
 
 

IMAGE FILE RESOURCES AGREEMENT FORM 
VivierSkin 

                               
                         1.  Complete & sign the Resource Agreement form 
                         2.  Fax the form to Vivier Pharma Inc. at 1-450-455-7491 or 1-866-450-7491 

             3.  Upon verification of eligibility, your request will be processed and you will     
                                             Receive an email Approval notification with a Username and Password giving 
                                             you access to the Image Files.  
 
Vivier Pharma  Inc. grants to you a limited license to display on your Internet site  
Testimonials, Photos and reference to the Trade-marks (hereinafter collectively the 
"Content") for informational purposes only, provided that the following conditions are 
met: 
 
1.  You do not modify the Content in any manner whatsoever; 
 
2.   The trade-mark associated with the product is identified on the website as “Used    
      under license by Vivier Pharma Inc.” and the trade-mark appears in the Content in  
      order to properly identify the source of the product; 
 
3.  You may not reproduce, include or use in any manner the Content in association with  
      any other name, trade-mark or logo; 
 
4.  You understand that the display of the trade-mark is solely authorized to properly  
      identify the source of the product and does not constitute a license or other rights to   
      use the trade-mark either as a trade-mark, name or otherwise.  
 
             If you agree, sign and date this Agreement and fax to:  
            1-450-455-7491 or 1-866-455-7491 for approval. 
 

Physician Name:_________________________________________ 
                                        (Please Print)   

Clinic Name:____________________________________________ 
       (Please Print)   
 Phone #________________________________________________ 
 

Email Address:__________________________________________ 
 

Website Address:________________________________________ 
 
 

___________________________                    _________________ 
Physician Signature                 Date 

  


