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employer solutions staffing group..

COMMERCIAL DRIVER APPLICATION
FILL IN ALL BLANKS & PROVIDE ALL INFORMATION REQUESTED--PRINT OR TYPE

( Date: JZ-1 7- ’;EL/

! i ey { S - P

; Name:  First Mc:&' i{ﬁi’j Middle Last éA;‘SWL i ’[28} y;,r;ut‘ 1

é Address_ > 7S¢ ML f?\ii { i‘\ Em:’ i Nu) Home telephone:

| City &;‘i\ﬁxu ?ﬂ»@ 'f;{i‘ff State M,ﬁ zip_E S 0| Cellular telephone: _/ | - SO0t-g446
{ Date of Birth: {J‘Ci 13 MM Social Security Number: O%1 - 14 -1 g9 §

If your above address is less than 3 vears continue listing them below to cover the previous 3 vear period:

1 Street Dates: From To
City State Zip
2 Street Dates: From To
City State Zip
3 Street Dates: From To
City State Zip

Use backside of sheet for additional addresses
f Driver’s License Information: all licenses held, last 3 vears:

; State gﬁ{ﬂﬂ@!@jﬂ{{umber VOO - \$V—Y 30 -0D )

Expiration Date Gq

—y

State Number Expiration Date

Number Expiration Date

to
Type of vehicle driven Dates Approximate mileage driven
to
Type of vehicle driven Dates Approximate mifeage driven
to
Dates Approximate mileage driven

Type of vehicle driven

//: All Accidents. last 3 years: (If none, write NONE)

Fatalities Injuries

oy dom.

revised 08/04

| Date Describe

|

; Date Describe Fatalities Injuries
{ Date Describe Fatalities Injuries



/k_/ List all Traffic Violations Convictions, last 3 years: (If none, write NONE)

Date Vielation State Commercial Vehicle: Yes /No
Date Violation State Commercial Vehicle: Yes /No
Date Vielation State Commercial Vehicle: Yes/No
Date Vielation State Commercial Vehicle: Yes /No
Date Violation State Commercial Vehicle: Yes /No
Date Violation State Commercial Vehicle: Yes /No
Date Violation State Commercial Vehicle: Yes /No
Date Violation State Commercial Vehicle: Yes/No

% Have you ever had any driver license denied, suspended, revoked or canceled by any issuing state agency?

OYes CNe If yes; state of issuance; explanation:

X Employment History, last 10 years (383.35)—account for gaps between employers: (If owner/operator, list carriers leased to)

1) Employer: rc-i)(} n Dates: to
Address: | g 7 Ci O {%7(\ J'\r\ QUQ Supervisor: ‘\"\ LSS \
City, State, Zip code: asecn MN — SE0Y9™S Telephone: SO “X2RG ~UCE =

Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oves OOnNo

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? [JYes OnNo

Reason for Leaving: mwﬂey /CO(\C%VU‘ZX\OY\ not Uldovk vnag

C'w\i\)é) Suommey

L D T T T PP

2) Employer: Dates: to
Address: Supervisor:
City, State, Zip code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? ClYes CINo

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? []Yes ONo

Reason for Leaving:

revis&E"0Brua



3) Employer: Dates: to

Address: Supervisor:

City, State, Zip code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oves CINe
Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? Clyes ONo
Reason for Leaving:
4) Employer: Dates: to

Address: Supervisor:

City, State, Zip code Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? OvYes CINo
Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? Oes OINo
Reason for Leaving:
5) Employer: Dates: to

Address: Supervisor:

City, State, Zip code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? O Yes CINo
Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? Oves ONe
Reason for Leaving:
6) Employer: Dates: to

Address: Supervisor:

City, State, Zip Code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? O Yes CINo
Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? []Yes ONo

Reason for Leaving:

revisea Voiu4
eyt



917 Chapin Road
Chapin, SC 29063

“Release of Information Form -- 49 CFR Part 40 Drug and Alcohol Testing”

