RECLAMATION ACT
Place of filling of an act ___________________________________________________________________________________
                                                          (customer name, post address)


Date “_____”________________20
 Completed by commission, including:
Customer____________________________________________________________________________
                                                                            (position, full name)
Manufacturer, seller (supplier)

(position, full name)
Product_____________________________________________________________________
(full name, type, trademark)
Factory number of a product____________________________________________________
[bookmark: _GoBack]Manufacturer         “Medindustria Service Ltd.”
Date of manufacture_________________________, purchase date_____________________
Date of introduction of a product into service_______________________________________
Date of breakage______________________________________________________________
A product has worked from the beginning date for

(months, days, hours etc.)
1) Type and conditions of work_____________________________________________________
2) Defects of a product___________________________________________________________
(specify definite defects and reasons, which caused the defect)
3) Responsible party_____________________________________________________________
4) The following should be changed, repaired:


5) Place of repair of a product

6) Expenses on repair of a product must be paid in the amount of 

(specify: by manufacturer, seller (supplier) or consumer)
7) A reason of filling a certificate without a seller (supplier)


Signatures of members of commission:
Consumer                                                                            Seller (supplier)
_________________________                                   _______________________________
(full name, Signature)                                                                           (full name, Signature)

Stamp                                                                                                          Stamp

Fill and send by fax (017) 504-80-25 or on an e-mail: med@medin.by
The fields noted *, are obligatory for filling.
