Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC

Forensic Courtesy for Phoenix VA HCS #644  Fgrensic Toxicology Lab
S DONOR L gy
1]
Testing Minneapolis, MN 55417
Laboratory srecimeniono. 1562101
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.
Phoenix VA HCS #649 MRO of record  P: on record
650 E. Indian School Rd. Address on record F: on record
Phoenix, AZ 85012

€. Donor SSN, Employee 1.D., or CDL State and No, 5O% 123456789
D. Specify Testing Autherity: ] HHS  [J NRC Specify DOT Agency: [] FMCSA [ FAA [ FRA [T FTA [ PHMSA [7] USCG
E. Reason for Test K] Pre-employment [_] Random ] Reasonable Suspicion/Cause [ Post Accident [ Return to Duty I IFoliow-up ["]Other (spacify)

F. Drug Tests to be Performed: L] THG, COC, PCP, OPI, AMP 7] THC & COC Cnly {71 Other (specify)

G. Callection Site Address: Collector Contact Info: Phone  Collector's (Service admin phone)
My VA street Fax Collector's (Service admin fax)
My VA City/ST/Zip Other

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). URINE ] ORAL FLUID

COLLECTION: Split {7] Single [] None Provided, Enter Remark.

URINE: Collector reads urine temperature within 4 minutes. Temperature between 90° and 100° F? Yes [[]No, Enter Remark [} Observed, Enter Remark

ORALFLUID: Spiit Type: [] Serial [] Concurrent [] Subdivided — Each Device Within Expiration Date? ] Yes [(INo  [] Velume Indicator(s) Observed

REMARKS:

STEP 3: Colector 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 lo me by the donor identified in the certification section on Copy 2 of this form | SPECIMEN BOTTLE(S)/TUBE(S) RELEASED TO:
was collected, labeled, sealed and released to the Delivery Service noted in accordance with applicable federal requirements.
X MYy Nawe UPS
Signature of Collactor
T . Al
My Name I ogay ; Time P
[PRINT) Coliector's Name {First, MI, Last) Data (MoiDayl¥r) Time of Collaction Kame of Delivery Service
RECEIVED AT LAB OR IITF: Primary Specimen | SPECIMEN BOTTLE(S)TUBE(S)
X Seal Intact RELEASED TO:
Slgnature of Accessloner O Yes [ NO
If NO, Enter remark
/ i :
{PRINT] Accessionars Narma (First, Wi, Last) Date (Woibayivry | I Step SA,
Primary/Single Specimen Device Expiration Date: i / Split Specimen Device Expiration Date: i {
{Mo!Dayl¥r) {Mo/Dayryr)

STEP 5A: PRIMARY SPECIVEN REPORT - COMPLETED BY TEST FACILITY

[[] NEGATIVE [[] REJECTED FOR TESTING 1 ADULTERATED {JSUBSTITUTED [] INVALID RESULT
(7] DILUTE

] POSITIVE for:

Analyte(s) in ng/imL

REMARKS:
Test Facility (if different from above) :
{ certify that ihe specimen identified on this form was examined upon receipl, handied using chain of custody procedures, analvzed, and reported in accordance with appilcablafaderal requirements.

X / /

Signature of Certifylng Technician/Scientist (PRINT) Certifying Technician/Scientist's Name (First, M, Last) Date (Mo/Dayr¥r)

STEP 5b: COMPLETED BY SPLIT TESTING LABORATORY

[LJRECONFIRMED [T} FAILED TO RECONFIRM - REASON
| certily that the split specimen identified on this form was examined upon receipt, handied using chain of cuslody procedures,

Lahoratory Name anayzed, and reported in accordance with applicable federal requirements.
X [
Lahoratory Address Signature of Cerlifying Scientist (PRINT) Cortifying Scientist's Name (First, MI, Last) Date (Mo/Day/Yr)
. / ! !
T e .
OVER !
1562101 S CAP :
SPECIMEN A Denor's Iniials :
i
/ / ;
ITNOIHIE st e '
OVER !
1562101 CAP i
SPECIMEN B Donor's Initials 1

COPY 1 - TEST FACILITY COPY
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Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC

Forensic Forensic Toxicolo Lab
Toxicology - Uneventful gy |-
prag DONOR 1 Courtesy for Phoenix VA 1 Veterans Drive  ~
Tesling Minneapoiis, MN 55417
W Loooratory  SPECIMENDNO. 1 062101 o
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO. P
A. Employer Name, Address, 1.D. No. ) B. MRO Name, Address, Phone No. and Fax No. £

CARBON COPIED FROM COPY 1

C. Denor SSN, Employee 1.D., or CDL. State and No. . . BT
D. Specify Testing Authorty: [] HHS [ NRC Specify DOT Agency: [] FMCSA [ FAA [JFRA [T FTA [T PHMSA [ USCG
E. Reason for Test: [ ] Pre-employment [} Random [} Reasonable Suspicion/Cause [jPost Accident [} Retur to Duty {_|Follow-up {"]Other (specify)

f. Drug Tests to be Performed: ] THC, COC, PCP, OPI, AMP [] THC & COC Only ] Other (specify)
G. Cellection Site Address: : Collector Contac! Info: Phone
Fax
Other

STEP 2: GOMPLETED BY COLLECTOR (make remarks when apg;gpnate __ L1 URINE ,Q ORAL FLUID

COLLEC(!ON: AS}M{[ le X 4lded énte)?elﬂqgf = ) p ) _)V
ndm

URINE: Collattdr réads uriha tamperaturs with mperature blwlel o0 and 'I'OD“*’? l-Nﬁ-L tor ar Ebservett, Enter Remark

ORALFLUID: Spiit Type: || Serial {_] Concurrent [ ] Subdivided | Each Device Within Expiration Date? [] Yes [ No [] Volume Indicator(s) Observed |

REMARKS:

STEP 3: Collector affixes seal(s) to bottle(s)ltube(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

{ cem{y@ m CIRE‘N 0@ fi PEGIME ) JRELEASED TO:
was coliicied, la of ervice p%ﬁh’bmF&R' l\ /'l l ®’p i FI

