
 
 
 

WARRANTY CLAIM FORM 
 
• Important message to all authorized dealers 

a. We strongly recommend that you carefully read our warranty policy before 
processing your first claim to ensure an efficiency process.  

b. Each dealer needs to notify the carrier for all damaged that occurred during 
transportation and obtain the carrier signature on his copy.  The carrier 
signature is essential to process a claim with a Transportation Company. 

 
AUTHORIZED DEALERS OR OWNER INFORMATION  
 
• Authorized dealer or owner name  _____________________________ 
• Adress _______________________________________________________ 
• City                     ________________________ 
• Province / State ________________________ 
• Zip code  ________________________ 
• Phone number ________________________ 
• Fax number ________________________ 
• Email address ________________________ 
 
VEHICLE INFORMATION 
 
• Vehicle serial number  __________________ 
• Engine serial number  __________________ 
• Authorized dealer number __________________ 
• Purchase date __________________ 
• Model __________________ 
• Year __________________ 
 
DEFECT PARTS LISTING 
 
Parts # *          Description                Claim         Quantity
                  reason 
 
___________ ____________________ _______________________ _______ 
  
___________ ____________________ _______________________ _______ 
 
___________ ____________________ _______________________ _______ 
 
 
 



 
 
 
___________ ____________________ _______________________ _______ 
 
___________ ____________________ _______________________ _______ 
 
___________ ____________________ _______________________ _______ 
 
___________ ____________________ _______________________ _______ 
 
___________ ____________________ _______________________ _______ 
 
___________ ____________________ _______________________ _______ 
 
 
 
All warranty claim needs to be submitted by fax at (819) 
840-0402 or through email at our parts and warranty 
department at: 
 
parts@nordikmotor.com 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


