FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM

pynacare-

€ 245 Pall Mall St., London, ON N6A 1P4 D 2586158 .

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE SPECIMEN ID NO. ACCESSION NO.

A. Employer Name, Address, |.D. No. B. MRO Name, Address, Phone No. and Fax No. ’
L‘-' \ : t L 3 3 l’-:-

: B : * X P Llole& Y1075 £-465
A S A g6 42 OO T 4 YA '

C Donor SSN or Employee I.D., or CDL State and No. _-{" A Bt I o B B = R £ J/ y -

- D. Specify Testing Authority: [JHHS ~ [INRC Specufy DOT Agency OFMCSA [JFAA [JFRA [FTA [JPHMSA [JUSCG

E. Reason for Test: [JPre-employment [ F}andom [C] Reasonable Suspicion/Cause [ Post Accident []Returnto Duty []Follow-up [ Other (specify)
F. Drug Tests to be Performed: E}‘PHC COC, PCP, OPI, AMP [JTHC & COC Only ] Other (specify)

G. Collection Site Address: /|17 ( eCt Collector | ] Aol = 9 7} L (4| A £ Al Al ALl Ol F
oY RFVES T -1 - Contact | “/ rl 9445 9N Z £ *1 4| Contact NI ZL S ) i1/l £l
1'% TLOL> 2 Info: Phone ) W4 - e et Bt ‘| Info: Fax ] Q|| &1 ¢ | J| [|&q €
lind L 71Cie. RS ”.”/' - . Other
% STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Ij«tﬁlNE [ JORAL FLUID
COLLECTION: [ S(ht (] Single [ None Provided, Enter Remark. P d

URINE: Collector reads urine temperature within 4 minutes. Temperature between 90° and 100° F? EP@S [INo, Enter Remark [ ]Observed, Enter Remark
'ORAL FLUID: Split Type: [[] Serial [] Concurrent .[ ] Subdivided Each Device Within Expiration Date? [ 1Yes [JNo | []Volume Indicator(s) Observed

REMARKS: 57020

STEP 3: Collector affixes seal(s) to bottle(s)/tube(s). Collector dates seal(s). Donor initials seal(s). Donor completes STEP 5 on Copy 2 (MRO Copy)

STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TEST FACILITY
| certify that the specimen given to me by the donor identified in the certification section on Copy 2 of this form was collected, labeled, sealed and released to the Delivery Service noted in

accordance with applicable ‘f.ederal requirements. : : 1 g 0 SPECIMEN BOTTLE(S)/TUBE(S) RELEASED TO:
5 & VNS A S Time .°f QS n é:‘: » Name of Delivery Service Transferring Specimen to Lab
' : Signature of Collector - Collection [ 4 I °
Y : Date ~ Al A A2~ A9 » [JDynacare urolator
M A CTE S (PRINT) Collectors Name (First MI. Last) (Mo/Day/Yr) | \/| &4 & | &~ ] &~ &T []Other

STEP 5: COMPLETED BY DONOR

| certify phat | proyded my specimen to the collector; that | have not adulterated it in any manner; each specimen bottle/tube used was sealed with a tamper-evident seal
in my pesence; and that the information prowded on this form and on the label affixed to each specimen bottle/tube is correct.

gnature ot\ nor

: (PRINT) Donor's Name (First, MI, Last) Date (Mg/Day/Y
%\(\qh Ll% é (onDaytlme Phone No. Sﬂ) L{%ﬂ“ Evening Phone No. (___) Date of Birth _.2— \i h?&

O V' Email addressv : : (Mo/Day/Yr)

After the Medical Review Officer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and
over-the-counter medications you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT
NECESSARY. If you choose to make a list, do so either on a separate piece of paper or on the back of your copy (Copy 5). — DO NOT PROVIDE THIS

INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU.
STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN [ ] URINE []ORAL FLUID

In accordance with applicable federal requirements, my verification is:
[] NEGATIVE [] POSITIVE for:

(] DILUTE
(] REFUSAL TO TEST because — check reason(s) below: ] TEST CANCELLED-
[[] ADULTERATED (adulterant/reason): .
[C] SUBSTITUTED -
[] OTHER:
REMARKS:
X 4 B |
Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, M, Last) Date (Mo/Day/Yr)