Signature of Colfector

AM
. ) / / PM i
{PRINT} Collactor's Name [First, M, Last) " Data (MofDayi¥r) Time of Collection . Name of Delivery Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my specimen fo the collector; that | have not adulterated it in any manner; each specimen boitleftube used was sealed with a tamper- evrdent seal
in my presence; and that the informalion provided on this form and on the fabel affixed to each specimen botte/tube is correct.
{

X Joe Bonor Joe Donor Today
) Signature of Donor {PRINT) Donar's Name {First, M, Last} Date {(MofDay/Yr)
Email address: 1P4U@pmail.com Daytime Phone No. (111)222 3333 Evening Bhone No. [2221%33 4444 Date of Birth 1 {M 1”) _ ,;1980
o/Crayl\r

After the Medical Review Officer receives the test results for the specimen ldentlfled 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 15 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 [_JURINE [ |ORAL FLUID

In accordance with applicable federal requirements, my verification Is:
[(TNEGATIVE [ POSITIVE for:

ODHUTE . . ’
[[]REFUSAL TOTEST because — check reason(s) below: TJTEST CANCELLED
[ ADULTERATED (adulterant/reason) '
[(1SUBSTITUTEDR
. ] OTHER:
REMARKS:
X : / /
Signature of Medical Review Officer {PRINT) Medical Review Ofticer's Name (First, MI, L.ast) Date (Mo/Bay/Yr)

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

] RECONFIRMED for: [ITEST CANCELLED
[C1FAILED TO RECONFIRM for:
REMARKS:
X / /
Signature of Medical Review Offfcer _{PRINT) Medical Review Officer’s Name {First, MI, Last) Date (Mo/Day/¥r}

- COPY 2 - IVIE’DICAL hFViFW OFFICER COPY
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Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC
Forensic Forensic Toxicology L.ab

o DONORZ UMY e e o

Testing Minneapolis, MN 55417
Laboratory srecimeniono. 1562101
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO,
A.Employer Name, Address, .. No. B. MRO Name, Address, Phone No. and Fax No.
My VA Name and Station # My Facility MRO P: 111222 3333
My VA Street MRO Street F: 111 333 4444
My VA City/ST/Zip MRO City/ST/Zip

C. Donor $SN, Employee |.D., or CDL State and No. SS# 123456789
D. Specify Testing Authority: [x] HHS  [] NRC Specify DOT Agency: [ ] FMCSA [ FAA [JFRA [JFTA [ PHMSA [ USCG
E. Reason for Test: [X] Pre-amployment [_]Random []Reascnable Suspicion/Cause [ Post Accident [1Return to Duty {_|Follow-up [[|Other {spacify)

F. Drug Tests to be Performed:  [X] THC, COC, PCP, OPI, AMP  [] THC & COC Only [[7 Other (specify)

G. Collection Site Address: Collector Contact Info: Phone ___Collector's (service admin phone)
My VA street Fax Collector's (service admin fax)
My VA City/ST/Zip Other

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). k] URINE [’] ORAL FLUID

COLLECTION: Split [} Singie [] None Provided, Enter Remark.

URINE: Collector reads urine temperature within 4 minutes. Temperature between 90° and 100° F? Yes [_]No, Enter Remark [} Observed, Enter Remark

ORAL FLUID: Spit Type: [ ] Serial [] Concurrent [] Subdivided  Each Device Within Expiration Date? [ ] Yes [ |[No [] Volume Indicator(s) Observed

REMARKS: Donor refused to sign CCF.

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 cerlification section on Copy 2 of this form | SPECIMEN BOTTLE(S)TUBE(S) RELEASED TO:
was collected, labeled, sealod and released to the Delivery Service noted in accordance with applicable federal requirements.
X My Name
Signature of Collacter UPS
A
My Name Today |, Time PM
{PRINT) Collector's Name {First, M1, Last) Data (MorDay/¥r) Tima of Collection Name of Delivery Service
RECEIVED AT LAB OR lITF: Primary Specimen | SPECIMEN BOTTLE(S)TUBE(S)
X Seal Intact RELEASED TO:
Slgnature of Accessloner 1 yEs [ONO
J / !f NO, Enter remark
{PRINT] Accesslonars Narma (First, Wi, Last) Date Moy | 1 Step 5A.
Primary/Single Specimen Device Expiration Date: i / Split Specimen Device Expiration Date: i !
{Mo/Day!Yr) (Mo/Dayf¥r)

STEP 5A: PRIMARY SPECIMEN REPORT - COMPLETED BY TEST FACILITY

[[] NEGATIVE [[] REJECTED FOR TESTING 1 ADULTERATED [JSUBSTITUTED [C] INVALID RESULT
] DILUTE
] POSITIVE for;
Analyte(s) in ng/mt

REMARKS:
Test Facility (if different from above) :
1 certify that ihe specimen idantified on this form was examined upon receipt, handied using chain of custody procedures, anaiyzed, and reported in accordance with applicable federal requiremants.

X ! !

Signature of Cartifylng Techniclan/Scientist (PRINT) Certifying Technician/Scientist's Name (First, W, Last} Date (Mo/Dayr¥r)

STEP 5b: COMPLETED BY SPLIT TESTING LABORATORY

L1RECONFIRMED [ FAILED TO RECONFIRM - REASON
| cortily that the spiit specimen idertiied on this form was examingd upon receipt, handled using chain of custody procedures,

Lahoratory Name analyzed, and reporied in accordance witlh applicable federal requiternants.,
X / i
Laboratory Address Signature of Cerlifying Scientist (PRINT) Certifying Scientist's Name (First, MI, Last) Date (Mo/Day/¥r)
. / ! !
IR i e |
OVER i
1562101 e CAP X
SPECIMEN A Danor's itials :
i
/ / i
LT
OVER !
1562101 CAP !
SPECIMEN B Doner's [nitials b

COPY 1 - TEST FACILITY COPY
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Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC

Forensic ) Forensic Toxicology Lab
goxucology DONOR 2 Donor refuses to sign CCF 4 viaterans Drive -
rug S
Tesling Minneapolis, MN §5417
B Laboratory’ SPECIMEN 1D NO. 1 5 6 2 l U 1 g4
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO. g0
A. Employer Name; Address, .0 No. ) B. MRQO Name, Address, Phane No. and Fax No. Eo ;

