
                       

                                                 

                  
 

 
CUSTOMER RECALL RETURN RESPONSE FO R M  

 
 
 
PLEASE FAX COMPLETED RESPO N SE FORM TO 1-877-625-2747 (1-877-6CLARIS) 
 
Prod uc t d e ta ils NDC Lot N um b e rs 
Ciprofloxa c in in De xtrose  (5% ) Inj., USP 200m g /100m L Ba g   36000-008-24 All Lot N um b e rs 
Ciprofloxa c in in De xtrose  (5% ) Inj., USP 400m g /200m L Ba g   36000-009-24 All Lot N um b e rs 
M e tronid a zole  Inje c tion, USP 500m g /100m L Ba g   36000-001-24 All Lot N um b e rs 
Ond a nse tron in De xtrose  (5% ) Inj., 32m g /50m L Ba g   36000-014-06 All Lot N um b e rs 
 
Ple a se  c he c k ALL a ppropria te  e ntrie s. 
 
___ I ha ve  re a d  a nd  und e rsta nd  the  re c a ll instruc tions provid e d  in the  Custom e r N otific a tion/R e c a ll 

Com m unic a tion le tte r d a te d  M a y 30, 2010. 
 
___ I ha ve  c he c ke d  m y stoc k a nd  ha ve  qua ra ntine d  inve ntory c onsisting  of ______ units (IV Ba g s). 
 
Ind ic a te  d isposition of re c a lle d  prod uc t: 
 

Ciprofloxa c in in De xtrose  (5% ) Inj., USP 200m g /100m L Ba g , NDC: 36000-008-24  
Disposition Q ua ntity Da te  M e thod  
re turne d        
d e stroye d        
qua ra ntine d        
    
Ciprofloxa c in in De xtrose  (5% ) Inj., USP 400m g /200m L Ba g , NDC: 36000-009-24  
Disposition Q ua ntity Da te  M e thod  
re turne d        
d e stroye d        
qua ra ntine d        
    
M e tronid a zole  Inje c tion, USP 500m g /100m L Ba g , NDC: 36000-001-24   
Disposition Q ua ntity Da te  M e thod  
re turne d        
d e stroye d        
qua ra ntine d        
    
O nd a nse tron in De xtrose  (5% ) Inj., 32m g /50m L Ba g , NDC: 36000-014-06  
Disposition Q ua ntity Da te  M e thod  
re turne d        
d e stroye d        
qua ra ntine d        

 
 
 
 
 



                       

                                                 

                  
 

 
 
 
___ I ha ve  id e ntifie d  a nd  notifie d  m y c ustom e rs tha t w e re  shippe d  or m a y ha ve  b e e n shippe d  this prod uc t 

a nd  ha ve  c om m unic a te d  tha t w e  a re  c ond uc ting  a  sub -re c a ll to our d ire c t a c c ount c ustom e rs. 
 
Da te  of c om m unic a tion: ___________________________________________ 
 
M e thod  of c om m unic a tion: _______________________________________ 
 
H a ve  the re  b e e n a ny Ad ve rse  Eve nts a ssoc ia te d  w ith re c a lle d  prod uc t?      ____   Ye s  ____   N o 
If ye s, ple a se  e xpla in:_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________________________ 
 
 
Ple a se  c he c k the  a ppropria te  e ntrie s to d e sc rib e  your b usine ss 
 
 ___    W hole sa le r/d istrib utor         ___   Re ta ile r   ___   Pha rm a c y – re ta il      ___   H ospita l 
 
 ___    Pha rm a c ie s                ___    H ospita l/M e d ic a l fa c ility ___    M e d ic a l la b ora tory      ___   Othe r 
 
 
Ple a se  provid e  Conta c t Inform a tion for Pe rson Com ple ting  R e sponse : 
 
N a m e    :____________________________________________________________________________________________________ 

Title    :____________________________________________________________________________________________________ 

Te l N um b e r  :____________________________________________________________________________________________________ 

Fa c ility   :____________________________________________________________________________________________________ 

Ad d re ss   :____________________________________________________________________________________________________ 

City, Sta te , Zip  :____________________________________________________________________________________________________ 


