                                 WARRANTY REQUEST /
                               REPLACEMENT REQUEST 

CONTACT INFORMATION:

NAME OF PRACTICE ______________________________________________________________
DELIVERY ADDRESS ______________________________________________________________
DELIVERY CONTACT PERSON AND TELEPHONE NUMBER _________________________________
SURNAME OF PATIENT ____________________________________________________________
DATE OF PATIENT PURCHASE _______________________________________________________
MODEL NAME, MODEL CODE, COLOUR _______________________________________________ 
BRIEF DESCRIPTION OF THE MANUFACTURING DEFECT __________________________________
__________________________________________________________________________________

*****PLEASE ATTACHED PROOF OF PATIENTS PURCHASE (PATIENTS INVOICE) *****
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WARRANTY: 1 year (12 months from date of patient purchase) coverage against manufacturing defects
in material or workmanship.

WHAT IS COVERED BY WARRANTY (examples)
«  Premature flaking or deterioration of frame coating;
«  Soldering defects of temple hinges;
Breakage due to material fragility;
Loss of trim.

WHAT IS NOT COVERED BY WARRANTY (examples)

«  Normal wear and tear;
Any damages caused by accident, abuse, neglect, shock, improper use or storage of the product;
Damage caused by chemicals (hair spray, cologne, window cleaner, alcohol, etc.);

Unauthorized modifications or repairs;

«  Prescription (RX) lenses.





