
If you are purchasing with a credit card, your billing and shipping addresses must be the same. If your shipping
address is different from your billing address (please state), you must make arrangements with your credit card
company to verify the shipping address.

Be advised that we do not provide products for evaluation. Make absolutely sure that the product you are ordering is
exactly what you need. All customized product(s) including those that are embroidered, monogrammed or prescrip-
tion eyeglasses are non-cancellable and not returnable.

1. Defective products will be accepted for exchange or repair only. There will be a restocking fee of 20% on all
returned or refused merchandise. Only merchandise credits will be issued for returns. In order to receive an
exchange, the defective products must be returned in their original packaging and boxes. Any manuals and/or
documents must accompany the product.

2 Any returns or returns for repairs must be accompanied by a “RETURN MERCHANDISE AUTHORIZATION”
NUMBER (RMA#) issued by an AADCO Medical, Inc., authorized representative.

3. SHIPPING CHARGES ARE NOT REFUNDABLE.

4. All new products come with the manufacturers warranty unless otherwise stated on invoice.

This is my signature to certify that all of the information stated above is correct and that I agree with all policies of
AADCO Medical, Inc., as stated on this document.

Signature: _____________________________________ Date: _________________

AADCO Medical, Inc.
P.O. Box 410
Randolph, VT  05060

Tel: 802-728-3400 Fax: 802-728-3107

Credit Card (Check One)                MasterCard                  Visa                  American Express

Credit Card Number                                                                                            Exp. Date  _________

Name on Card ____________________________________

for the amount of $ _________________________________ (plus freight & handling to be added)

The billing address of the cardholder is as follows:

Address _______________________________________

City ___________________ State ____ Zip ___________

Home Phone _______________ Work _______________

Fax _______________________

To our Customer:

For credit card purchases, please provide the information requested below and FAX a copy back to us at
(802) 728-3107.

This is to certify that I, __________________________ , with a drivers license or passport number of
__________________ , give permission to AADCO Medical, Inc. to charge my:

Credit Card Purchase Policy

The shipping address (if different from billing address):

Address _______________________________________

City ___________________ State ____ Zip ___________
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