
 
 

General Patient Information Form 

To return the product to the Becker Orthopedic for credit, please provide the following 

information and a copy of the product label.  

 

Date: _________________ 

Product Serial Number (SN): _________________________ 

Product Lot Number: __________________________ 

Year of Manufacture: ________________ 

Patient Height: _____________________ 

Patient Weight: ____________________ 

Patient Age: _______________________ 

Activity Level of Patient: ________________________ 

Patient Diagnosis: _____________________________ 

What was the patient doing when the product failed?:  
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