
Please email this form and any questions to:  complaints@tracoe.com
 

Name of authorized distributor

REF Number and Size Quantity

Lot number Date of incident

The fault was noticed: Device was used:

 before use  during use from:  until: 

Please describe what happened 
(and which corrective actions 
have been taken). 

Was medical intervention needed?  Yes  No Which intervention?

How is the patient‘s condition?

When was the stoma created?

Is the device available  
for examination?

 Yes  No Are photographs of the  
faulty device available? 

 Yes  No

Has the product been cleaned /  
disinfected / sterilized during use?

 Yes  No If yes, which agent was 
used? How often?

Contact person for further information (please enter clearly and legibly):

Name:  Tel.no.: E-Mail:

DECONTAMINATION: 

Faulty products are to be returned thoroughly cleaned and decontaminated.

I hereby confirm, that (please tick appropriate boxes): 

the enclosed medical device has NOT been in contact with blood or other body fluids and is therefore 
without any biohazard. This is confirmed by my signature (see below).

the enclosed medical device has been in contact with blood or other body fluids during usage. 
The product was cleaned and decontaminated by:

Disinfection with %  lasting  min.

CAUTION: Under no circumstances disinfectants may be used that release chlorine or substances that contain strong alkalis 
or phenol derivatives.

Return product in airtight packaging to: TRACOE medical GmbH | Reichelsheimer Str. 1 / 3 | 55268 Nieder-Olm, Germany

Date Signature

TRACOE medical GmbH | Germany | phone: +49 6136 9169-0 | info@tracoe.com 
  www.tracoe.com |  www.tracoe.com/en/downloads |  www.facebook.com/tracoe 
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This is a digital fillable PDF. 

Name / Department
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