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45-Day Patient Evaluation Sales Request Form
This program allows dealers to evaluate the product for a particular patient/client.  The product(s) ordered under this program are for SIZING AND FITTING ONLY.  Product(s) are NOT TO BE USED IN A CLINICAL OR PERSONAL SETTING.  The item(s) listed can be returned only with an Approved RA# within 45 days of the Invoice Date and must be UNUSED and in ORIGINAL PACKAGING.
Please fill out the enclosed participation form and fax it to (310) 305-1718.  
If you have any question, please contact Customer Service at (562) 282-0244 Ext. 100


DEALER INFORMATION:								Date: 			





Company Name: 		Acct #: 		P.O. #: 			





Contact Name: 		E-Mail: 						





Phone: 		Fax: 						








BILL TO:





First Name: __________________________________________	Last Name: _________________________________





Street Address: 													





City: 		State: 		Zip Code: 			








SHIP TO: (If different than “Bill to” Address) 





First Name: __________________________________________	Last Name: _________________________________





Street Address: 													





City: 		State: 		Zip Code: 			





Phone: _____________________________ Fax: _____	__________Email: 					








Payment methoDS: 										       


□ Current Assigned Terms       □ Check or Money Order (Payable to: Columbia Medical)        □ Credit Card (Amex/MC/Visa)





Credit Card Account #: 		Exp. Date: 		Code: 		





Name as it appears on card:  __________________________________________________





Billing Address: 		City: 		State: 		Zip: 		








ORDER INFORMATION:





Qty: 		Model #: 		Color: 		Item Description/Size: 					


	


Qty: 		Model #: 		Color: 		Item Description/Size: 					





Qty: 		Model #: 		Color: 		Item Description/Size: 					


	


Qty: 		Model #: 		Color: 		Item Description/Size: 					








Note: Signing this Patient Evaluation Sales Request Form will allow you to purchase the listed item(s) and return it without a restocking fee.  However, if an item is damaged, used or not in the original packaging, a fee will be assessed and invoiced.





CLIENT’S NAME:      Print Name: �	_____________________________________________________________________	





DEALER’S APPROVAL:





Print Name: 		Authorized Signature: 		Date: 		





MANUFACTURER’S APPROVAL:





Print Name: 		Authorized Signature: 		Date: 		





□ Alternative Evaluation Program.  Please contact Customer Service for details.  _____________________________________     
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