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INITIAL INCIDENT REPORT FORMAT

DESTINATION

] Competent Authority”

AdAresS

[ MANUFACTURER U1 AUTHORISED REPRESENTATIVE

ADDRESS

TELEPHONE NUMBER e
TELEFAX NUMBER

REPORT DATE e e,



                        

1
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.............................................................................................................................

................................................................................................................

................................................................................................................

................................................................................................................
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------------------------------------------------------------------------------------------------------------------

..................................................................................................................

..................................................................................................................

..................................................................................................................

..................................................................................................................

Note : submission of this report does not, in itself, represent a conclusion by the manufacturer and/or
authorised representative or the competent authority that the content of this report is complete or accurate, that
the device(s) listed failed in any manner and/or that the device(s) caused or contributed to the alleged death or
deterioration in the state of the health of any person.
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FINAL REPORT FORMAT

DESTINATION

D Competent Authority
Address

I T I T R T T I T T T O T T T T T T T T T T T T S

..................................................................................................................

REPORTING FIRM NAME : Miamed Ltd .
T MANUFACTURER (] AUTHORISED REPRESENTATIVE
ADDRESS .15, Station Road Crosshills, Keighley West Yorkshire
UK B 20 T
CONTACT PERSON NAME
TELEPHONE NUMBER A4 1535 634542
TELEFAX NUMBER A41535 635582
INITIAL REPORT DATE e e e



Viamed Ltd

15, Station Road Crosshills, Keighley West Yorkshire

UK   BD20 7DT

44 1535 634542

44 1535 635582
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IF YES, TO WHICH COUNTRY (OTHER EEA COUNTRIES WHERE THE DEVICE IS
ON SALE) ..o e e et
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.............

FURTHER INVESTIGATION (IF ANY). ....ncriiiii ittt sis et e ntsee et neas

CORRECTIVE ACTION (IF ANY) oot iiiieiisssianasii e iae e tanraesns

PROJECTED TIMING ..ooovvrriiiiittatiitteeatiastiatistiesttsttssstsssaassssnnsassreanssnsnns
Note : submission of this report does not, in itself, represent a conclusion by the manufacturer and/or

authorised representative or the competent authority that the content of this report is complete or
accurate, that the device(s) listed failed in any manner and/or that the device(s) caused or contributed
to the alleged death or deterioration in the state of the health of any person.
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