PAML - PACLAB FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM
TVL-ALPHA:CLA 110 W. CLIFF AVE. HEH!

P.O. Box 2687 e Spokane, WA 99204
(509) 755-8600 x7  (1-877) 778-9590 Provipence HEALTH & SERvICES
FAX (509) 922-5281 Carsorte Heavrn INmiatives

www.paml.
SPECIMEN DNo.  B01621701 e
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO.

CLS-TCL.- MSCL
Toll Free 1 (877) 778-9590

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

C. Donor SSN or Employee 1.D. No.
D. Specify Testing Authority: [] HHS [] NRC [[] DOT — Specify DOT Agency: [] FMCSA [] FAA [] FRA [] FTA [ PHMSA [] USCG
E.Reason for Test: [] Pre-employment [] Random [_] Reasonable Suspicion/Cause [ ] PostAccident [ ] ReturntoDuty [] Follow-up [ ] Other (specity)
F. Drug Tests to be Performed: [] THC, COC, PCP, OPI, AMP [J THC & COC Only [] Other (specity)
G. Collection Site Address:

Collector Phone No.

Collector Fax No.

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.

Temperature between 80° and 100°F?  [] Yes  [] No, Enter Remark Collection: [ Split [ Single  [[] NoneProvided, Enter Remark | [] Observed, Enter Remark

REMARKS

STEP 3: Collector affixes bottle seal(s) to bottle(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 SPECIMEN BOTTLE(S) RELEASED TO:
collected, labeled, sealed and released to the Delivery Service noted in accordance with applicable Federal requirements.
X
Signature of Collector AM
/ / PM
PRINT) Collector's Name (First, M, Last Date iMdDﬂNr) Time of Collection Name of Delivery Service
RECEIVED AT LAB OR IITF: Primary Specimen SPECIMEN BOTTLE(S) RELEASED TO:
X Bottle Seal Intact
Signature of Accessioner O YES O NO
i / If NO, Enter remark
(PRINT) Accessioner's Name (First, MI, Last) Date (Mo/Day/Yr) | in Step 5A.
STEP 5A: PRIMARY SPECIMEN REPORT - COMPLETED BY TEST FACILITY
[J NEGATIVE [J POSITIVE for: [ Marijuana Metabolite (AS-THCA) [J 6-Acetylmorphine [0 Methamphetamine ] MDMA
[ DILUTE [ Cocaine Metabolite (BZE) [J Morphine [] Amphetamine [ MDA
O PCP [ Codeine [] MDEA
[0 REJECTED FOR TESTING [0 ADULTERATED (] SUBSTITUTED [J INVALID RESULT
REMARKS:

Test Facility (if different from above):
| certify that the specimen identified on this form was examined upon receipt, handled using chain of custody procedures, analyzed, and reported in accordance with applicable Federal requirements.

X / /

Signature of Certifying Technician/Scientist (PRINT) Certifying Technician/Scientist’s Name (First, Ml, Last) Date (Mo/Day/Yr)

STEP 5b: COMPLETED BY SPLIT TESTING LABORATORY

[J RECONFIRMED [ FAILED TO RECONFIRM - REASON
| certify that the split specimen identified on this form was examined upon receipt, handled using chain of custody procedures, analyzed,
and reported in accordance with applicable Federal requirements.

Laboratory Name

X
Laboratory Address Signature of Certitying Scientist (PRINT) Certifying Scientist's Name (First, Ml, Last) Date (Mo./Day/Yr.)
| HllillIHIIIIHINIIIII?IHIHIHIll PLace)  BUIozTD S =
(Mo./Day/Yr.) i
B01621701 A OVER |  SPECIMEN BOTTLE =<
CAP SEAL - ==
SPECIMEN ID NO. Donor’s Initials 3 : m
=
SLACE B01621701 [/ = X
OVER Date (Mo./Day/¥r.) —— = O
B01621701 B CAP SPECIMEN BOTTLE = M
SPECIMEN ID NO. SEAL Donor's Initals e
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Public Burden Statement:
An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays a currently valld OMB control

number. The OMB control number for this project is 0930-0158. Public reporting burden for this collection of information is estimated to average: 5 minutes/donor,
4 minutes/collector; 3 minutes/test facility; and 3 minutes/Medical Review Officer. Send-comments regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden, to SAMHSA Reports Clearance Officer, 1 Choke.Cherry Road, Room 7-1044, Rockville,

Maryland, 20857.



e FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM HEH!

TVL-ALPHA-CLA 110 W. CLIFF AVE.
Q. N P.O. Box 2687 = Spokane, WA 99204
CLS: TCL-MSCL (509) 755-8600 x7 » (1-877) 778-9590 Provipence Hearth & Seavices

Toll Free 1 (877) 778-9590 B0O1621701 o I RekG NV
SPECIMEN ID NO.