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN
In accordance with applicable federal requirements, my verification for the split specimen (if tested) is:

[] RECONFIRMED for:
[_] FAILED TO RECONFIRM for:

T _

X | L : St  '/ /

Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, MI, Last) : Date (Mo/Day/Yr)
COPY 2 - MEDICAL REVIEW OFFICER COPY

[ ] TEST CANCELLED

GURIVT SINGH oL 23 202

'
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FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM

pynacare-

AFrOCAEN

‘ 245 Pall Mall St., London, ON N6A 1P4 D o000 1O

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE SPECIMEN ID NO. ACCESSION NO.
A Employer Name Address l. D No B. MRO Name, Address Phone No and Fax No.

.4 4 ¥ (‘ \ _— —,' = 3 Y 1B vy ‘
| \“* | ér, \0 1,./\\: :_\ \v\ o ‘i "v_ i q ...r‘._ X SR IRS’ -‘, A o

y -

’ M # / g b il Chl ™3 i N )
D A Al 2l e A 44| 2 1IN )

s F |

C. Donor SSN or EmployeeID or CDL State and No. U/ QI A g ] Ol (A 67| b

o

P

E. Reason for Test: [¥Pre-employment []Random [] Reasonable Suspicion/Cause [ Post Accident [] Returnto.Duty [ Follow-up [ Other (specrfy)
F. Drug Tests to be Performed: DTHC COC, PCP, OPI, AMP DTHC & COC Only (] Other (specrfy)

D. Specify Testing Authority: [JHHS - [INRC Specify DOT Agency: [WMCSA [IFAA [IFRA [JFTA [JPHMSA [JUSCG

G. Collection Site Address: 11}7 [ ~ 9¢ 4 - Collector | . | | ol o sl g ] 117 Collector |~ | i | A le2| c2| G S |2 7
o e " | Ve \ x \ Contact X1 ial L c—-‘ oy - ~’, (:4 A.;{ : _ Contact ==~.;’~ \ §21 J| . 174 71 6l /’:7
Info: Phone L& %1 &) A A A *| f| “ ™ inforFax | Y| |F A ] T ¢ -
v i/ Vs Other
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). [JWRINE [JORAL FLUID

COLLECTION: D’gplrt (] Single [ None Provided, Enter Remark.

URINE: Collector reads urine temperature within 4 minutes. Temperature between 90° and 100° F? E;lXés [“INo, Enter Remark E}Ogserved Enter Remark

ORAL FLUID: Spht Type: [] Serial [] Concurrent [] Subdivided | Each Device Within Expiration Date? [ Yes [INo E] Volume Indicator(s) Observeq

=3 — T

3 . - Ve -~ i & -y 3 ':_ &7 ol ™ o . ~ ﬁﬂ ' '_:—
REMARKS g J \ J\ { ' /t \’\_;.‘._‘_',-.-) ‘e‘., ¢ 7y ’l; ..: S i" L..\ ‘,\Z\’ 1 § x;‘v‘_’;,‘-i': 7" r‘, { l‘“f‘ »;,-'.. ’, b S.\ 57020 \ p ,_—. i

"11—

STEP 3: Collector affixes seal(s) to bottle(s)/tube(s). Collector dates seal(s). Donor initials seal(s). Donor oompletes STEP 5 on Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TEST FACILITY

| certify, that the $pecimen given to me by the donor identified in the certrfrcatron section on Copy 2 of this form was collected, labeled, sealed and released to the Delivery Service noted in

accofdance with applrcable federal requirements. SPECIMEN BOTTLE(S)ITUBE(S) RELEASED TO:
X v’ B fet e Time °f { L. ! Vills' G Foe Name of Delivery Service Transferring Specimen to Lab
e : . Collection 8 § L/ O PM :
' : Signature of Collector - D Dynacare D' Pﬁrolator
JA DI [THITAe- ome 031 [l 2l A2 >
PRINT) Collector's Name (First, MI, Last (Mo/Day/¥r) | W] «J|} |\J| &= ]| & = []Other

STEP 5: COMPLETED BY DONOR

| certify thg#1 provided my specimen to the collector; that | have not adulterated it in any manner; each specimen bottle/tube used was sealed with a tamper-evident seal
in my ence; and that the information provided on this form and on the label affixed to each specimen bottle/tube is correct.