CARBON COPIED FROM COPY 1

C. Denor SSN, Employee 1.D., or CDL. State and No. . . BT
D. Specify Testing Authorty: [] HHS [ NRC Specify DOT Agency: [] FMCSA [ FAA [JFRA [T FTA [T PHMSA [ USCG
E. Reason for Test: [ ] Pre-employment [} Random [} Reasonable Suspicion/Cause [jPost Accident [} Retur to Duty {_|Follow-up {"]Other (specify)

f. Drug Tests to be Performed: ] THC, COC, PCP, OPI, AMP [] THC & COC Only ] Other (specify)
G. Cellection Site Address: : Collector Contac! Info: Phone
Fax
Other

STEP 2: GOMPLETED BY COLLECTOR (make remarks when apg;gpnate __ L1 URINE ,Q ORAL FLUID

COLLEC(!ON: AS}M{[ le X 4lded énte)?elﬂqgf = ) p ) _)V
ndm

URINE: Collattdr réads uriha tamperaturs with mperature blwlel o0 and 'I'OD“*’? l-Nﬁ-L tor ar Ebservett, Enter Remark

ORALFLUID: Spiit Type: || Serial {_] Concurrent [ ] Subdivided | Each Device Within Expiration Date? [] Yes [ No [] Volume Indicator(s) Observed |

REMARKS:

STEP 3: Collector affixes seal(s) to bottle(s)ltube(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

{ cem{y@ m CIRE‘N 0@ fi PEGIME ) JRELEASED TO:
was coliicied, la of ervice p%ﬁh’bmF&R' l\ /'l l ®’p i FI

Signature of Colfector

AM
. ) / / PM i
{PRINT} Collactor's Name [First, M, Last) " Data (MofDayi¥r) Time of Collection . Name of Delivery Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my specimen fo the collector; that | have not adulterated it in any manner; each specimen boitleftube used was sealed with a tamper- evrdent seal
in my presence; and that the informalion provided on this form and on the fabel affixed to each specimen botte/tube is correct.

X "DONOR REFUSED TO SIGN CCF" Joe Donor *Collector writes in dOIgOr s name TO(]{aY /
) Signature of Donor {PRINT) Donar's Name {First, M, Last} Date {(MofDay/Yr)

Emgil address: Daytime Phone No. () Evening Phone No. { ) Date of Birth / /

(Mo/lrayiYr)

After the Medical Review Officer receives the test results for the specimen ldentlfled 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 15 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 [_JURINE [ |ORAL FLUID

In accordance with applicable federal requirements, my verification Is:
[(TNEGATIVE [ POSITIVE for:

ODHUTE . . ’
[[]REFUSAL TOTEST because — check reason(s) below: TJTEST CANCELLED
[ ADULTERATED (adulterant/reason) '
[(1SUBSTITUTEDR
. ] OTHER:
REMARKS:
X : / /
Signature of Medical Review Officer {PRINT) Medical Review Ofticer's Name (First, MI, L.ast) Date (Mo/Bay/Yr)

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

] RECONFIRMED for: [ITEST CANCELLED
[C1FAILED TO RECONFIRM for:
REMARKS:
X / /
Signature of Medical Review Offfcer _{PRINT) Medical Review Officer’s Name {First, MI, Last) Date (Mo/Day/¥r}

- COPY 2 - IVIE’DICAL hFViFW OFFICER COPY
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Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC
Forensic Forensic Toxicology L.ab

Toxicology amplt is O\IS No 2nd \dlﬂp]t .
S DONOR S UMY o e

Testing Minneapolis, MN 55417
Laboratory srecimeniono. 1562101
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO.
A.Employer Name, Address, .. No. B. MRO Name, Address, Phone No. and Fax No.
My VA Name and Station # My Facility MRO P: 111 222 3333
My VA Street MRO Street F: 111 333 4444
My VA City/ST/Zip MRO City/ST/Zip

C. Donor 88N, Employee |.D., or CDL State and No. SS# 123456789
D. Specify Testing Authority: HHS [ NRC Specify DOT Agency: [ ] FMCSA [ FAA [JFRA [JFTA [ PHMSA [ USCG
E. Reason for Test: [ Pre-employment [_]Random [] Reasonable Suspicion/Cause [_] Post Accident [7] Return to Duty {1Follow-up [T]Other (specify)

F. Drug Tests to be Performed:; THC, COC, PCR, OPI, AMP  {_] THC & COC Only [[7 Other (specify)

G. Collection Site Address: Collector Contact Info: Phone Collector's (sve admin phone)
My VA street rax_Collector's (svc admin fax)

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). [] URINE [’] ORAL FLUID

COLLECTION: [7]Split [] Singie X Mone Provided, Enter Remark.

URINE: Collector reads urine temperature within 4 minutes. Temperature between 90° and 100° F? ["]Yes []No, Enter Remark [} Observed, Enter Remark

ORAL FLUID: Spit Type: [ ] Serial [] Concurrent [] Subdivided  Each Device Within Expiration Date? [ ] Yes [ |[No [] Volume Indicator(s) Observed

REMARKS: Specimen collected was <45ml. Donor unable to produce sufficient quantity after 3 hours. Notified JJ in HR.

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 spacimen given o me by the donor identified in the certification section on Copy 2 of this form | SPECIMEN BOTTLE(S)TUBE(S) RELEASED TO:
was collected, labeled, sealod and released to the Delivery Service noted in accordance with applicable federal requirements.
X DO NOT SIGN-- YOU DID NOT RECEIVE A SAMPLE! | EAVE BLANK!
. Signature of Coflacter .
Nope, nothing here.................... or here....... or here eﬂ%er!
/
{PRINT) Collector's Name {First, M1, Last) Data (MorDay/¥r) Tima of Collection Name of Delivery Service
RECEIVED AT LAB OR lITF: Primary Specimen | SPECIMEN BOTTLE(S)TUBE(S)
X Seal Intact RELEASEDTO:
Slgnature of Accessloner 1 yEs [ONO
J / !f NO, Enter remark
{PRINT] Accesslonars Narma (First, Wi, Last) Date Moy | 1 Step 5A.
Primary/Single Specimen Device Expiration Date: i / Split Specimen Device Expiration Date: i !
{Mo/Day!Yr) (Mo/Dayf¥r)

STEP 5A: PRIMARY SPECIMEN REPORT - COMPLETED BY TEST FACILITY

[[] NEGATIVE [[] REJECTED FOR TESTING 1 ADULTERATED [JSUBSTITUTED [C] INVALID RESULT
] DILUTE

] POSITIVE for;

Analyte(s) in ng/mt

REMARKS:
Test Facility (if different from above) :
1 certify that ihe specimen idantified on this form was examined upon receipt, handied using chain of custody procedures, anaiyzed, and reported in accordance with applicable federal requiremants.

