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Return Material Authorization Form

Form Completion and Instructions


Section 1 - Completed by Originator

	COMPLETED BY (Print) ______________________________Signature: ___________________________ Date: __________________

Facility Name: __________________________________________________________________________________________________

(If complaint occurred on a patient, the patient information below is required.)

Phone #: ___ ___  ___/  ___ ___  ___/  ___ ___  ___Fax #: ___ ___  ___/  ___ ___  ___/  ___ ___  ___Depot #: __________

Address: _________________________________________________City: _______________________State: _______Zip: ___________

 FORMCHECKBOX 
 Rental Fleet         FORMCHECKBOX 
 Customer Owned            Model #: _______________________  Full Serial #: ____________________________

                                                                                                                                      LEGASUS- 1 FOR 1- REQUESTING RETURN  FORMCHECKBOX 

 FORMCHECKBOX 
 Original Warranty         FORMCHECKBOX 
 Service Warranty          FORMCHECKBOX 
 No Warranty             PO#: ___________________________________________

                                                                                                                                                                             ($75 minimum charge for non-warranty repairs)

Please check ALL appropriate boxes.    
 FORMCHECKBOX 
Out of Box Failure from Corporate - Detailed Info Required: ________________________________________________________
 FORMCHECKBOX 
Out of Box Failure - depot to depot - Detailed Info Required: ________________________________________________________
 FORMCHECKBOX 
No power         FORMCHECKBOX 
Missing parts        FORMCHECKBOX 
Preventive Maint.      FORMCHECKBOX 
Broken Hand Controller     FORMCHECKBOX 
Broken knee pot or cover
 FORMCHECKBOX 
Faulty cord       FORMCHECKBOX 
CPM Shuts off     FORMCHECKBOX 
Gears are stripped      FORMCHECKBOX 
CPM is loud and noisy       FORMCHECKBOX 
Display is Illegible/Garbled 

 FORMCHECKBOX 
CPM is jerky    FORMCHECKBOX 
Return to stock     FORMCHECKBOX 
Will not lift weight    FORMCHECKBOX 
Will not reach set limits     FORMCHECKBOX 
No display on Hand Controller
 FORMCHECKBOX 
Error code displayed: ________________ 

 FORMCHECKBOX 
 Other (define)_______________________________________________________________________________________________

 FORMCHECKBOX 
Electrical Shock ON PT?  FORMCHECKBOX 
 NO  FORMCHECKBOX 
 YES, if yes – PT NAME: _________________________________________________
Malfunction/Injury/Death occurred:  FORMCHECKBOX 
 While on a patient            FORMCHECKBOX 
 During testing in the Depot      FORMCHECKBOX 
 Other (define in pt. info area)

Malfunction/Injury/Death was:         FORMCHECKBOX 
 Reported by a facility         FORMCHECKBOX 
 Reported by patient

(* If an injury or death is reported, specific details of the event and patient information must be provided immediately)

Patient Information (Required if “Malfunction/Injury/Death” occurred while in patient possession):

Patient’s Name (or tracking number): _________________________________________ Phone #: _______________________________

Patient’s Address: ________________________________ City: __________________ State: _________________ Zip: ______________

Injury/Death Information: __________________________________________________________________________________________

_______________________________________________________________________________________________________________

 FORMCHECKBOX 
 Additional Information Attached                  (Note:  Disinfect and clear bag the device prior to return to OrthoRehab.  Identify as disinfected.)                   



	


To obtain a PER # Fax this completed form to: 866-422-2601
All Items should be returned to: 1415 W. 3rd Street, #101, Tempe, Arizona 85281-2434

(PER # MUST be written on the OUTSIDE of Box )
Section 2 - Completed by OrthoRehab Inc. Asset Control:

	PER #: ________________________________

RMA reviewed and PER # assigned by: ____________________________________________________________Date:_________________


Form #: rma8211
Filename:rma8211
Revision: 3/26/04

Section 1: Originator 
Completed by:  Print first and last name of person filling out the form.

Signature:  Signature (First and Last name) of person filling out the form. Signature must be legible.

Date:  Date the form was completed.

Facility Name:  If the complaint was made on a customer owned device, record the facility name here.

Phone #:  With area code, record the phone number of the Facility.

Fax #:  With the area code, record the fax number here.

Depot #:  Record the depot number of where the complaint originated.

Address, City, State and Zip:  Record the address of the facility if facility is recorded above.

Rental Fleet or Customer Owned:  Check the appropriate box.

Model #:  Record the entire model number of the device in question.

Full Serial #:  Record the entire serial number of the device in question.

Original, Service, or No Warranty:  Check the appropriate box relative to a warranty.

PO#:  If device was purchased, record the Purchase Order number.

Check all appropriate boxes that best describe the device’s malfunction. 

Detailed reasons for  “Out Of Box Failure” is Mandatory.

Malfunction/Injury/Death occurred:  Check the appropriate box.  Remember, if the event occurred while on a patient, provide 

                                                                the patient information.  For “other”, provide details of the event in the patient information area.

Malfunction/Injury/Death was:  Check the appropriate box of whom reported the complaint event.

Patient’s name:  If the patient made the complaint, or the complaint occurred while in the patients' possession, record the patient’s name. 

                            
If the event occurred in a facility and on a patient, but the facility will not provide the patient’s name, ask if they will                              provide a patient “tracking #”.

Phone #:  If the patient name is provided, record their phone number including area code. 

Patient’s address, City, State, and Zip:  If available, record here.  If the event occurred in a facility, and the facility will not provide 

                                                                    patient information, indicate reason.

Additional Information Attached:  Check the box if additional information is attached.

To Obtain a PER # fax back the completed form to: 866-422-2601 and a PER # will be assigned and faxed back to you.

Returned Devices: PER # must be written on the OUTSIDE of the box. 

Section 2: Asset Control
PER#:
Asset Control will assign the next available PER number and record.

RMA reviewed and PER # assigned by and date: The person reviewing the RMA and assigning the PER numbers will sign and date the RMA.  Signature must be legible.
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