WM_-_ ) TYRONE  DING WAL 02 N 70l

Signature of Don r (PRINT) Donor’s Name (First, Ml, Last) Date (MOIDWN(%
ﬁhqum e L(WDaytrme Phone No. H ‘b w'aslqEvenmg Phone No. ( ) Date of Birth ”’
Email address (MoIDayIYr)

After the Medical Review Offrcer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and
over-the-counter medications you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT
NECESSARY. If you choose to make a list, do so either on a separate piece of paper or on the back of your copy (Copy 5). — DO NOT PROVIDE THIS
INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU.

- STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN [] URINE []ORAL FLUID
In accordance with applicable federal requirements, my verification is:

D NEGATIVE (] POSITIVE for:
¢ ‘] DILUTE
[] REFUSAL TO TEST because — check reason(s) below:

: : [ ] TEST CANCELLED
- [] ADULTERATED (adulterant/reason):
. '[] SUBSTITUTED ’
_ [] OTHER:
REMARKS:
x : = N} e o / /
. Signature of Medical Review Officer (PRINT) Medical Review Officer’'s Name (First, Mi, Last) Date (Mo/Day/Yr)
STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN
In accordance with applicable federal requirements, my verification for the split specimen (if tested) is:
[:] RECONFIRMED for: __ : [ ] TEST CANCELLED
(] FAILED TO RECONFIRM for: |

REMARKS: _
X < / /

Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, MI, Last) Date (Mo/Day/Yr)

COPY 2 - MEDICAL REVIEW OFFICER COPY

8510-0€60 'ON BINO



FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM

pynacare

. 245 Pall Mall St., London; ON NGA 1P4 D [ AN o i &7
'STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE SPECIMEN ID NO. ACCESSION NO.

A: Employer Name, Address, |.D. No. B. MRO Name, Address, Phone No. and Fax No.

3 \/ L ' ' | '. i ‘ ;-"\ C ] ) p V ;’ ,J y
C. Donor SSN or Employee I.D., or CDL State and No. o I s e e L R o (IS e s MR e WA W
D. Specnfy Testing Authority: [JHHS [ INRC Specify DOT Agency: [lFMiCSA [JFAA [JFRA [JFTA [JPHMSA [JUSCG

E. Reason for Test: [] Pre-employment [ Ra;ldom [[] Reasonable Suspicion/Cause [] Post Accident [JReturnto Duty [JFollow-up [ Other (specify)
F. Drug Tests to be Performed: DTHC COC, PCP, OPI, AMP [JTHC & COC Only (] Other (specify)

G. Collection Site Address: ¢ Collector | Al 2 5] Collector [ ‘
v, : . Contact o s K I ~ &4l /) /L Contact L
: Info: Phone /| A4 ~1 ¢ “1" ™" Info: Fax
| &éledde Heaul i€, 225 TES 5 Other
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). [JURINE [ JORAL FLUID
COLLECTION: B"’gplit (] Single [ None Provided, Enter Remark. -,

URINE: Collector reads urine temperature within 4 minutes. Temperature between 90° and 1002 F? [Yes  [INo, Enter Remark  [JObserved, Enter Remark

ORAL FLUID: Split Type: [] Serial (] Concurrent [ Subdivided Each Device Within Expiration Date? I:l Yes DNo | [ Volume Indicator(s) Observed

REMARKS: U)ONOC Xetuased 10 \nhe S LS P S 57020

L —

STEP 3: Collector affixes seal(s) to bottle(s)ltube(s) Collector dates seal(s). Donor Imtials seal(s) Donor completés STEP 5 on Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY -.INITIATED BY COLLECTOR AND COMPLETED BY TEST FACILITY

| certify-that the specimen given to me by the donor identified in the certification sectlon on Copy 2 of this form was collected, labeled, sealed and released to the Delivery Service noted in

_ accordance w:th appltcable federal requ:rements J» B . SPECIMEN BOTTLE(S)ITUBE(S) RELEASED TO:
i Y : _ - ‘ Time Pf ¢ A : Cl ém B> Name of Delivery Service Transferring Specimen to Lab .
) Stgnature of Collector Collection = -
; Date | o . ey [IDynacare [J Purolator
f J10d momeyve) | LA || R 4 QYU L »
PRINT) Collector’s Name (First, M, Last ; SN Y MDA ] et [ Other

STEP 5: COMPLETED BY DONOR

| certify that | provided my specimen to the collector; that | have not adulterated it in any manner; each specimen bottle/tube used was sealed with a tamper-evident seal
in my presence; and that the information provided on this form and on the label affixed to each specimen bottle/tube is correct.