Designated Employer Representative(s): Please respond by Fax to: (877) 590-4006
GIS - DOT Division
Attn:

Section I. To be completed and signed by the Applicant/Employee:
Y Applicant/Employee Printed or Typed Name: MOVY eq LU@ LP 4 0] dj\c"{‘l Y Lﬂdil

Applicant/Employee SS Number: O% %’7 o) q C
| hereby authorize release of information from my Department of Transportation regulated drug and alcohol testing records
retained by my previous employer, listed below, to and its designated agent, GIS. This release is in

accordance with DOT Regulation 49 CFR Part 40 and 391and allowed by Section 383 of the Federal Motor Carrier Safety
Regulations. | understand that information to be released by my previous employer is limited to the following DOT-regulated
testing items:

Alcohol tests with a result of 0.04 or higher;

Verified positive drug tests;

. Refusals to be tested;

Other violations of DOT agency drug and alcohol testing regulations;

. Information obtained from previous employers of a drug and alcohol rule violation;
Documentation, if any, of completion of the return-to-duty process following a rule violation.

Applicant/Employee Signaturer/%({‘ ey ety //47 2 Date:/ 2~ /%’ % é/
Previous Employer Name: Mar keg& ' “ €Yo @\OO! Y igo@ L

Position(s) Held:
Address: 3T7SH  Mclandos e Dy N

Son LN

Phone#: 719 - 50\ —SUUs Fax #:
Designated Employer Representative:
Vel

Section ll. To be completed by the previous employer and transmitted by mail or fax to GIS at (877) 590-4006 within
30 days from the time of the request in compliance with the amended Parts 390 and 391 of the Federal Motor Carrier
Safety Regulations (FMCSR) including any accidents defined in Section 390:

In the past three years prior to the date of the employee’s signature (in Section ), for DOT-Regulated testing:

1. Did the employee have alcohol test with a result of 0.04 or higher? Yes 0 No 0 Date
2. Did the employee have verified positive drug test? Yes 0 No O Date
3. Did the employee refuse to be tested? Yes 0 No O Date
4. Did the employee have other violations of DOT agency drug and

alcohol testing regulations? Yes 0 No O Date
5. Did the previous employer report a drug and alcohol rule violation? Yes 0 No O Date

6. If you answered “yes” to any of the above items, did the employee
complete the return-to-duty process? Yes 0 No O NotApplicable O

NOTE: If you answered “yes” to item 5, you must provide the previous employer’s report. If you answered "yes” to item 6, you
must also transmit the appropriate retumn-to-duty documentation (e.g., SAP repori(s), follow-up testing record).



7) Employer: Dates: to

Address: Supervisor:
City, State, Zip code: Telephone:
Were you subject to the Federal Motor Carrier Safety Regulations during this period? Oves ONo

Were you subject to 49 CFR part 40 controlled substance and alcohol testing during this period? Oves ONo

Reason for Leaving:

Use backside of sheet for additional employers

For driver applicants of commercial motor vehicles that require a Commercial
Driver License (CDL) the applicant must disclose their controlled substance and
alcohol status per the requirements of 49 CFR part 40.25(j).

As a prospective driver employee, you have the right to review information provided by previous employers. You have the
right to have errors in the information corrected by the previous employer(s) and for that previous employer(s) to re-send the
corrected information to the prospective employer; the right to have a rebuttal statement attached to the alleged erroneous
information, if the previous employer and the driver cannot agree on the accuracy of the information.

Driver employees who have previous Department of Transportation regulated employment history in the preceding three
years, and wish to review previous employer provided investigative information, must submit a written request to the
prospective employer, which may be done at anytime, including when applying or as late as thirty (30) days after being
employed or being notified of denial of employment. The prospective employer must provide this information to the
applicant within five (5) business days of receiving the written request. If the prospective employer has not yet received the
requested information from the previous employer(s), then the five (5) business day deadlines will begin when the

prospective employer receives the requested safety performance history information. If the driver has not arranged to pick up
or receive the requested records within thirty (30) days of the prospective employer making them available, the prospective
motor carrier may consider the driver to have waived their request to review the records.

