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Service Order Form

SHIP TO Customer No. N’ CONTACT INFORMATION Today's Date: )
| | | Fitting Date:
(Please complete all information including name and phone number) Contact Name

Phone # ( ) Fax # ( ) Contact E-mail )
Clinic Name

Address ™

. . PATIENT INFORMATION

City State Zip . ,

First Name Midde  Age

PO#

% HNEEEEEEEEEINI
Last Name
~ (LT

BILLTO Customer No. /
(If different than

SHIPTO)

PATIENT INFORMATION

Phone # ( ) Fax # ( )

Company Name Model Model
Address Serial # Serial #

City State Zip
- J

REPAIR REASON \ WARRANTIES \

[ Underwarranty -Inv. No.
* Not available for [] Outofwarranty -issue 6 mth repair warranty

[] Dead on Arrival processorsover [ ] Out of warranty -issue 12 mth repair warranty*

[ Intermittent 5 years. [J Call with estimate

[] Controls Inoperative /

T oo erens A

[] Battery Drain [] Different side

1 Weak (Please note in [ Different color

: : “comments” H
[] Noisy/Static Pl [] Different model
[] Distortion regarding [] Upgraded processor
. . exchange) .

[] Programming Difficulty [] Other (please specify):

[] Volume Control - J

[] Battery Door N

[] Moisture

[ ] Demo Not Working

(] Other
NS J J

Return to: Oticon Medical, 580 Howard Avenue, Somerset, N) 08873

Phone: 1-888-277-8014 | Fax: 1-732-868-6949 | www.oticonmedical.com/us

oticon

MEDICAL
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