Rood N Kepewhew oM, 18 22

Signature of Donor (PRINT) Donor’s Name (First, Mi, Last) Date (Mo/Day/Y
\L'Q/ ?)7/‘ My‘n%one No. 3543‘ o A Evening Phone No. () Date of Birth 0‘0 / l:}' ﬁxo
Email address : ' (Mo/Day/Yr)

After the Medical Review Officer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and
over-the-counter medications you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT
NECESSARY. If you choose to make a list, do so either on a separate piece of paper or on the back of your copy (Copy 5). — DO NOT PROVIDE THIS
LINFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU. '

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN |:] URINE I:I ORAL FLUID
In accordance with applicable federal requirements, my verification is:
[] NEGATIVE ] POSITIVE for:
* [ DILUTE
] REFUSAL TO TEST because — check reason(s) below:
' [] ADULTERATED (adulterant/reason):

[] SUBSTITUTED
[] OTHER:

[JTEST CANCELLED

REMARKS:

/ /

Signature of Medical Review Officer (PRINT) Medical Review Ofﬂcer'e Name (ﬁfst, MI, Last) Date (Mo/Day/Yr)

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN
In accordance with applicable federal requirements, my verification for the split specimen (if tested) is:

-

[ ]RECONFIRMED for: _ . [ ] TEST CANCELLED
[] FAILED TO RECONFIRM for:

/ /

X

Signature of Medical Review Officer (PRINT) Medical Review Officer’s Name (First, Mi, Last) Date (Mo/Day/Yr)
COPY 2 - MEDICAL REVIEW OFFICER COPY

8510-0£60 ON 8INO




FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM

pynacare-

NEOCLT1 BT

’ 245 Pall Mall St., London, ON N6A 1P4 D £ \J d e & |

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE SPECIMEN ID NO. ACCESSION NO.

A. Employer Name, Address, |.D. No. B. MRO Name, Address, Phone No. and Fax No. ’

." \ 4 "/ : £\ \ " "_er T\ Y £ ¢ 4 . : - ¥ Yink anihE G
f { ‘:’« l £ L
= ] : '
C. Donor SSN or Employee .D., or CDL State and No.| | “4 & P4 " } } ) L (/’ Lj A B Yoo fj -] f=d - o
D. Specify Testing Authority: [JHHS - [IJNRC : Specify DOT Agency CFficsA [CFAA  [JFRA  [IFTA - [JPHMSA El USCG

E. Reason for Test: [ Pte-employment [ ]Random [] Reasonable Suspicion/Cause [ Post Accident [ ] Returnto Duty []Follow-up [ Other (specify)
F. Drug Tests to be Performed: [}PHC, COC, PCP, OPI, AMP [JTHC & COC Only ] Other (specify)

G. Collection Site Address o { \lort Collector | _ | { d~lAal s || Collector | _ 1 sl | e/ tlesl Al A =
& f AL 3 N e - Contact X1iAal Wl A = SN <=7 &f| / Contact |1 4 1) | A7 |“7| A
1oL TRV ® : Info:Phone [ L2 %] *7] A& o] (] §] & " | InforFax L L1 S| ™] ] : A B i |
AL ol RS TTR2 O3 F Other
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). CJURINE [ JORAL FLUID

COLLECTION: \-'S'pllt (1 Single []None Provided, Enter Remark.

