
Co-op Advertising Claim Form
Please use separate form for each manufacturer

•	Please submit your claim within 30 days after your promotion. 
•	Include an original sample of the ad and a copy of the invoice from the advertising media. 
•	Incomplete claims cannot be processed.  
•	Use separate forms for each product or manufacturer.

8621 South 180th  Kent, WA 98032  Phone: (800) 682-9722  Fax: (800) 682-8611

Customer Name/City/State						      AES Customer No.				  

Customer Phone 								       Customer Fax					   

			 

Customer Reference No.							S       ubmitted By

Manufacturer

Date__________________________

	T otal Invoice Amount	 =________________

	P ercentage of ad dedicated to product line 	 x ________________%

	 Total	 =________________

	M anufacturer’s covered percentage (typically 50%) 	 x ________________%

	R equested Co-op Amount (provided funds are available) 	 =$_______________

06/07

Date Media
Invoice 
Amount

Requested 
Co-op Amount

Approved 
Co-op Amount
(for office use only)

Total =


