
Source Vital Professional Registration 
Just fill out this form and fax to 713-622-2010 along with your professional 
certification. Please make attention to “Professional Registration.” 
 
 - - Please Print - -  
 
 
Full Name: _____________________________________________ 
 
 
Company: ______________________________________________ 
 
 
Role or Title: ____________________________________________ 
(ex: massage therapist, esthetician, spa owner, nutritionist, etc) 
 
Email: _________________________________________________ 
(needed to send login verification) 
 
Street Address: __________________________________________ 
 
 
City, State, Zip: __________________________________________ 
 
 
Contact Phone: __________________________________________ 
 
 
Fax Number: ____________________________________________ 
 
 
 
Online Store Login Information: 
Please choose a User Name and Password to access the store (no spaces, 
underscores, or symbols). Please keep your login information for your records. 
 
Username: ______________________________________________ 
 
Password: _______________________________________________ 
 
 
Other Comments: 
 
 
 
 
 
 
Signature: 
 
 
 
I agree that the above information is correct and factual. 


