
  

REQUEST FOR REPAIRS FORM   
Please complete this form and return with instrumentation to be repaired!  

PLEASE CLEAN & DISINFECT EQUIPMENT SUBMITTED FOR REPAIR 

Date:  PO#:  

Bill To:                  PLEASE PRINT 
 

Company Name: ____________________________  
Contact Name: _____________________________  
Phone: ________________________ 
Address: ___________________________________  
City: __________________ ST: _____ Zip: ________ 
 

Email: _____________________________________  

Return Shipment To:      PLEASE PRINT 
  
Company: _________________________________  
ATTN: ____________________________________  
Phone: ________________________ 
Address: __________________________________  
City: __________________ ST: _____ Zip: _______ 
  
Email: ____________________________________  
  

Manufacturer  Type of Instrument  Model #  Serial #  

       
       
       

   

   
 

 
PROBLEM(S): ____________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
_____________________________________________________  
 

Authorized Signature: ___________________________________________Date: ____/____/____  
 

Print Name: _____________________________________________________  
 

Morta Medical, LLC  450 State Road 13 North Suite 106 #264, Saint Johns, Florida 32259 
Phone (904)230-9981 