URINE: Collector reads urine temperature within 4 minutes. Temperature between 90° and 100° F? []Yes 306, Enter Remark [ _]Observed, Enter Remark

ORAL FLUID: Spllt Type L] Senal L] Concurrent (] Subdivlded Each Device Within Expiration Date? l:l Yes DNo ("] Volume Indicator(s) Observed

REMARKS: TOR. - 1 ok Z 3¢ Z2ad Oneved colleChnon N2SReisS e 57020

STEP 3: Collector affrxes seal(s) to bottle(s)/tube(s) Collector dates seal(s) Donor rnltrals seal(s) Donor completes STEP 50n Copy 2 (MRO Copy)
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TEST FACILITY

| certify that the speﬁimen given to me by the donor identified in the certification section on Copy 2 of this form was collected, labeled, sealed and released to the Delivery Service noted-in

accordance with ‘applicable, federal requirements. " I T« El o SPECIMEN BOTTLE(S)/TUBE(S) RELEASED TO:
x _ ﬁ AAA . I \ o ' CT:|met'0f _‘ b3 g 0 ém B Name of Delivery Service Transferring Specimen to Lab
T 77 Signature of Collecto oliection AMAR A s
N T 97 9 T : e SEEETP i 7y % 1 (] Dynacare [JiParolator
imid.a Uit o ) (MoDay/Yr) | Ul O V| 3| A V| & &4 []Other

| certify thgy/l provided my specimen to the collector; that | have not adulterated it in any manner; each specimen bottle/tube used was sealed with a tamper-evident seal
in my predenge; and that the information provided on this form and on the Ia.bﬁigﬂmed to each specimen bottle/tube is correct.

YEoNeE Dina wAL 03,IS 2001

A}

SignaWre ol Donor‘ 4, . (PRINT) Donor’s Name (First, MI, Last) Date (Mo/Day/Yr
“\'dbuQ\N“«\ ‘g‘%me Phone No. ( Ilk 22['037—ltvening Phone No. (___) ' (Q \ ' '

Date of Birth \ \ /

Email address (MoIDay/Yr)
After the Medrcal Review Officer receives the test results for the specimen identified by this form, he/she may contact you to ask about prescriptions and
over-the-counter medications you may have taken. Therefore, you may want to make a list of those medications for your own records. THIS LIST IS NOT

NECESSARY. If you choose to make a list, do so either on a separate piece of paper or on the back of your copy (Copy 5). — DO NOT PROVIDE THIS
INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY 5 WITH YOU.

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN D URINE D ORAL FLUID
In accordance with applicable federal requrrements my verification is:

D NEGATIVE ] POSITIVE for:
(] DILUTE ;

[C] REFUSAL TO TEST because — check reason(s) below:

. ] TEST CANCELLED
[] ADULTERATED (adulterant/reason):
[] SUBSTITUTED
[] OTHER:
REMARKS:
X ' o s AR / i
Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, M, Last) - Date (Mo/Day/Yr)
STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN ' 4 ‘ '
In accordance with applicable federal requirements, my verification for the split specimen (if tested) is:
[ ]RECONFIRMED for: [ ] TEST CANCELLED
(| FAILED TO RECONFIRM for:
o _
X [ /
Signature of Medical Review Officer (PRINT) Medical Review Officer’'s Name (First, Mi, Last) Date (Mo/Day/Yr)

COPY 2 - MEDICAL REVIEW OFFICER COPY

8510-0€60 'ON GNO




FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM

vynhacare

. @ 245 Pan mall St., London, ON N6A 1P4 - D ZIOOLI 3
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE SPECIMEN iD NO. ACCESSION NO.
'A. Employer Name, Address, |.D.No. = B. MRO Name, Address, Phone No. and Fax No. ) *
Wil & ‘J\"&/

: - . N ) c o . ) . . A V) ’ :. ’/ / ( /‘ ’/’ ‘(l; ,/’ . ] /” ( /ﬁl -l J ‘Z.-w
C. Donar SSN or Employee 1.D., or CDL State and No. L s s i e . O = < ey 0 -
D. Specily Testing Authority: “HHS [INRC * Specify DOT Agency: - WPMCsA LIFAA  TIFRA TIFTA * [JPHMSA 7 US_CG
E. Reason for Test: [ Pre-employment A Aandom " Reasonable Susplmonr’Cause [ Post Accident [ Return to Duy [ Follow- -up [ Other (specify)