X ! !

Signature of Cartifylng Techniclan/Scientist (PRINT) Certifying Technician/Scientist's Name (First, W, Last} Date (Mo/Dayr¥r)

STEP 5b: COMPLETED BY SPLIT TESTING LABORATORY

L1RECONFIRMED [ FAILED TO RECONFIRM - REASON
| cortily that the spiit specimen idertiied on this form was examingd upon receipt, handled using chain of custody procedures,

Lahoratory Name analyzed, and reported in accordance with applicabla federal requitements.
X T
Laboratory Address Signature of Cerlifying Scientist (PRINT) Certifying Scientist's Name (First, MI, Last) Date (Mo/Day/¥r)
. / / |
(FWANAOERE et .
OVER i
1562101 e CAP :
SPECIMEN A Danor's itials :
i
/ / i
L T |
OVER '
1562101 CAP !
I

SPECIMEN B Donor's [nitials

COPY 1 - TEST FACILITY COPY
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Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC

Forensic Forensic Toxicology Lab
Toxicology ‘
Drug DONOR 3 1 Veterans Drive  *
Testing Minneapolis, MN 99417 .
: Laboratory’ SPECIMEN ID NO. 1 5 6 2 l U 1 .
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCGESSION NO. §oons
A. Employer Name, Address, 1.D. No. _ B. MRO Name, Address, Phone No. and Fax No. ¢ 7

CARBON COPIED FROM COPY 1

C. Denor SSN, Employee 1.D., or CDL. State and No. . . BT
D. Specify Testing Authorty: [] HHS [ NRC Specify DOT Agency: [] FMCSA [ FAA [JFRA [T FTA [T PHMSA [ USCG
E. Reason for Test: [ ] Pre-employment [} Random [} Reasonable Suspicion/Cause [jPost Accident [} Retur to Duty {_|Follow-up {"]Other (specify)

f. Drug Tests to be Performed: ] THC, COC, PCP, OPI, AMP [] THC & COC Only ] Other (specify)
G. Cellection Site Address: : Collector Contac! Info: Phone
Fax
Other

STEP 2: GOMPLETED BY COLLECTOR (make remarks when apg;gpnate __ L1 URINE ,Q ORAL FLUID

COLLEC(!ON: AS}M{[ le X 4lded énte)?elﬂqgf = ) p ) _)V
ndm

URINE: Collattdr réads uriha tamperaturs with mperature blwlel o0 and 'I'OD“*’? l-Nﬁ-L tor ar Ebservett, Enter Remark

ORALFLUID: Spiit Type: || Serial {_] Concurrent [ ] Subdivided | Each Device Within Expiration Date? [] Yes [ No [] Volume Indicator(s) Observed |

REMARKS:

STEP 3: Collector affixes seal(s) to bottle(s)ltube(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

{ cem{y@ m CIRE‘N 0@ fi PEGIME ) JRELEASED TO:
was coliicied, la of ervice p%ﬁh’bmF&R' l\ /'l l ®’p i FI

Signature of Colfector

AM
. ) / / PM i
{PRINT} Collactor's Name [First, M, Last) " Data (MofDayi¥r) Time of Collection . Name of Delivery Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my specimen fo the collector; that | have not adulterated it in any manner; each specimen boitleftube used was sealed with a tamper- evrdent seal
in my presence; and that the informalion provided on this form and on the fabel affixed to each specimen botte/tube is correct.
{

_DQDQLdidjm_P[mLidﬁﬁjamplﬁ,dQﬁS_DDt sign! ! !
) Signature of Donor d {PRINT) Donar's Name {First, M, Last} Date {(MofDay/Yr)

Emgil address: Daytime Phone No. () Evening Phone No. { ) Date of Birth / /

(Mo/DrayiYr)

After the Medical Review Officer receives the test results for the specimen ldentlfled 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 15 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 [_JURINE [ |ORAL FLUID

In accordance with applicable federal requirements, my verification Is:
[(TNEGATIVE [ POSITIVE for:

ODHUTE . . ’
[[]REFUSAL TOTEST because — check reason(s) below: TJTEST CANCELLED
[ ADULTERATED (adulterant/reason) '
[(1SUBSTITUTEDR
. ] OTHER:
REMARKS:
X : / /
Signature of Medical Review Officer {PRINT) Medical Review Ofticer's Name (First, MI, L.ast) Date (Mo/Bay/Yr)

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

] RECONFIRMED for: [ITEST CANCELLED
[C1FAILED TO RECONFIRM for:
REMARKS:
X / /
Signature of Medical Review Offfcer _{PRINT) Medical Review Officer’s Name {First, MI, Last) Date (Mo/Day/¥r}

- COPY 2 - IVIE’DICAL hFViFW OFFICER COPY
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DONOR 3

Insufficient Specimen Form

Donor Name: Branden Lucasta Date: 1/1/2022

Collector Name: P. Catcher

Inaccordance with drug testing standards set forth by federal regulations, the donor hasthree (3) hours from the time of the
first attempt to provide a suitable specimen for testing. During the 3-hour period the donor maydrink up to 40 ounces of
fluid, but not to exceed 40 ounces, each container of liquid consumed needs tobe documented on thisform

Donor Must Remain Inside the Building BL (donor initials)
Drink Up to 40 oz. BL (donor initials)
Provide Valid Specimen Within 3Hours BL (donor initials)
If You Leave, the Test Will be Considered a Refusal BL (donor initials)
Time of initial attempt to provide a specimen XXX (time am{Zpm)
3-hour time limitexpires at XXX + 3hrs_(timeam/pm)

Liguids Consumed:

Cup #1 If needed (fluid amount) Ifneeded  (time am/pm)
Cup #2 ! (fluid amount) ' (time am/pm)
Cup #3 ! (fluid amount) ' (timeam/pm)
Cup #4 ' (fluid amount) ' (time am/pm)

Final result of collection:

OSuitable specimen was obtained at (time am/pm)

[4 Three-hour time limit expired, and the Designated Employer Representative (DER) was notified.

