
RETURN AUTHORIZATION 
REQUEST FORM 

 
 

Date: ____________________    Contact Name: ________________________ 
 
Retailer’s Name _________________________   Tel.:# ___________________________ 

 
Shipping Location: _______________________________  Fax #: ______________________________ 

 
 
 
 

 
QTY 

 
MODEL # 

 
SERIAL # 

 
COMPLAINT 

 
CONSUMER’S NAME 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

     
 
 

 
 

 
 

 
 

 
 

 

IINNSSTTRRUUCCTTIIOONNSS::  
 
 
1. Please complete the above information (print clearly) and fax form to 514.745.6068 or 1.888.553.7827 to the attention 

of Service Dept along with the original bill of sale. 
 
2. Bill of Sale must accompany the items sent in for service otherwise warranty will be VOID. 

3. Do not ship using the original retail carton.  Please ship original retail carton and goods inside an appropriate shipping 
container. 

 
4. When shipping the above product, clearly print the RA# on the outside of the shipping carton, and ship via any courier 

of your choice – PREPAID, otherwise it will be REFUSED by our receiving department. 
 

5. Any items refused for warranty upon inspection will automatically be returned to the customer freight collect. All 
warrantied items replaced or repaired will be shipped back freight prepaid. 

 
                      
                                                

 

  

  
 

RRAA  ##  DDAATTEE  IISSSSUUEEDD::  

For Office use only. 

AutoMobility Distribution Inc. 
400 Wright, St-Laurent, PQ  H4N 1M6 

T. 514.745.8030  Toll Free: 1-888-55-START   F. 514.745.6068 
www.automobilitydistribution.com 

****RRMMAA  IISS  VVAALLIIDD  FFOORR  3300  DDAAYYSS  FFRROOMM  TTHHEE  DDAATTEE  OOFF  IISSSSUUEE..    AANNYY  UUNNIITTSS  RREETTUURRNNEEDD  AAFFTTEERR  TTHHEE  3300  DDAAYYSS  WWIILLLL  BBEE  RREEFFUUSSEEDD****


