CFM Co-op Advertising Claim Form

CUSTOMER NAME: Four-Digit ACCOUNT #: ) !
ADDRESS: PHOME #:
FAX #:
Submitted By: - - DATE Submitted:
Reference #:

DEALER NAME Description of oty i Teateead Aepromy

¥ Claitns" Media/Event Ca-op Co-op
Media/Event [YiN] AmoUnt | amount . Amaunt

MRV DD 5 Y

TOTAL Co-op Reimbursement

"indicate ¥ [Yes] for this column i ads recurring thraughaut the year have been submiied presnusly.

Please note that if you purchase through a Distributor, you MUST suhn:rilt to them for reimbursement.

Cr if you are a distributor or direct dealer, attach documentation and mail to:

ATTN:  Co-op Department
CFM Corporation
2655 Meadowvale Boulevard
Mizsizzauga, ON LEN BA3
Fhone: (305) 858 - 8010 ext. 8276
Fax: {905) 858 - 3066
Email: vomasasi@cfmcorp com

“ALL CLAIMS MUST BE SUBMITTED WITHIN 90 DAYS OF THE INVOICE DATE TO QUALIFY FOR CREDITS

VERMONT

- CATTINGS

AN TR TR INTERCONTIMENTAL
COLLBC TR0 i ca
This formm /& reproduciblel

Sumit this original form for credit. Ba sure 1o retain a copy for your filas. ARG