H.R. Rep (name of DER)

Donor Signature:

| certify that the above events took place as documented

CollectorSignature:

| certify that the above events took place as documented

Collector: This form should be retained as documentation of the events that took place.



i
]
}
]
i
]

:

Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC

Forensic i i
e DONORAA NN Vet
D .
ngt%ng Minneapolis, MN 55417
Laboratory specmeniono. 1562101
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO.
A. Employer Name, Address, |.00. I.\?o. B. MRO Name, Address, Phone No. and Fax No.
My VA Name and Station # My Facility MRO P: 111 222 3333
My VA Street MRO Street F: 111 333 4444
My VA City/ST/Zip MRO City/ST/Zip

C. Donor $SN, Employee 1.D., or CDL State and No.  SS# 123456789
D. Specify Testing Authority: [x] HHS  []J NRC Specify DOT Agency: [ ] FMCSA [ FAA [JFRA [JFTA [ PHMSA [ USCG
E. Reason for Test: K Pre-amployment [_]Random []Reascnable Suspicion/Cause [ Post Accident [1Return to Duty {_|Follow-up [[|Other {spacify)

F. Drug Tests to be Performed: K] THC, COC, PCP, OPI, AMP  [] THC & COC Only [[7 Other (specify)

G. Collection Site Address: Collector Contact Info: Phone _Collector's (svc admin phone)
MY VA street Fax Collector's (svc admin fax)
MY VA CltY/ST/le Other

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). K7 URINE [’] ORAL FLUID

COLLECTION: [S] split [7] Singte [] None Provided, Enter Remark.

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

ORAL FLUID: Spit Type: [ ] Serial [] Concurrent [] Subdivided  Each Device Within Expiration Date? [ ] Yes [ |[No [] Volume Indicator(s) Observed

REMARKS: Temp OOR, 2nd specimen collected under DO on #1562102. Spec.#1 of 2.

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 | SPECIMEN BOTTLE(S)TUBE(S) RELEASED TO:
was collected, labeled, sealod and released to the Delivery Service noted in accordance with applicable federal requirements.
X My Name
Signature of Coflacter
; i UPS
My Name Toglay p Time  py
{PRINT) Collector's Name {First, M1, Last) Data (MorDay/¥r) Tima of Collection Name of Delivery Service
RECEIVED AT LAB OR lITF: Primary Specimen | SPECIMEN BOTTLE(S)TUBE(S)
X Seal Intact RELEASEDTO:
Slgnature of Accessloner 1 yEs [ONO
J / !f NO, Enter remark
{PRINT] Accesslonars Narma (First, Wi, Last) Date Moy | 1 Step 5A.
Primary/Single Specimen Device Expiration Date: i / Split Specimen Device Expiration Date: i !
{Mo/Day!Yr) (Mo/Dayf¥r)
STEP 5A: PRIMARY SPECIMEN REPORT - COMPLETED BY TEST FACILITY
[[] NEGATIVE [[] REJECTED FOR TESTING 1 ADULTERATED [JSUBSTITUTED [C] INVALID RESULT

] DILUTE
] POSITIVE for;
Analyte(s) in ng/mt

REMARKS:
Test Facility (if different from above) :
1 certify that ihe specimen idantified on this form was examined upon receipt, handied using chain of custody procedures, anaiyzed, and reported in accordance with applicable federal requiremants.

X ! !

Signature of Cartifylng Techniclan/Scientist (PRINT) Certifying Technician/Scientist's Name (First, W, Last} Date (Mo/Dayr¥r)

STEP 5b: COMPLETED BY SPLIT TESTING LABORATORY

L1RECONFIRMED [ FAILED TO RECONFIRM - REASON
| certily that the spiit specimen identified on s form was examined upon recelpt, handied using chain of cuslody procedures,

Lahoratory Name analyzed, and reporied in accordance witlh applicable federal requiternants.,
X / i
Laboratory Address Signature of Cerlifying Scientist (PRINT) Certifying Scientist's Name (First, MI, Last) Date (Mo/Day/¥r)
. / !/ |
T T .
OVER 1
1562101 e CAP X
SPECIMEN A Danor's itials :
i
/ / i
RN o e '
OVER !
1562101 CAP !
SPECIMEN B Donor's [nitials b

COPY 1 - TEST FACILITY COPY

851L0-0€60 '©N SO
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Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC

$orc_ensiic ) Forensic Toxicology Lab
D?E'ém °% DONOR 4A 1 Veterans Drive "
Testing Minneapolis, MN 99417 .
: Laboratory’ SPECIMEN ID NO. 1 5 6 2 l U 1 .
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCGESSION NO. §oons
A. Employer Name, Address, 1.D. No. _ B. MRO Name, Address, Phone No. and Fax No. ¢ 7

CARBON COPIED FROM COPY 1

C. Denor SSN, Employee 1.D., or CDL. State and No. . . BT
D. Specify Testing Authorty: [] HHS [ NRC Specify DOT Agency: [] FMCSA [ FAA [JFRA [T FTA [T PHMSA [ USCG
E. Reason for Test: [ ] Pre-employment [} Random [} Reasonable Suspicion/Cause [jPost Accident [} Retur to Duty {_|Follow-up {"]Other (specify)

f. Drug Tests to be Performed: ] THC, COC, PCP, OPI, AMP [] THC & COC Only ] Other (specify)
G. Cellection Site Address: : Collector Contac! Info: Phone
Fax
Other

STEP 2: GOMPLETED BY COLLECTOR (make remarks when apg;gpnate __ L1 URINE ,Q ORAL FLUID

COLLEC(!ON: AS}M{[ le X ilded énte)?elﬂqgf = ) D ) JV
ndm

URINE: Collattdr réads uriha tamperaturs with mperature blwlel o0 and 'I'OD“*’? l-Nﬁ-L tor ar Ebservett, Enter Remark

