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Phone: 888-258-5036
Fax: 844-668-8628
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The undersigned guarantees the following:
1- That all product returned to Independent Pharmaceutical, LLC are un-opened, un-adulterated, and sealed in original containers.
2- That all product returned to Independent Pharmaceutical, LLC have been stored, handled, and shipped in accordance with manufacturer guidelines, Federal, State and Local

Laws, while in the purchaser's custody and control.

3- That the specific unit(s) (exact unit(s)) being returned was purchased from Independent Pharmaceutical, LLC.

Customer Name/Title (Printed):

Customer Name (Signature):




