veterinarian


q	Licensed Veterinary Technician


q	Equine Dentist Technician


q	Other: Please specify_____________________________


Name of your practice:_____________________________________________________________(if applicable)


*Address:_________________________________________________________________________________________


*City__________________________________________________________, *State____________*Zip_____________ 


*Email address:___________________________________________________________________________________


Website:__________________________________________________________________________________________


*Tel:_____________________________________*Mobile_______________________________


Fax_____________________________________


*Best way to contact you:___________________________________


 
 
 
 







 
*Address to send your monthly referral checks:


q Check if same address as above


*Address:_________________________________________________________________________________________


*City__________________________________________________________, *State____________*Zip_____________ 


*Attention:________________________________________________________________________________________


*Please specify name or practice name check should be made payable to:_________________


*How would you like to receive the healthymouth equine educational materials and colored client flyers:


q Mailed to Postal address q	Via email


*Years in practice_____________


*Geographical Areas Covered in Your Practice ____________________________________________________


_________________________________________________________________________________________________


*Total number of patients seen per month (for all types of veterinary care)____________(on average)


*Number of equilibrations or other dental procedures performed per month________(on average)


*Do you currently recommend products to clients?  


q	Yes q	No


*Are you currently a member of: (please check a box if yes)


q	AAEP q	IAED


*Do you attend any of the veterinary conferences, trade shows or equestrian events?   


q	Yes q	No


*If yes, which ones________________________________________________________________________________


__________________________________________________________________________________________________


    


Any other relevant info you would like to share with us (not required): _______________________________


__________________________________________________________________________________________________


q	*I acknowledge that all information submitted is true and correct as of the date listed below.


*Print Name(or type)______________________________________________________________________________


*Date_____________________________________
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