
 
 
 

Booth sketch  
Event Information Exhibitor Information 

Event  _______________________________  Company  ________________________________  

Halle/Booth No.  _______________________________  Contact (Name)  ________________________________  

Booth package  _______________________________  Phone  ________________________________  

Booth size  _______________________________  E-mail  ________________________________  

Booth type ☐ Row booth ☐ Corner booth 

 ☐ Head booth ☐ Island booth 
 
Please draw your stand from a bird’s-eye view. The following elements are mandatory: 

• Closed frontages, electrical connection, special technical installations 

• If ordered: water / wastewater connection, hanging points 
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