Return Authorization

Request Form M i Medh\/{;
M

500.300.F01

Requestor Company:

MiMedx Employee:

RETURN AUTHORIZATION REQUEST

Facility Name:

Facility Address:

Requestor Email Address: Phone:

Detailed Reason for Return:

Product Number & Description Tissue ldentification Numbers

Customer Signature: Date:

Authorized Representative

Printed Name & Title:
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The documentation and information contained in this procedure are confidential. They are the property of MiMedx Tissue Services, LLC and are not to be copied, distributed, or
forwarded to third parties without written permission.