ORALFLUID: Spiit Type: || Serial {_] Concurrent [ ] Subdivided | Each Device Within Expiration Date? [] Yes [ No [] Volume Indicator(s) Observed |

REMARKS:

STEP 3: Collector affixes seal(s) to bottle(s)ltube(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

{ cem{y@ m CIRE‘N 0@ fi PEGIME ) JRELEASED TO:
was coliicied, la of ervice p%ﬁh’bmF&R' l\ /'l : m’p i FI

Signature of Colfector

AM
. ) / / PM i
{PRINT} Collactor's Name [First, M, Last) " Data (MofDayi¥r) Time of Collection . Name of Delivery Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my specimen fo the collector; that | have not adulterated it in any manner; each specimen boitleftube used was sealed with a tamper- evrdent seal
in my presence; and that the informalion provided on this form and on the fabel affixed to each specimen botte/tube is correct.

n {
X Joeponor Joe Donor Today
] Signature of Donor {PRINT) Donar's Name {First, M, Last} Date {(MofDay/Yr)
Email address: 1P4U@pmail.com Daytime Phone No. (111 222 3333 Evening Phone No, (222 333 4444 Dpate of Birth ___1 ;('M !Dl N:; 1980
olDayiYr

After the Medical Review Officer receives the test results for the specimen ldentlfled 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 15 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 [_JURINE [ |ORAL FLUID

In accordance with applicable federal requirements, my verification Is:
[(TNEGATIVE [ POSITIVE for:

ODHUTE . . ’
[[]REFUSAL TOTEST because — check reason(s) below: TJTEST CANCELLED
[ ADULTERATED (adulterant/reason) '
[(1SUBSTITUTEDR
. ] OTHER:
REMARKS:
X : / /
Signature of Medical Review Officer {PRINT) Medical Review Ofticer's Name (First, MI, L.ast) Date (Mo/Bay/Yr)

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

] RECONFIRMED for: [ITEST CANCELLED
[C1FAILED TO RECONFIRM for:
REMARKS:
X / /
Signature of Medical Review Offfcer _{PRINT) Medical Review Officer’s Name {First, MI, Last) Date (Mo/Day/¥r}

- COPY 2 - IVIE’DICAL hFViFW OFFICER COPY

8510-0£60 ©ON 8H0




Department of Veterans Affairs

FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM

G OO g

Laboratory SPECIMEN (D NO. 1562102

STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE

Minneapolis VAMC
Forensic Toxicology Lab
1 Veterans Drive
Minneapolis, MN 55417

ACGESSION NO.

A. Employer Name, Addreds .D. No. B. MRO Name, Address, Phone No. and Fax No.
My VA S

y VA Name and Station # My Facility MRO P: 111 222 3333
My VA St;eet . MRO Street F: 111 333 4444
My VA City/ST/Zip MRO City/ST/Zip

C. Donor SSN, Emplayee 1.D., or CDL State and No. SS#123456789
D. Specify Testing Authority; K] HHS  [] NRC Specify DOT Agency: [[] FMCSA [JFAA [JFRA [JFTA [] PHMSA [] USCG
E. Reason for Test: [X] Pre-employment |} Random [_] Reasonable Suspicion/Cause [_| Post Accident [_] Return to Duty [_Follow-up [_jOther (specify)

THC, COC, PCR, OPI, AMP [} THC & COC Only [ Other (specify)

Collector Contact info: Phone C011€C’[OI"§ (SVC admi_n phone)
Collector's (svc admin fax)

F. Drug Tests to be Performed:

G. Collection Site Address:
My VA street

My VA City/ST/Zip

Fax
Other

STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). K} URINE (] ORAL FLUID

COLLECTION: [X Splt [ Single [} None Provided, Enter Remark,

URINE: Collector reads urine terperature within 4 minutes. Temperature between 90° ang 100° F? [X] Yes [T} No, Enter Remark K] Cbserved, Enter Remark

ORALFLUID: Split Type: [] Serial [ Concurrent [ Subdivided  Each Device Within Expiration Date? [] Yes [[|No | [} Volume Indicator(s) Observed

REMARKS: Specimen 2 of 2. Specimen 1 on #1562T01 was "temp oor" *Name of observer if not the same as collector*

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

i certify that the specimen given to me by the donor identified in the cerification section on Copy 2 of this form | SPECIMEN BOTTLE(S)/TUBE(S) RELEASED TO:

was coflected, fabeled, sealed and released {o the Delivery Service noted in accordance with applicable federal requirements.

X M@ NOanLe

Signature of Collector

A UPS

My Name Time pm

Togday,

{PRINT} Collector's Name (First, MI, Last)

Date {MotDay/Yr)

Time of Collectlon

Namg of Delivery Service

RECEIVED AT LAB OR IITF: Primary Specimen | SPECIMEN BOTTLE(S)TUBE(S)
X Seal Intact RELEASED TO:
Sigrature of Accessionar [ YES [] NO
/ / _%f NO, Enter remark
{FRINT} Accessioners Name (First, W, Last) Bate (Morbayrry | i1 Step 5A.
Primary/Single Specimen Device Expiration Date: / / Split Specimen Device Expiration Date: { /
{Mo/Day/Yr} (Mo!Day/Yr)
STEP 5A: PRIMARY SPECIMEN REPORT - COMPLETED BY TEST FACILITY
[(] NEGATIVE 1 REJECTED FOR TESTING [ | ADULTERATED [} SUBSTITUTED [ INVALID RESULT
[ DILUTE

[l POSITIVE for:
Analyte(s) in ng/mL

REMARKS:
Test Facility (if different from above) :
i certify that the specimer identified on this form was examined upon receipt, handled using chain of custedy procedures, analyzed, and reported in accordance with applicablefederal requirements.