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

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

8510-0E60 "ON WO

C. Donor SSN or Employee I.D. No.
D. Specify Testing Authority: [] HHS [] NRC [] DOT - Specify DOT Agency: [] FMCSA [J FAA [ FRA [J FTA [ PHMSA [ USCG
E. Reason for Test: [] Pre-employment [ ] Random [_] Reasonable Suspicion/Cause [ ] PostAccident [ ] ReturntoDuty [] Follow-up [] Other (specify)

F. Drug Tests to be Performed: [] THC, COC, PCP, OPI, AMP [] THCc & coc Only [ other (specify)
G. Collection Site Address:

Collector Phone No.

Collector Fax No.
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.

Temperature between 90° and 100° F? [ Yes  [] No, Enter Remark I Collection: [ JSplit [ Single  [] None Provided, Enter Remark ] [] Observed, Enter Remark
REMARKS

STEP 3: Collector affixes bottle seal(s) to bottle(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 SPECIMEN BOTTLE(S) RELEASED TO:
collected, labeled, sealed and released fo the Delivery Service noted in accordance with applicable Federal requirements.
X
Signature of Collector AM
/ / PM
PRI Collector's Name (First, MI, Last) Date sMoIDayN T) Timg of Ct:lLedlon N_a_rne of Delivery Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my urine specimen to the collector; that | have not adulterated it in any manner; each specimen bottle 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 is correct.

X [ /
Signature of Donor (PRINT) Donor’s Name (First, MI, Last) Date (Mo/Day/Yr)

Daytime Phone No. _( ) Evening Phone No. _( ) Date of Birth / /

(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

In accordance with applicable Federal requirements, my verification is:

[]NEGATIVE ] POSITIVE for:

[(JbiLuTE
[JREFUSAL TO TEST because — check reason(s) below: [JTEST CANCELLED
[CJADULTERATED (adulterant/reason):
[JSUBSTITUTED
[JOTHER:
REMARKS:
X / /
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:

[JRECONFIRMED for: [CJTESTCANCELLED

[J FAILED TO RECONFIRM for:

‘| REMARKS:
X [
| Signature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, Ml, Last) Date (Mo/Day/Yr) |

COPY 2 - MEDICAL REVIEW OFFICER COPY LESIDER 0782



Public Burden Statement: : MR LI |
An agency may not conduct or sponsor, and a person is not reguife to; & bbllection of information unless it displays a currently valid OMB control

cquire )8 Collection 0
number. The OMB control number for this project is 0930-0158. Pablic feportin burd'éh’ for this collection of information is estimated to average: 5 minutes/donor;

4 minutes/collector; 3 minutes/test facility; and 3 minutes/Medical Review-Officer. ‘Sefid comments regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden, to SAMHSA Reports Clearance Officer, 1 Choke Cherry Road, Room 7-1044, Rockville,

Maryland, 20857.



PAML - PACLAB FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM
L - ...
CLS*TCL-MSCL P.O. Box 2687 e Spokane, WA 99204

(509) 755-8600 x7  (1-877) 778-9590 Provipexce HeALTH & SERVICES

Toll Free 1 (877) 778-9590 FAX (509) 922-5281 CatHoric HEALTH INiTATIVES

]}0 162 1701 www,paml.com
SPECIMEN ID NO.
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO.
A. Employer Name, Address, I.D. No. B. MRO Name, Address, Phone No. and Fax No.

C. Donor SSN or Employee |.D. No.
D. Specify Testing Authority: [] HHS [] NRC [[] DOT - Specify DOT Agency: [] FMCSA [] FAA [ FRA [] FTA [ PHMSA [] USCG
E.Reason for Test: [] Pre-employment [] Random [[] Reasonable Suspicion/Cause [ ] PostAccident [] Returnto Duty [ ] Follow-up [] Other (specify)
F. Drug Tests to be Performed: [] THC, COC, PCP, OPI, AMP [ THC & coC Only [] Other (specify)
G. Collection Site Address:

Collector Phone No.

Collector Fax No.

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.

Temperature between 90° and 100° F?  [] Yes  [] No, Enter Remark I Collection:  []Split  [] Single  [] None Provided, Enter Remark [] Observed, Enter Remark

REMARKS

STEP 3: Collector affixes bottle seal(s) to bottle(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 SPECIMEN BOTTLE(S) RELEASED TO:
collected, labeled, sealed and released to the Delivery Service noted in accordance with applicable Federal requirements.
X
Signature of Collector AM
/ / PM
(PRINT) Collector's Name (First, Ml, Last) Date (Mo/Day/Yr) Time of Collection Name of Delivery Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my urine specimen to the collector; that | have not adulterated it in any manner; each specimen boltle 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 is correct.