Certification

“I certify that this application was completed by me, and that all entries on it and information in it are true
and complete to the best of my knowledge.”

X teriny éé‘/"?f/47 7o x /1l ”/? - 24

Applicant’s Signature Date Signed

TO BE COMPLETED BY THE EMPLOYER:

Application received by: Application reviewed for completeness by:
Name Name
Title Date Title Date

SIGNIFICANT DATES:
Date of Hire:

Time & Date of Pre-Employment CST:

Time & Date of Pre-Employment CST Results Received:

Date First Used in Safety Sensitive Position:

Date of Termination:

ravIseq uorv4

i e



employer solutions staffing group..

AUTHORIZATION FOR EMPLOYER TO
RELEASE CDL/DOT FILE INFORMATION
TO STAFFING CLIENT

(Please read the following statements and sign below if you consent.)

Mm\gq a O:e 10 E;)w @\ut [ , hereby authorize
my employer, Employer Solutions Stafﬁng Group LLC, to release any or all of

the following information relating to my application for federal Department of

Transportation driver qualification file to

(staffing client company's name).

(Check items vou consent to release)—

X The driver’s application for employment completed in accordance with the FMCSRs
X Records relating to the investigation of driver’s safety performance history
X A copy of the initial driver’s motor vehicle record check(s)

K A copy of the driver’s road test or a copy of the driver’s CDL, which the motor carrier may
accept as equivalent to the driver’s road test

X Copies of the annual driver’s motor vehicle record check, the annual list of violations provided by
the driver and certification of the annual review

X A copy of the driver’s medical examination/certification. (Exception: A CDL holder who has
submitted his/ber medical certification to the state of licensure and indicated the status as non-exempt
[meaning he/she is subject to driver qualifications] will have his/her medical certification status
information appearing on the motor vehicle record. A carrier must obtain the driver’s motor vehicle
record and place it in the driver qualification file.)



X A copy of the skills performance evaluation certificate or MN/DOT medical waiver, if applicable

X Documentation indicating the carrier verified the driver was medically certified by a medical
examiner listed on the National Registry of Certified Medical Examiners.

I further release and hold harmless both Employer Solutions Staffing Group LLC

and (staffing client company's name)

from any and all liability that may potentially result from the release and/or use of
such information. I understand that any information released by Employer
Solutions Staffing Group LLC will be held in strictest confidence, that it will be
viewed only by those involved in the hiring decision, and that neither I nor

anyone else not so involved will have the right to see the information.

ANDY oy e/ //ﬂ .o i1
Signature of Employee

{\jf}@\*‘\g‘/" A Lo Le v 1 ﬂ% Qe
Employee's Name - Printed -

Date Signed: \2 =17- 7Y




emplover solutions staffing group..

W\O/V'-ou \/\3&“4/0

Driver‘s%(lame

Voo 151429000

Driver's Operators Lie. No.

031-173-7595

Driver's Social Sec. No.

Dear MWI% \/\DQ/QJﬁfO,

The above listed individual has made application with us for employment as a driver.
Applicant has indicated that the above numbered operator's license or permit has been
issued by your State to applicant and that t is in good standing.

In accordance with Section 391.23(a)(1) and (b) of the Federal Motor Carrier Safety
Regulations, we are required to make inquiry into the driving record during the preceding 3

years of every State in which an applicant-driver has held a motor vehicle operator's license
or permit during those 3 years.

Therefore, please certify to us what the individual's driving record is for the preceding 3
years or certify that no record exists ifthat be the case.

In the event that this inquiry does not satisfy your requirements for making such
inquiries, please send us such forms of yours as are necessary for us to complete our
inquiry into the driving record of this individual.