X ‘ o /

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

STEP 5b: COMPLETED BY SPLIT TESTING LABORATORY

[ RECONFIRMED [ FAILED TO RECONFIRM - REASON
I certify that the spiit 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 Certifving Scisntist (PRINT} Certifving Scientist's Name (First, M, Last) Date {Mo/Day/YT)

Laboratory Name

Lahoralory Address

{ / t

T e :
1562102 e :
SPECIMEN A Donor's Initials )

|

/ / 1

L G :
1662102 A |
SPECIMEN B Donor's Initials \

COPY 1 - TEST FACILITY COPY

8510-0€60 'ON GO
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Department of Veterans Affairs FEDERAL DRUG TESTING cus_'ro_DY AND CONTROL FORM Minneapolis VAMC
Forensic : : Forensic Toxicology Lab

Toxicology DONOR 4B " 1 Veterans Drive

Drug . \
Testing Minneapolis, MN 55417
Laboratory SPECIMEN ID NO. 1 5 6 2 .1 O 2

STEP 1: COMPLETED BY COLLECTOR OR EMPL.OYER REPRESENTATIVE ACCESSION NO.

A. Employer Name, Address, I1.D. No, 8. MRC Name, Address, Phone No. and Fax No.

CARBON COPIED FROM COPY 1

C. Donor SSN, Employee |.D., or CDL State and No. . . . L
D. Specify Testing Authority: ] HHS - [] NRC Specify DOT Agency: ] FMCSA [JFAA [JFRA [JFTA [ PHMSA [ USCG
£. Reason for Test: [ ] Pre-employment [ Random [J]Reasonable Suspicion/Cause {_] Post Accident []Return to Duty []Follow-up [ ]Cther (specify)

F. Drug Tests to be Performed:  [_] THC, COC, PCF, OPI, AMP [ ] THC & COC Only [] Other (specify)
G. Collection Site Address: Collector Contact Info: Phone
Fax
Other
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). [] URINE [] ORAL FLUID

COLLECTION: [[1Split [T Single [] None Provided, Enter Remark.

URIWoIiEctowdg g{inefter ature withi i tesﬂ;e\mg erafure Qﬁ\Qen QQignd 100° F?_[]Yes [ |No, Er Rark Obs_grved,‘Enter Remark
ORALFLUIDY Sitit/Tyred T Serid biivder |—Eadh Deyics Wil gkpllation§phle?/[] Yfs CIllo * {1 Vdluniy/indicatbr(s) Observed
REMé LL\.‘JVL A dhdh—J-‘L—/ P - l\VL v

STEP 3: Collector affixes seal(s) to bottle(s)/tube(s). Colector 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

I certify that the specimen given te me by the doner identified in the certification section on Copy 2 of this form | SPECIMEN BOTTLE(S)/TUBE(S) RELEASED TO:
was coflected, labsled, sealed and released to the Delivery Service noted in accordance with appficable federal requirements.

PIED-FROM COPY 1

{PRINT} Colloctor’s Name (First, Mi, Last) Date {Mo/Day/¥r) Time of Callection Name of Delivery Service

STEP 5: COMPLETED BY DONOR

I certify that | provided my specimen to the collector; thaf | have nof adufterated it in any manner; each specimen hottleftube used was sealed with a tamper-evident seal
in my presence; and that the information provided on this form and on the label affixed fo each specimen hottle/tube is correct.

X 102 DoInoY Joe. Donor ‘ Today_;
= Signature of Donor 7 {PRINT) Donor's Name (First, MI, Last) Date (Mo/Day/Yr)
Email address: [P41( ]@pmai com _ Daytime Phone No. {111 222.3333 Evening Phone No. {222 333 4444 Date of Birth 1 { 1 / 1980
' {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

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.

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 ISNOT | -

STEP 6: COMPLETED BY MEDICAL REVIEW OFFICER - PRIMARY SPECIMEN TJURINE [ ]ORAL FLUID

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

CIDLUTE _ ) . T .
[JREFUSALTOTEST because — check reason(s) below: ) ) : : g E__]TEST CANCELLED
I ADULTERATED (adulterant/reason): ) o ’
[SUBSTITUTED
[JOTHER:
REMARKS:
X ' / /
Signature of Madical Review Offlcer {PRINT) Medical Review Officer's Name (First, Mi, Last) Date (Mo/DayiYr)

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

[T RECONFIRMED for: [[JTEST CANCELLED

[CJFAILED TO RECONFIRM for:
REMARKS:
x SRS / {
Signature of Medical Review Officer (PRINT) Medical Review Qfficer's Name (First, MI, Last) Date (Mo/Day!/Yn)

COPY 2 - MEDICAL REVIEW OFFICER COPY

B8510-0€60 '°N GNO
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Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC

Forensic ; ;
o DONORS NI e s
Testing Minneapolis, MN 55417
Laboratory srecimeniono. 1562101
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCESSION NO,
A.Employer Name, Address, I.I. No. B. MRO Name, Address, Phone No. and Fax No.
My VA Name and Station # My Facility MRO P: 111222 3333
My VA Street MRO Street F: 111 333 4444
My VA City/ST/Zip MRO City/ST/Zip

C. Donor SSN, Employee |.D., or CDL State and No. SS# 123456789
D. Specify Testing Authority: [x] HHS  [] NRC Specify DOT Agency: [ ] FMCSA [ FAA [JFRA [JFTA [ PHMSA [ USCG
E. Reason for Test: K] Pre-amployment [_]Random []Reascnable Suspicion/Cause [ Post Accident [1Return to Duty {_|Follow-up [[|Other {spacify)

F. Drug Tests to be Performed:  [¥] THC, COC, PCP, OPI, AMP  [7] THC & COC Only [[7 Other (specify)
G. ?\?[”e%t}% 2‘%‘;’ é*ggfess: Collector Contact Info: Phone _Collector's (sve admin phone)
Y . . Fax__Collector's (svc admin fax)
My VA City/ST/Zip Other
STEP 2: COMPLETED BY COLLECTOR (make remarks when appropriate). URINE ] ORAL FLUID

COLLECTION: é{. Split [] Singie [ ] None Provided, Enter Remark.

URINE: Collector reads urine temperature within 4 minutes. Temperature between 90° and 100° F? @ Yes [_]No, Enter Remark [} Observed, Enter Remark

ORAL FLUID: Spit Type: [ ] Serial [] Concurrent [] Subdivided  Each Device Within Expiration Date? [ ] Yes [ |[No [] Volume Indicator(s) Observed

REMARKS:  Donor refused to initial bottle seals.

