FORM PDRRP (rev.05/07) Professor/Department Request for Royalty Payment

University or School:

Professor/Depariment Name:

| Course Title: ' ’ Course Number;

Book or work title:

Copyright Year: 1SBN: Year you obtained copyright ownership:

Publisher Name:

f1YES [CINO  Are you the only copyrights holder?
Include additional authors if applicable andfor attach proof of consent for multiple authors:

[J¥es [ONO  Does your university or school require consent in order for you to receive royalty payment?;

[] ¥ES [JNO Have you entered into any contractual agreement that would prohibit LAD from paying royalties directly fo you?

Royalty fee per LADPac (course packet): :

Make check payabte to:

Address to send payment:

City: ' Zip Code:

Telephone number(s) where you can be contacted:

Your e-mail address:

Terms: This document must be completed in it’s entirety in order for royalty payment to be considered. By signing below you certify
that all necessary documents have been attached and all parties involved have been made aware of this request. In addition, the

information provided above is complete and accurate to the best of your knowledge. And you are agreeing 1o all terms contained
within this document. :

INITIALS
All royatty and copyright fees are paid based on the actual numbers of books sold, Our “Return Policy” states that boekstore partn'ers
have up to 365 days from the invoice date to return unsold course packets. Unless it is agreed that there will be NO returns allowed for

INITIALS this course packet then LAD has up to 365 days to send royalty payments owed to you. NO ROYALTY PAYMENTS WILL BE PRO-
CESSED UNTIL ALL RETURNS HAVE BEEN RECEIVED.

Print your name:

Your signature: Date:

When total royalties for 1 (one) year exceed $600.00, you will receive a 1099 form for nonemployment compensation.

PLEASE FAX COMPLETED FORMS (PRRP and W-9) TO:

ATTENTION ACCOUNTING: 770-831-8556

LAD Custom Publishing « 5212 Belle Wood Ct. « Suite 206 « Buford, GA 30518
Toll Free: 877-318-8800 » Telephone: 770-831-8558 » FAX: 770-831-8556

THIS SECTION TO BE USED FOR INTERNAL USE ONLY:

NEED
TERM:  WINTER SPRING SUMMER FALL CCN: EXTRA

DATE Acct. verified refumns: Approved amount to be paid ProffDept:

Conversation with/Results?

Amount Paic: Date Check processed: Check number: CC REP:




