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Instruct the donor to 
remove the contents of the 

Quantisal package

Without touching the pad, 
remove the collection device 

from its package by the 
plastic handle.

(1mL)

Place the pad over or under 
the tongue for 5 minutes or 

until the indicator turns blue.   
The Chain of Custody form* 

can be completed at this time.
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*POP*

Pop the cap off of the 
collection tube

SECTION 1:

Bridget Lemberg

Forensic Fluids Laboratories
225 Parsons StreetKalamazoo, MI, 49007(866)492-2517 phone(269)492-7704 fax

Patient Consent:
Specimen ID: S0555288

*S0555288*

Forensic Fluids Laboratories
Phone:Account#: 13030458

Other:

Patient Information (Complete or Attach)

Name:
Street:

City:

State:

ZIP:Phone:

Date of Birth:

Gender: Male
Female

I understand  tha t I am  responsib le  fo r a ll co -pays and deductib les, and  fo r am ounts no t covered  by

insurance . B y s ign ing  th is  au thoriza tion , I am  acknow ledg ing  tha t paym ent(s) o f au thorized

insurance  benefits , inc lud ing  M ed ica id , M ed icare , o r o ther insurance  C om pany benefits , be  m ade

on m y beha lf to  Forensic  F lu ids Labora to ries fo r any serv ices p rov ided  to  m e by Forensic  F lu ids

Labora to ries. I acknow ledge I have  rece ived  the  N otice  o f P rivacy P ractices o f Forensic  F lu ids

Labora to ries.

Patient Signature

Date

Account Information:

(   )

SSN:

SECTION 2: Insurance Information (Complete or Attach)
Prior Authorization Certification

Address

Patient is:

/
Carrier Name

Date of Injury

Claim Number

Primary Insurance Company

Policy ID#

Group #ICD Codes

Insurance Work Comp OR Auto Self-pay Account

Subscriber
Spouse

Dependant

Workers Compensation Information
/

ICD Codes

Agency Address:

V58.69, V304.0,

S0555288

S0555288

Name/ID: XDate: X
Name/ID: XDate: X

Place
over
cap

Placeovercap

Therapeutic PanelAmphetamine
x

Methamphetamine
x

THCx
Cocaine

x
Opiates

x
Methadone

x
Oxycodone

x
Fentanyl

x
Somax
Tramadol

x

Acetaminophen
x
Additional Drugs

TRACE LEVELS CANNOTBE REPORTED UNLESSMEDICATIONS AREWRITTEN DOWN ORATTACHED

List or Attach Current Medications and Time of Last Dose (Optional)

Physician Authorization: I authorize testing for the drugs checked in the therapeutic panel and prescription drugs listed above and confirmed by

LC/MS/MS.
Signature:

Physician, NP, or PA Authorization

White Copy - Lab
Yellow Copy - Client

8/21/2013 11:45:45 AM
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THE ORAL FLUID DRUG TESTING LABORATORY™

225 Parsons Street  Kalamazoo, Michigan 49007  866-492-2517  forensic�uids.com
™

1. PLACE SPECIMEN AND PAPERWORK INSIDE POUCH.

2. PEEL WHITE LINER FROM FLAP.

3. SEAL POUCH BETWEEN BLACK LINES/

SECTION 1:
Bridget Lemberg

Forensic Fluids Laboratories

225 Parsons Street

Kalamazoo, MI, 49007

(866)492-2517 phone

(269)492-7704 fax

Patient Consent:

Specimen ID: S0555288

*S0555288*

Forensic Fluids Laboratories

Phone:Account#: 13030458

Other:

Patient Information (Complete or Attach)

Name:Street:City:

State:

ZIP:

Phone:

Date of Birth:

Gender:
Male

Female

I understand  tha t I am  responsib le  fo r a ll co -pays and deductib les, and  fo r am ounts no t covered  by

insurance. By s ign ing  th is  au thoriza tion , I am  acknow ledg ing  tha t paym ent(s) o f au thorized

insurance  benefits , inc lud ing  M ed ica id , M ed icare , o r o ther insurance Com pany benefits , be  m ade

on m y beha lf to  Forensic  F lu ids Labora to ries fo r any serv ices p rov ided  to  m e by Forensic  F lu ids

Labora to ries. I acknow ledge I have  rece ived  the  Notice  o f P rivacy P ractices o f Forensic  F lu ids

Labora to ries.