Respectfully yours,

Ehinad £

Ross Plaetzer
Name of person making inquiry

Client Services Director
Title of person making inquiry

Employer Solutions Staffing Group LLC
Motor Carrier Name

PO BOX 46270 Eden Prairie, MN 55344
Address




917 Chapin Road
Chapin, SC 29063

“Release of Information Form -- 49 CFR Part 40 Drug and Alcohol Testing”
(Additional Questions)

Please respond by Fax to: (877) 590-4006

,\< Employee Name: Employer Name:

In the past three years prior to the date of the employee’s signature (in Section 1), for DOT-Regulated testing:

7. Was the employee a safe and efficient driver? Yes ONo O

8. What motor vehicles did the employee operate?
Semi / Tractor-Trailer O Straight Truck O Bus O Other O (please identify type)

9. What license type did the driver hold?
ClassAO Class BO Non-CDL O Other O (please identify type)

10. Was the employee involved in any traffic violations or accidents during service? Yes ONo OO
If Yes, please provide specific detail, including how many and whether injuries and/or fatalities were involved, as
well as dates, and if accident, list the city/state where the accident occurred.

Employee Start Date: Employee End Date:
Position Held: Salary:
Reason for Leaving: Eligible for Rehire:

Name of person providing information in Section Il and additional questions:

Printed Name: Signature:
Title: Date:
Phone #:










CLASS: A-Any combination of Veh with
D:None = .
RESTR: Nope

| U T T _






12/19/24, 7:35 AM Report Viewer
, ‘ 7760 France Ave S, Suite 1173
TRUSTED Minneapolis, MN 55435
Em 2 i oyees Ph (888) 389-4023 (952) 545-3953
AH R SOTTWARE SUMBANY Fax (888) 389-4024 (952) 545-3973
www. TrustedEmployees.com

Prepared For: CORPORATE MANAGEMENT GROUP

Applicant Information

Applicant Name: WALTERO RODRIGUEZ, MARELY NA SSN: XXX-XX-7595

Address: 3754 NW MACINTOSH DR Phone(s): 719-501-8446

City/State/Zip: ROCHESTER, MN 55901 Email: ARELYWALTERO@GMAIL.COM
AKA Name(s): WALTERORODRIGUEZ, MARLEY

WALTERO, MARLEY

Additional information provided by applicant
This information was provided by your applicant during the Apply Now process and has not been confirmed by Trusted Employees.

NO ADDITIONAL INFORMATION PROVIDED BY APPLICANT

Employer Information

Account #: 116598 Attn: KELSEY SIKKINK
Phone: 651-666-3883 Date Ordered: 12/17/2024
Completed: 12/17/2024 Entered By: 11659SKELSEY
Proofed By: CAROLINAA Charges: $35.00

Report Type: DRIVER PACKAGE (PKG # 1) File #: 55A592

Position Applied For: CDL

Fraud Protection
Social _S&cumy Numbers can only be validated to being Issued or not issued based on information available from the Social Security Administration. They may be valid numbars
butissued to a different person. If no credit report is found please request to see the applicant’s social securily card and Stale ID. For securily purposes anly partial Social
Security Numbsers are displayed. Contact Trusled Employees if you nead lo discuss discrepancies.

Name: WALTERO SSN: XXX-XX-7595 Status: POSSIBLE INVALID
RODRIGUEZ, MARELY S8R
State Issued: MASSACHUSETTS
Message/Alerts What does it mean? Why was it generated? Suggested actions
4501 - INPUT SSN LIKELY NOT TransUnion is unable to determine if « System unable to find SSN on « Verify accuracy of input SSN and
ISSUED PRIOR TO JUNE 2011 the SSN has been issued by the SSAs historical year-of-issuance other identity data.
Social Security Administration (SSA). database. « Require consumer to provide
« SSN may or may not have been documentary proof of valid and
issued under SSN Randomization issued SSN.
- unable to determine. » Conduct proper due diligence
« Applicant may be using a valid based on your company’s fraud

SS8N. Due to SSN Randomization policies.
by the SSA, the SSN cannot be « Determine if input SSN matches

confirmed as being issued to a the file SSN for the consumer by

consumer. reviewing TransUnion's ID
Mismatch or [dentity Verification
solutions.

BECGINNING JUNE 25TH, 2011, THE SOCIAL SECURITY ADMINISTRATION BEGAN RANDOMIZING SOCIAL SECURITY NUMBERS. NUMBERS
ISBUED AFTER THIS DATE CANNOT BE POSITIVELY CONFIRMED.

The Social Security Administration recommends the following actions be taken to verify identity:

+ Ask to see the original Social Security card. If the applicant does not have that available, please click the link
below if you would like to order the CBSV to verify the SSN.
» Ask for a US Government issued photo ID

WITH YOUR APPLICANT'S SIGNED CONSENT, TE CAN GUARANTEE THE VALIDITY OF THE SOCIAL SECURITY NUMBER PROVIDED BY
COMPARING IT DIRECTLY TO THE SOCIAL SECURITY ADMINISTRATION'S RECORDS. CLICK HERE [F YOU WOULD LIKE TO ORDER CONSENT-
BASED SSN VERIFICATION FOR $7.50.

Criminal, Traffic, and Infraction Records
For a period of 7 years prior {o the date of this report we have searched public records and commercially available data scurces for criminal records. The Ffub—lic Records Qnd
commercially available data sources used in this report should not be refied upon as definifively accurate. Data is sometimes entered poorly, proceésed mio_rr@Hy and is
generally not free from defects. This report does not efiminate the possibllity of additional information contained cutside the scope of our search. WARNING: urammaj oﬁenqers
frequently use aliases, including the names of other individuals, Do not assume search results correspond 1o the subject of your inquiry, Use EXTREME CAUTION in making
employment decisions based upon this information. Fingerprint verification is the only way of confinming a subject’s idenlity. Nationwide Criminal SuperSearch requested (Click
here for more information).

https://www.rhris.com/SSClientViewFile1.cfm?ReportiD=5612946&PrinterFriendly=Yes 113



12/19/24, 7:35 AM Report Viewer

Lisers and Consumers: We are required (o inform you ; porl was Loi EImG
1 whon may include eriminal records that have 2 wise have become nao i
us, NATIONWIDE CRIMINAL SUPERSEARCH (MULT!I STATE) MN STATE COURT (ALL 87 COUNTIES)
WALTERO RODRIGUEZ, MARELY NA WALTERO RODRIGUEZ, MARELY NA

WALTERO, MARLEY
WALTERORODRIGUEZ, MARLEY

NO RECORDS FOUND

Motor Vehsc!e Record Search

y coritain racords of driving offenses which may also be refle
TION when making employment decisions based upon this

1. State: MN - NO RECORDS Name: MARLEY WALTERO Birth Date: 09/23/1879
RODRIGUEZ
Med Cert 03/22/2026 DLNumber: V000151439000 Issued: 09/20/2024
Exp:
Expires: 09/23/2028 Class: A Status: VALID
Self-Cert NON-EXEMPT INTERSTATE /
Status: CERTIFIED

Natuonw:de Sex Offender Registry Search

ring that caht bu tes lc th’ NS“PW i Dru Si

i helow Is red from every
on a bi-weekly basis, and ail pos

in Mational Sex Ofender R
sife al WWW.NSOPW.OV prics i

Names Checked:
WALTERO RODRIGUEZ, MARELY NA

NO RECORDS FOUND

Employment Verification

Only data flelds that have besn varified by Trusted Employees are displayed.

