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1719 George Abraham Blvd

Greenville, MS. 38703

Tel (662) 335-2060

Fax (662) 335-2013

www.compusystems.net

info@compusystems.net

Certified Reseller Program Application

Primary Contact:

First Name ___________________ Last Name ________________

Company _____________________________________________________

Address ______________________________________________________

City___________________ State _____ Zip _______ Country_____

Phone _____________________ Fax ________________________

Email _____________________ URL ________________________

1. What type of business do you primarily sell to?

· Consumer

· Government

· Educational

· Small Business (<100)

· Medium Business (<500)

2. What type of Reseller are you?

· VAR

· Consulting

· System integrator

· Retail 

· Service

· Other _________________________

3. Year Company was established _______________

4. Number of locations ________________________

5. How many employees are:

· Telesales Reps __________

· Outside Sales Reps _______

· System Engineers ________

· Trainers ________________

· Tech Support ____________

6. What percentage of your sales are:

· Hardware ____________

· Software _____________

· Internet ______________

· Service _______________

· Office Supplies _________

· Other ________________

7. Please indicate all your current marketing activities

· Trade Shows

· Advertising

· Direct Mail

· Newsletter

· Seminars

· Telemarketing

· Web

8. What is your annual marketing budget? _____________

Please attach a copy of your company’s client references sheet which should include contact information & complete address information:

· Retail Clients

· Educational Clients

· Government Clients

· Other Clients

Approval:

Please process this application. I understand that CompuSystems,Incorporated requires the supplied information to qualify as a Technology Certified Reseller. I have provided all the information and attest to its accuracy. 

Signature ____________________________ Date _____________

Print Name ___________________________Title ______________

CompuSystems Authorized Signature _________________________

Approval Date ______________

Please Fax this application to 662-335-2013 

Attn: Channel Manager
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