F. Drug Tests to be Performed:, LJ C COC PCP, OPI, AMP [ THC & COC Only [ iOther (specify)

; \
(
c

N
N
r

G.Collection Site Address: V) { oo 1 & (4 Coliector (o | |4 | 5| |l | £ g~ | Colloctor [, 1.
VTRV Y- asss Fhe e - Contact 97 AN I g ' i|. Contact 1= |-
y - L0y W . Info:Phone Lix [ = I A "1 Info:Fax L 21 & :
ALAN A" \ -:' « L “THZ | Oh*S / i . Other
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). - [JURINE m ORAL FLUI_D oo '

COLLECTION: [Split [ Single —1None Provided, Enter Remark. : - P .
URINE: Collector reads urine lemperature within 4 minutes. Temperature between 90° and 100° F? DY’ es |_|No, Enter Flemark |"|'Obs'erved Enter Remark
ORAL FLUID: Spht Type [ ] Serial i1 Concurrent .1 Subdl\nded ] Each Device Wlthln Expiration Date? {1 Yes DNO [ J Volume Indlcator( )Observéd

REMARKS: “Yud L)t' A \'\ > (€ ‘ : tA ) oy, Lo 4 P"“” ;_l' % T, " 57020
STEP 3: Collector affixes seal(s) to bottle(s)/tube(s). Collector dates seal(s). Donor initials seal(s). Donor completes’ STEP 50n Cc‘pyr 2 WFIO Copy):
STEP 4: CHAIN QF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TEST FACILITY

{ certify that the spectmaﬂ given to me by the donor identified in ihe certification section on Copy 2 of this form was collected, fabefed sealed and released 1o the Delivery Service noted in

accordance w:ih appncab!e federa: requirements; . SPECIMEN BOTTLE(S)TUBE(S) RELEASED TO:
i ¥/ A .Tlme__of \ | ) ’/"i G %JBT%IJ ) > Name of Dalivery Service Transferring Specamen to Lab
{ / § gnature of Collector Collection | | | £ A il
= l I I l | | | | Date S 9] » -[1Dynacare TPurolator
- f‘~ |\,\ ) € ] : ~ # > 7 .
(PRAINT) ollectnrs Name (Flrst W, Last) (Mo./Day/Yr) i L _10ther

"STEP &: CO”PLETED BY DONOR

MAL\wA 6'? 2| , 22

fiive of Donor , {PRAINT) Banar’s Name (First, W, Last) Date Ma;nawya 7 C)

muoh Lﬁyﬂme Phone No. é) ggl qgvemng Phone No. (_)_____ Date of Birth

Email address U (MﬂlDayN r)

After the Medical Review Officer receives the test results for the specimen identified by this form, he/she may contact you to ask- about prescriptions and
over-the-counter medications you may have taken. Therefore, you may want to make a list of those medications for-your own records. THIS LIST 1S NOT
NEGESSARY: If you choose to make a list, do-so either on a separate piece of paper-or-on the back of your copy {Copy 5). — DO NOT PROVIDE THIS.

q INFORMATION ON THE BACK OF ANY OTHER COPY OF THE FOFIM TAKE COPY 5 WITHYOU. ~ . '

'STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPEC!MEN ' I:] URINE |:| OHAL FLUID
|in-accordance with applicable federal requirements, my verification is:
1] NEGATIVE - [ POSITIVE for:
- I BILUTE
[[] REFUSAL TO TEST because ~ check reason(s) below
] ADU LTERATED (adulterant/reason)
| SUBSTITUTED

(] OTHER:

[JTEST CANCELLED

REMARKS:

X = . L i

. Signaturs of Medical Review Officer o : (PRINT) Medicat Review Officer's Nama {First, Ml, Last) . Date (Mo/Day/Yr)
‘STEP 7: COMPLETED BY _MEDI_C'AL REVIEW OFFICER - SPLIT SPECIMEN
in accordance with applicable-federal requirements, my verification for the split specimen (if tested) is:

] RECONFIRMED for: .__ | ] TEST CANCELLED
" [ FAILED TO RECONFIRM for:

REMARKS: EE

“ Signature of Medical Revlew Officer {PRINT) Medical Review Officer's Name (First, MI, Last) Date {Mo/Day/¥r) .

COPY 2 - MEDICAL REVIEW OFFICER COPY

8510-0860 ON WO


Astra Hemming

Astra Hemming
SHY BLADDER