X / /
Signature of Donor (PRINT) Donor’s Name (First, M, Last) Date (Mo/Day/Yr)

Daytime Phone No. _( ) Evening Phone No. _( ) Date of Birth / /

(Mo/Day/¥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 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

In accordance with applicable Federal requirements, my verification is:

[JNEGATIVE [JPOSITIVE for:

[JDILUTE
[JREFUSAL TO TEST because — check reason(s) below: [CJTEST CANCELLED
[CJADULTERATED (adulterant/reason):
[JSUBSTITUTED
[JOTHER:
REMARKS:
X [ o358
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:

[CJRECONFIRMED for: [JTEST 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 3 - COLLECTOR COPY REORDER #0782
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f information unless it displays a currently valid OMB control

number. The OMB control number for this project is 0930-0158. Public fegortm’g oi ectton of information is estimated to average: 5 minutes/donor;
4 minutes/collector; 3 minutes/test facility; and 3 minutes/Medical ReviéW Offiéet ISEAd comments regarding this burden estimate or any other aspect of this
collection of information, mcludxng suggesﬂons for reducmg thls burden to SAMHSA Repons C!earance Off|cer 1 Ghoke Cherry Road, Room 741 044 Rockville,

‘Maryland, 20857 : , L e A ‘

‘Public Burden Statement: . — i ésgqamgv I “,1
An agency may not conduct or sponsor, and a person is not l’equ gditore g«i’% gfi)%




PAML - PACLAB FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM
TVL:-ALPHA-:CLA 110 W. CLIFF AVE.

T QTOT - MSC P.O. Box 2687 « Spokane, WA 99204
(‘I‘S l (J] : I\Ib(’l : ” H “ ‘Il ’I"l‘ ll)’lllll’l“l”ll | l“ GOV (509) TR T e e
Toll Free 1 (877) 778-9590 FAX (509) 9[23-523] Catiovic HEALTH INITIATIVES
www.paml.com
SPECIMEN ID NO. B01621701
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO.
A. Employer Name, Address, |.D. No. B. MRO Name, Address, Phone No. and Fax No.

C. Donor SSN or Employee 1.D. No.
D. Specify Testing Authority: [ ] HHS [ NRC (] DOT - Specify DOT Agency: [] FMCSA [ FAA [ FRA [J FTA [J PHMSA [] USCG
E.Reasonfor Test: [] Pre-employment [] Random [] Reasonable Suspicion/Cause [ ] Post Accident [] RetuntoDuty [] Follow-up [] Other (specify)

F. Drug Tests to be Performed: [] THC, COC, PCP, OPI, AMP [] THC & COC Only [J] Other (specify)
G. Collection Site Address:

Collector Phone No.

Collector Fax No.

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate) Collector reads specimen temperature within 4 minutes.

Temperature between 90° and 100° F? [ ] Yes  [] No, Enter Remark I Collection:  []Split [ Single  [] None Provided, Enter Remark [] Observed, Enter Remark

REMARKS

STEP 3: Collector affixes bottle seal(s) to bottle(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 SPECIMEN BOTTLE(S) RELEASED TO:
collected, labeled, sealed and released to the Delivery Service noted in accordance with applicable Federal requirements.
X
Signature of Collector AM
/ / PM
(PRINT) Collector's Name (First, Ml, Last) Date ‘MofDa!Nr! Time of Collection Name of Dellveu Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my urine specimen to the collector; that | have not adulterated it in any manner; each specimen bottle 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 is correct.

X

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

Daytime Phone No. _( ) Evening Phone No. _( ) Date of Birth / /
(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

In accordance with applicable Federal requirements, my verification is:

[INEGATIVE [JPOSITIVE for:

[CIDILUTE
[JREFUSAL TO TEST because — check reason(s) below: [CJTEST CANCELLED
[JADULTERATED (adulterant/reason):
[JSuBSTITUTED
[JOTHER:
REMARKS:
X ol
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: [CJTEST CANCELLED
[JFAILED TO RECONFIRM for:
REMARKS:
X / /
Slgnature of Medical Review Officer (PRINT) Medical Review Officer's Name (First, MI, Last) Date (Mo/Day/¥r) |

COPY 4 - EMPLOYER COPY FECHDER #0702

8510-0£60 'ON gNO



Public Burden Statement:. . IO T, ‘
An agency may not condluct or sponsor, and-a gerson is not réé?n %é ; ;ﬁé i %&ﬂéf on @f information unless it displays a currently valid OMB.control
number. The OMB control number for-this project is 0930-0158, pi dpo n sliefition of information is estimated to-average: 5 minutes/donor;

4 minutes/collector; 3 minutesftest facility; and 3 minutes/Medical Review®@fiat. \Sgfid comments regarding this burden estimate or any other aspect of this
collection of information, mciudlng suggestlons for reducmg thls burden to SAMHSA Reports Clearance Offlcer 1 Choke Cherry Road, Room 7-1044 Flockwl!e o

Mary‘and 20857 h “ “? GG m ~s..3 - '.:.";‘.“: Tl o R TR TR

S A

' e . oh i

¢ vl j o !

. "' ol ot g
: T !
‘ A [ i
'
— - - i -
v e
i " L
s
i
L et -
3 (
1
) |
4
""" v VY K 2 = i
i vyl
dw-'
. _ U . _ _ |