1. Previous Employer: EATON
Comments: EMPLOYER USES THE WORK NUMBER / PLEASE CONTACT TRUSTED EMPLOYEES TO PROCESS
DOT References
1. Company Name: EATON Contact Name: MISSIS
Phone: 507-835-1400
Comments: UNABLE TO PROCESS WITHOUT DOT PAPERWORK / PLEASE SEND TO TRUSTED EMPLOYEES

OFAC |/ Global Terrorist Search

A search has been made of the following designations which are compiled in the OFAL database.

Names Searched:

WALTERO RODRIGUEZ, MARELY
WALTERORODRIGUEZ, MARLEY
WALTERO, MARLEY

Specially Designated Narcotics Traffickers - NO RECORDS Foreign Terrorist Organizations - NO RECORDS
Specially Designated Global Terrorists - NO RECORDS Specially Designated Terrorists - NO RECORDS
Weapons of Mass Destruction Proliferators - NO RECORDS Specially Designated Nationals - NO RECORDS

Address History

dates orovided are approximais.

& following records represent an applicant’s current and previous address history according o information provided within the application form and various databases. Any

1. Address: 3754 NW MACINTOSH DR
City/State/Zip: ROCHESTER, MN 55801
County: OLMSTED

2. Address: 3754 MCINTOSH NW First Reported: 07/01/2024
City/State/Zip: ROCHESTER, MN 559015936
County OLMSTED

3. Address: 4622 13TH NW First Reported: 06/01/2024
City/State/Zip: ROCHESTER, MN 559010450
County: OLMSTED

https://www.rhris.com/SSClientViewFile1.cfm?ReportiD=5612946&PrinterFriendly=Yes

2/3



12/19/24, 7:35 AM Report Viewer

Fikkx Tl o f Report ddededek
Please be advised that the information provided should not be the sole determining factor in evaluating the individual. Trusted Emplovees shall exercise good faith in obtaining
information from sources deemed o be reliable bul cannot guaraniee the accuracy of the mformalion reported. Human error in compiling this information is possible. This repor
is being provided to you in strict confidence, and except where required by law, no information provided in this report may be revealed directly or indireclly to any person except
those authorized 1o de so in connection with parforming their duties,

Note: If any information contained in this report will be used for an adverse action please advise your applicant. Should the applicant dispute the information
reported please advise us of any discrepancies so further verification can be performed prior to issuance of an adverse action.

https:/fwww.rhris.com/SSClientViewFile 1.cfm?ReportlD=5612946&PrinterFriendly=Yes 313






OLMSTED
MEDICAL
.~ CENTER

Olmsted Medical Center

210 Sth Street ScuthEast
Rochester, Minnesota, 55904
Attention:

House

Driver’s License: V000151439000
Negative

GOOD HEALTH STARTS WITH GREAT CARE™

Participant: Waltero-Rodriguez, Marley
Participant 10: 14090469
Primary ID:

Laboratory: Medtox Laboratories
Test Type: Pre Employment
Collected: 12/17/2024 2:38:00 PM
Test Authority: FMCSA

Sample Type: Urine

Collection Site: Olmsted Medical Center
132 17th Ave NW

Received: 12/18/2024

Specimen ID: Y45049365

Invalid: No Rejected: No
Adulterated: No Substituted: No
Dilute: No
Substance Status _Measurement
Opioids Negative
Amphetamines Negative
Caocaine Negative
PCP Negative
Marijuana Negative
e i DEC 18 2024
Dr. Danyadfydal® 12/18/2024

This test was performed, recorded, verified and reported in accordance with CFR Part 40, the governing
regulation for all mandated testing per the Department of Transportation.

Results for Waltero-Rodriguez,Marley, Participant |D: 14090469 Compiled on 12/18/2024 10:53:32 AM







ZMedTox
B | ABORATORIES

Lablap Spedalry Testug raup

402 W County Rd D
St Paul, MN 55112

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

FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM

ACCESSION NO.

