
Name: ______________________________________________________   

Phone:_________________________          Address:__________________________________

Cell#: _________________________                         __________________________________


Email:________________________________           __________________________________
 

* Your HHS checker will check off the “In” column as you drop off your inventory.
If you add inventory after the start of the show, please add it below rather than change existing numbers.

You are welcome to include business cards to be displayed with your items.
**Please do not include Gifted Inventory, Props or Samples on this grid.  Rather, note these in margins.


	Item
	Description
	Checked
By

Staff
	Qty.
	Qty.
At Show’s
END
	
	Unit Price
	Pricepoint
Sold
	Amt.

Rec’d

	Example:          
Plates
	*Prior to check-in, fill in these fields:
7” round red clay
	
	12
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                      Any Refund Due: _______________  

IN - Checker Initials: ___________ 





Subtotal:   _________________
Vendor In-Check Initials: ________                                Minus  H.H.S. 25% Commission: _________________
  








     GrandTotal: ________________
Check#:_____________                                

 Worked to reduce vendor fee:  Yes / No__     Paid Vendor Signature: _________________________________

 Fee reduction verified? _Yes / No
	Item
	Description
	IN

Check
	Qty.
	Qty.
At Show’s

END
	OUT

Check
	Unit Price
	Qty.

Sold
	Amt.

Rec’d

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