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 | SPECIMEN BOTTLE(S)TUBE(S) RELEASED TO:
was collected, labeled, sealod and released to the Delivery Service noted in accordance with applicable federal requirements.
X MU Nawne
Signature of Coflacter
A UPS
My Name Tqday, Time PM
{PRINT) Collector's Name {First, M1, Last) Data (MorDay/¥r) Tima of Collection Name of Delivery Service
RECEIVED AT LAB OR lITF: Primary Specimen | SPECIMEN BOTTLE(S)TUBE(S)
X Seal Intact RELEASEDTO:
Slgnature of Accessloner 1 yEs [ONO
J / !f NO, Enter remark
{PRINT] Accesslonars Narma (First, Wi, Last) Date Moy | 1 Step 5A.
Primary/Single Specimen Device Expiration Date: i / Split Specimen Device Expiration Date: i !
{Mo/Day!Yr) (Mo/Dayf¥r)
STEP 5A: PRIMARY SPECIMEN REPORT - COMPLETED BY TEST FACILITY
[[] NEGATIVE [[] REJECTED FOR TESTING 1 ADULTERATED [JSUBSTITUTED [C] INVALID RESULT
[ ] DILUTE

] POSITIVE for;
Analyte(s) in ng/mt

REMARKS:
Test Facility (if different from above) :
1 certify that ihe specimen idantified on this form was examined upon receipt, handied using chain of custody procedures, anaiyzed, and reported in accordance with applicable federal requiremants.

X ! !

Signature of Cartifylng Techniclan/Scientist (PRINT) Certifying Technician/Scientist's Name (First, W, Last} Date (Mo/Dayr¥r)

STEP 5b: COMPLETED BY SPLIT TESTING LABORATORY

L1RECONFIRMED [ FAILED TO RECONFIRM - REASON
| certily that the spiit specimen identified on s form was examined upon recelpt, handied using chain of cuslody procedures,

Laboratory Name analyzed, and reported in accordance with applicabla federal requitements.
X I
Laboratory Address Signature of Cerlifying Scientist (PRINT) Certifying Scientist's Name (First, MI, Last) Date (Mo/Day/¥r)
. / / |
(DTN e e .
OVER i
1562101 e CAP i
SPECIMEN A Danor's itials :
i
/ / i
LT e |
OVER '
1562101 CAP !
1

SPECIMEN B Donor's [nitials

COPY 1 - TEST FACILITY COPY

851L0-0€60 '©N SO

SO F1HLLTNN ONIMVIN FHY NOA - GHVH SSTud



Department of Veterans Affairs FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM Minneapolis VAMC

$orc_ensiic ) Forensic Toxicology Lab
D?Ego " DONOR 5 1 Veterans Drive
Testing Minneapolis, MN 99417 .
: Laboratory’ SPECIMEN ID NO. 1 5 6 2 l U 1 .
STEP 1: COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE ACCGESSION NO. §oons
A. Employer Name, Address, 1.D. No. _ B. MRO Name, Address, Phone No. and Fax No. ¢ 7

CARBON COPIED FROM COPY 1

C. Denor SSN, Employee 1.D., or CDL. State and No. . . BT
D. Specify Testing Authorty: [] HHS [ NRC Specify DOT Agency: [] FMCSA [ FAA [JFRA [T FTA [T PHMSA [ USCG
E. Reason for Test: [ ] Pre-employment [} Random [} Reasonable Suspicion/Cause [jPost Accident [} Retur to Duty {_|Follow-up {"]Other (specify)

f. Drug Tests to be Performed: ] THC, COC, PCP, OPI, AMP [] THC & COC Only ] Other (specify)
G. Cellection Site Address: : Collector Contac! Info: Phone
Fax
Other

STEP 2: GOMPLETED BY COLLECTOR (make remarks when apg;gpnate __ L1 URINE ,Q ORAL FLUID

COLLEC(!ON: AS}M{[ le X ilded énte)?elﬂqgf = ) D ) JV
ndm

URINE: Collattdr réads uriha tamperaturs with mperature blwlel o0 and 'I'OD“*’? l-Nﬁ-L tor ar Ebservett, Enter Remark

ORALFLUID: Spiit Type: || Serial {_] Concurrent [ ] Subdivided | Each Device Within Expiration Date? [] Yes [ No [] Volume Indicator(s) Observed |

REMARKS:

STEP 3: Collector affixes seal(s) to bottle(s)ltube(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

{ cem{y@ m CIRE‘N 0@ fi PEGIME ) JRELEASED TO:
was coliicied, la of ervice p%ﬁh’bmF&R' l\ /'l : m’p i FI

Signature of Colfector

AM
. ) / / PM i
{PRINT} Collactor's Name [First, M, Last) " Data (MofDayi¥r) Time of Collection . Name of Delivery Service

STEP 5: COMPLETED BY DONOR

| certify that | provided my specimen fo the collector; that | have not adulterated it in any manner; each specimen boitleftube used was sealed with a tamper- evrdent seal
in my presence; and that the informalion provided on this form and on the fabel affixed to each specimen botte/tube is correct.
{

X Joe Bonor Joe Donor Today
) Signature of Donor {PRINT) Donar's Name {First, M, Last} Date (MoiDay/¥r)
Email address:IP4U@pmail.com _ Daytime Phone No. (111)222 3333 Evening Phone No. 222)333 4444 Date of Birth __1 {Ml,'l) rv;1980
o/Crayl\r

After the Medical Review Officer receives the test results for the specimen ldentlfled 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 15 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 [_JURINE [ |ORAL FLUID

In accordance with applicable federal requirements, my verification Is:
[(TNEGATIVE [ POSITIVE for:

ODHUTE . . ’
[[]REFUSAL TOTEST because — check reason(s) below: TJTEST CANCELLED
[ ADULTERATED (adulterant/reason) '
[(1SUBSTITUTEDR
. ] OTHER:
REMARKS:
X : / /
Signature of Medical Review Officer {PRINT) Medical Review Ofticer's Name (First, MI, L.ast) Date (Mo/Bay/Yr)

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

] RECONFIRMED for: [ITEST CANCELLED
[C1FAILED TO RECONFIRM for:
REMARKS:
X / /
Signature of Medical Review Offfcer _{PRINT) Medical Review Officer’s Name {First, MI, Last) Date (Mo/Day/¥r}

- COPY 2 - IVIE’DICAL hFViFW OFFICER COPY
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