
RETURN FORM

COMPANY NAME:______________________________________

ADDRESS:___________________________ CITY:_____________

PHONE #:______________________________________CONTACT:___________________________

PRV:____________ ZIP:___________

P.O.:____________________________

DATE REQUESTED:________________

DATE RECEIVED:________________

INVOICE / PACKING SLIP#:___________________________

25% RESTOCKING FEE ON PRODUCT/S WILL APPLY
PRODUCT/S WILL BE SHIPPED BACK ON CUSTOMERS OWN EXPENSE

COMMENTS:

Please fax to: 416-656-8417

c/o flavorgraphix
3 Landour Ave. Toronto, Ontario M6M 4J3

Phone: 416-577-7656     Fax: 416-656-8417
 e-mail: iflavor42@rogers.com

c/o flavorgraphix
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