
ACCT CODE:                                               SHIP TO:     o Dispenser     o User             HEARING INSTRUMENT 
 

Account Name                                                                        User Name 
 
Address                                                                                   Addres s 
 
 
 
 
City                                                State       Zip                     C ity                                                S ta te       Zip 
 
 
P.O. No.                                                          o REPAIR          o REMAKE 
 
o IN WARRANTY     o OUT WARRANTY    o 6 mos    o 12 mos                                                                                                    

Additional charges for these services:  o 5+ yrs old    o New Shell    o New Faceplate    o Circuit Change                 

 

L _____________________________ 
 
R_____________________________ 
 
L____________      L____________ 
 
R____________      R____________ MA

KE
   

    
  S

ER
# 

MO
DE

L 

 

o Digital   o Programmable  o Analog 
 
DATE SENT                   NEED BY DATE 

PROGRAM SETTINGS     TRIMMER SETTINGS 
 

___________________  L 
 
___________________  R 

PLEASE ALSO SHIP 
 

o Order Forms   
       o ITE      o BTE      o Solace 
 

o Repair/Remake Forms   o Boxes   
 

o DHL Labels  

DETAILS OF USER COMPLAINT 
 

__________________________________________________________________ 
 
__________________________________________________________________ 
 
DISPENSER COMMENTS    o Please phone before repairing    o Repair estimate requested 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 

REMAKE           

        (Mark  areas  to be modified)

  

 FOR LAB USE ONLY                  DO NOT WRITE BELOW THIS LINE                 FOR LAB USE ONLY 

EVALUATION DATA  
 

_________________________________ 
 

_________________________________ 
 

_________________________________ 
 

_________________________________ 
 

_________________________________ 
 

_________________________________
                          

TECH # 

AHPS RRF0608KC 

DATE REC’D                    TRAY#                              INV#                                  DATE RET’D 
 
 
                       SERVICES PERFORMED 
 

 LEFT              CHARGE              N/C         RIGHT             CHARGE               N/C 
 
____________________________       ____________________________ 
 
____________________________       ____________________________ 
 
CODES: _____________________       CODES: ______________________ 
 
____________________________       _____________________________ 

 

REPAIR / REMAKE FORM 
Send whi te copy.  Keep yellow copy.   

 

Phone: 800-835-2001     Fax: 860-779-6501 

Amplisound 
Hearing Products & Services 

594 Putnam Road 
Danielson, CT 06239   

o SUPER SPEED SERVICE (24 hrs) 
                  plus shipping charges (refer to price list)     

   $25.00 Monaural        $45.00 Binaural 

amplisound 


