Warranty Claim Form

Customer Information:

Full Name:  _________________________________________________________________

Address:  ___________________________________________________________________

City:  ____________________________  State:  ________  Zip Code:  _________________

Home Phone Number:  _____________________________ Approx. Time:  ______________

Cell Phone Number:  _______________________________ Approx. Time:  ______________ 

Please provide date and/or location of purchase below (both would be appreciated):

Date of Purchase:  ___________________________________________________________

Location of Purchase:  ________________________________________________________

Please provide the name of item and/or classification (both would be appreciated):

Name of Item:  ______________________________________________________________

Classification:

[ ]  TRANS 50/50™ 
riding sunglass with transitional lenses

[ ]  Gloggle™ 

riding sunglass with polycarbonate lenses

[ ]  Poly-Tuff™ 

sunglass with polycarbonate lenses

[ ]  Blare™ 

sunglass with polarized lenses

[ ]  Overs™ 

sunglass or goggle for prescription lens wearers

[ ]  ZTR-90™ 

flexible frame styles

[ ]  Goggles

eyewear with an adjustable band or strap

[ ]  Universal Kits™
kits with interchangeable lenses

Please provide date of the item’s failure:  ______________________________________

If you cannot give an exact date, an approximate date is sufficient, and please be as detailed as possible.

___________________________________________________________________________

___________________________________________________________________________

Please provide a detailed reason why the item failed: (More than one sentence, please.)
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Date of Claim:  ___________________  Signature:  _________________________________

Please send along with this Warranty Claim Form, the damaged glasses, and 7.00 for S/H

To: MCE Warranty Claim Department, PO Box 346, St. Ignace, MI 49781

Rec. Date of Claim: ____________________________________________________


Problem:  ____________________________________________________________


Resolution:  __________________________________________________________


____________________________________________________________________


________________________________ Date of Resolution: ___________________








