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STEP 1: COMPLETED BY cOLLECTGR en EMPLOYER REPRESENTATIVE BEBOFU 4G (A8 ACCESSIDN 16} 4 ()

A. Employer Name Address |D No B e Ziers iy B. MRO Namé, Address; Phone and Fax No. g
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C. Donor SSN or Employee 1.D. No. .
D. Reason for Test: O Pre-employment L) Random ‘ [ Reasonable Suspicion/Cause ﬁPost Accident
(I Return to Duty [l Follow-up | [1.Other (specify) '

E. Drug Tests to be Performed: §k§l‘HC, COC, PCP, 0PI, AMP [0 THC & COC Only [ Othér (spééify)

F. Collection Site Address:

UG, lrx‘ﬂ;::}}*‘

Collector Phone No. __

Collector Fax No. ___

STEP 2: COMPLETED BY COLLECTOR

Tead specimen temperature within 4 minutes. Is temperature o Specimen Collection (

between 90° and 100° F? 7@%3 [ No, enter remark ‘E;E}Split L] Single L None Provided 2} Observed
. ' : (Enter Remark) (Emer Remark)

| REMARKS: o ’ ' i

STEP 3: Collector affixes bottle éé{ai(s)‘io Bottlélé)' Collector dates seal(s)
STEP 4: CHAIN OF CUSTODY - INITIATED: BY COLLECTOR AND COMPLETED BY LABORATORY

1 certify that the specimen given to me by the dorior rdent/fied 71 the Certification section on Copy 20f this Torm Wés coll sea/ed‘and released to the Delivery Serv:oe noted in
accordance wjth appllcable Federal requirements. Time and Date of ‘Gallection » “SPECIMEN BETTLE(S) RELEASED TO
L] ‘[ Fed Ex

. sigpature of Collector o ~ - | O uprs
j’;g_{\ ke { ey » %Q ¢ &L e @ Courier Q’QL’ ‘ ] Other

¥~ (PRINT) Collector's Name {First, Mi, Last) - -
WECElVED AT LAB Primary Specime'n |SPECIMEN BO]TLE(S) RELEASED TO:

X : : : > | Bottle Seal Intact

Signature of Accessloner
: / e { ) Yes [l No, enter remarks below

. Date {Mo./Day/Yr.)

(PRINT) Accessioner's: Name (First, MI, Last)
S a

I certify that | provided my urine specimen to- the callector;-that I: have not adulterated it in any manner; each specimen bottle used was sealed with a tamper-evident-seal in my
presencemand that thejnfo, o ation provjded on-this form and-on the label affixed fo-gach. specimerpbottle is correct. v . :
: ' "  ARTRE E g5,

. - = Date (Mo./Day/Yr.)
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evening rone nc NN~ DatoofBint

Should the results of the laboratary tests for the specimen: identified by this form be confirmed positive,:the Medical. Review Officer. will- contact you- o ask about prescnphons and
over-the-counter medications you may have taken. Therefore, you may want to make a list of those ‘medigations for your own records. ‘ S
THIS LIST IS NOT NECESSARY. If you chaose to make a list, do so eithier on a separéte piecs of paper or on the back of your copy (Copy 5). - DO NOT PROVIDE THIS INFORMA-
TION ON THE BACK OF ANY OTHER COPY-OF THE.FORM. TAKE COPY 5 WITH YOU. S

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER PRIMARY SPECIMEN

In accordance with appllcable Federal requ1rements my dererm/nat/on/ver/ﬂcat/on is:
[1 Negative O Positive [ Test Cancelled O Refusal To Test because:
[ Dilute [0 Adulterated [ Substituted

REMARKS

31409 ITdLLINW ONDIVIW JHY NOA - GUVH SS3Yd~

X % e jo— [ 1
Signature of Medical Review Officer (PRINT)-Medical Review Officer's Name {{ st) /- " Date (Mo./Day/Yr.)

STEP 7: COMPLETED BY MEDICAL REVIEW-OFFICER - SPLIT SPECIMEN

In accordance with applicable Federal requ1remem‘s my determmat/on/ver/f/cat/on for the spl:t.ég&‘;%en (If tested) is:

] RECONFIRMED [7] FAILED TO RECONFIRM - REASON . g 5 5
. w

X = ‘ . ' ~ ! Q—

Signature of Medical Review Officer (PRINT). Medical Review Officer’s Name &Fﬁ, )(Igl,llgast) ~ Date (Mo./Day/¥r.) .
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Report printed on

Dscreen Specimen Result Certificate

8/6/2010 12:24:43PM  Page 1 of 1

( Attention:

Substance Abuse

Climate Express-Washington
9701 Landmark Parkway Suite 118
St. Louis, MO 63127

Coilection Site:
| 1720 - St. John's Mercy Corp Health- Washington

Verification Date

Medical Review Officer:
Dr. Stephen Kracht

7500 W. 110th St, Ste 500
PO Box 25903
888-382-2281

08/06/2010 11:05 AM

Donor Name: Crabtree, Michael

Date Of Test: 08/05/2010 Other ID:
Reason for Test: Post Accident
ID Number: 2001736715 s
Laboratory: CRL Regulation: DoT
Specimen Type: Urine
Drugs Tested:
Drug Name Result Screening Confirmation Drug Name Result Screening Confirmation
Cutoff Cutoff Cutoff Cutoff
Marijuana Negative 50 ng/mL Opiates Negative 2000 ng/mL
Cocaine Negative 300 ng/mL PCP

Amphetamines

Negative 25 ng/mL

Negative 1000 ng/mL

L

Negative

CCF Record Date: 8/6/2010

TO BE COMPLETED BY THE MEDICAL REVIEW OFFICER

Negative [ ]Positive [[]Test Cancelled []Refusal to test because
[[IDilute [JAdulterated [ISubstituted

REMARKS:

Dr. Stephen Kracht w 8/6/2010 11:05:15 AM

Signature of Medical Review Officer

(PRINT) Medical Review Officer's Name Date (Mo./Day/Yr.)