A. Employer Name, Address,\.D. No. . B. MRO Name, Address, Phone No. and Fax No,
OIS 1 s £ SE IEATROE FTEL BT, B

4

C. Donor SSN or Employee 1.D., or CDL State and No. " / .
D. Specify Testing Authority: [ HHS [INRC Specity DOT Agency: S FMCSA  TJFAA IFRA [IFTA TJPHMSA  [TUSCG
E. Reason for Test: "#*Pra-amployment }Random [ Reasonable Suspicion/Cause .| Post Accident [ RetuntoDuty [_Foflow-up [ Other (specify) .

F. Drug Tests to be Performed:; LATHE, COC, PCP, OPI, AMP THC & COC Only
. Collecti ite Ad : Collector | . R ey . b e
G.C fion Site Address: Contact | 7 e y
i Info; Phone R
G 1 Qther,
OLLECTOR {make remarks when appropriate). “CURINE  ORAL FLUID

URINE: Collector reads urine temperature within 4 minutes. Temperature between 902 and 1009 F? T«T»Yes TINo, Enter Remark  ["]Observed, Enter Remark

ORAL FLUID: SplitType: - Serial [ | Concurrent 7 Subdivided | Each Device Within Expiration Date? [ Yes [ No T Volume Indicator(s) Observed

| REMARKS: 51028

STEP 3: Collector affixes seal(s) to bottle(s)tube(s). Collector dates seai(s). Donor initiais seal(s). Donor compietes STEP 5 on Copy 2 (MRO Copy)
_STEP4: CHAjN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TEST FACILITY

P v tha specimsn. given to me by the donor identified in the ‘certification section an Copy 2 of this form was collecled, labeled, sealed and released 1o the Delivery Servige noed i

i sable federal requl ts. ] A0 SPECIMEN BOTTLE(S)TUBE(S) RELEASED TO:
P CT{I':: tg 1 e ém » Name of Defivery Service Transferring Specimen to Lab
| 0l n L . E - -
i? ; l ] l ] Date o Ly bl AT > (i FedEX Z Local Courier
1 17 TN 1 ! i T I TR A B W Vi
i (BT oot Tiamo (Frst T Losl: {Mo./Day/¥r) RV "./_ i Other .
STEP 5: COMPLETED BY DONOCR

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

\i(_i) Ly oy s 7ot NarA Wakern Kodriane 17z 7
! Signature of Danor © 7 NT) Donor's Name {First, M, Las N Date (Mo/Day/¥r) é’ﬁ

; T~ Daytime Phone No. T SO Wy £iening Phone No.{__ ) ~—— Date of Birth 3 24
Emgll-addrgss U (MofDnyivry  V

‘After the Medical Review Officer receives the test results for the specimen identified by thfs form, he/she may contact you to ask about prescriptions and
‘over-the-counter medications you may have taken. Therefore, you may want o make a fist 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
(ANFOBMATION ON THE BACK OF ANY OTHER COPY OF THE FORM. TAKE COPY & WITH YOU.

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

"ANEGATIVE [ ] POSITIVE for:
! [ oiLUTE

|7 REFUSALTO TEST because ~ check reason(s) betow:

" JTEST CANCELLED
{Z1 ADULTERATED (adulterant/reason):
[] SUBSTITUTED
i ] OTHER:
i REMARKS:
X

@AY OAlMD PEC A8 A
} gr a (PRIN s Iy Cakty Date (Mo/Day/¥r)
STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER - SPLIT SPECIMEN

In accordance with appiicable federal requirements, my verification for the spiit specimen (if tested} Is:

.. RECONFIRMED for: oo I TEST CANCELLED

REMARKS:

X L /
Slgnature of Medical Review Oicor {PRINT} Mcdical Review OTficers Namp (FIrst, Mi, Last Data (Mo{Day/Yr)

__ COPY 2 - MEDICAL REVIEW OFFICER COPY

QT A-NTHRN "ON AN