Patient SignatureDate

Account Information:

(   )

SSN:

SECTION 2: Insurance Information (Complete or Attach)

Prior Authorization Certification

Address
Patient is:

/

Carrier Name

Date of Injury

Claim Number

Primary Insurance Company

Policy ID#

Group #

ICD Codes

Insurance
Work Comp OR Auto

Self-pay

Account

Subscriber

Spouse

Dependant

Workers Compensation Information
/

ICD Codes

Agency Address:

V58.69,
V304.0,

S0555288
S0555288

Name/ID: X
Date: XName/ID: X

Date: X

Placeovercap

Placeovercap

Therapeutic Panel

Amphetamine

x

Methamphetamine

x

THC
x

Cocaine

x

Opiates

x

Methadone

x

Oxycodone

x

Fentanyl

x

Soma

x

Tramadol

x

Acetaminophen

x
Additional Drugs

TRACE LEVELS CANNOT

BE REPORTED UNLESS

MEDICATIONS ARE

WRITTEN DOWN OR
ATTACHED

List or Attach Current Medications and Time of Last Dose
(Optional)

Physician Authorization:
I authorize testing for the drugs checked in the therapeutic panel and prescription drugs listed above and confirmed by

LC/MS/MS.

Signature:

Physician, NP, or PA Authorization

White Copy - Lab

Yellow Copy - Client

8/21/2013 11:45:45 AM
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THE ORAL FLUID DRUG TESTING LABORATORY ™

225 Parsons Street  Kalamazoo, Michigan 49007  866-492-2517  forensic�uids.com

™

1. PLACE SPECIMEN AND PAPERWORK INSIDE POUCH.

2. PEEL WHITE LINER FROM FLAP.

3. SEAL POUCH BETWEEN BLACK LINES/

SECTION 1:

Bridget Lemberg

Forensic Fluids Laboratories
225 Parsons StreetKalamazoo, MI, 49007(866)492-2517 phone(269)492-7704 fax

Patient Consent:
Specimen ID: S0555288

*S0555288*

Forensic Fluids Laboratories
Phone:Account#: 13030458

Other:

Patient Information (Complete or Attach)

Name:
Street:

City:

State:

ZIP:Phone:

Date of Birth:

Gender: Male
Female

I understand  tha t I am  responsib le  fo r a ll co -pays and deductib les, and  fo r am ounts no t covered  by

insurance . B y s ign ing  th is  au thoriza tion , I am  acknow ledg ing  tha t paym ent(s) o f au thorized

insurance  benefits , inc lud ing  M ed ica id , M ed icare , o r o ther insurance  C om pany benefits , be  m ade

on m y beha lf to  Forensic  F lu ids Labora to ries fo r any serv ices p rov ided  to  m e by Forensic  F lu ids

Labora to ries. I acknow ledge I have  rece ived  the  N otice  o f P rivacy P ractices o f Forensic  F lu ids

Labora to ries.

Patient Signature

Date

Account Information:

(   )

SSN:

SECTION 2: Insurance Information (Complete or Attach)Prior Authorization Certification

Address

Patient is:

/
Carrier Name

Date of Injury

Claim Number

Primary Insurance Company

Policy ID#

Group #ICD Codes

Insurance Work Comp OR Auto Self-pay Account

Subscriber
Spouse

Dependant

Workers Compensation Information
/

ICD Codes

Agency Address:

V58.69, V304.0,

S0555288

S0555288

Name/ID: XDate: X
Name/ID: XDate: X

Place
over
cap

Placeovercap

Therapeutic PanelAmphetamine
x

Methamphetamine
x

THCx
Cocaine

x
Opiates

x
Methadone

x
Oxycodone

x
Fentanyl

x
Somax
Tramadol

x

Acetaminophen
x
Additional Drugs

TRACE LEVELS CANNOTBE REPORTED UNLESSMEDICATIONS AREWRITTEN DOWN ORATTACHED

List or Attach Current Medications and Time of Last Dose (Optional)

Physician Authorization: I authorize testing for the drugs checked in the therapeutic panel and prescription drugs listed above and confirmed by

LC/MS/MS.
Signature:

Physician, NP, or PA Authorization

White Copy - Lab
Yellow Copy - Client

8/21/2013 11:45:45 AM
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THE ORAL FLUID DRUG TESTING LABORATORY™

225 Parsons Street  Kalamazoo, Michigan 49007  866-492-2517  forensic�uids.com
™

1. PLACE SPECIMEN AND PAPERWORK INSIDE POUCH.

2. PEEL WHITE LINER FROM FLAP.

3. SEAL POUCH BETWEEN BLACK LINES/

Seal the specimen bag and  
place it into the prepaid 
shipping bag. Send the 

shipping bag to Forensic 
Fluids for testing.

Address:
Customer: Forensic Fluids Laboratories

Phone:

Account#: 13030458

E-mail, Web Portal

Contacts: Bridget Lemberg

Forensic Fluids Laboratories

225 Parsons Street

Kalamazoo, MI, 49007

(866)492-2517 phone

(269)492-7704 fax

Verification of Donor:

Photo ID or Court Case #:

Personally Known

Other:

Specimen ID: S0555187

blemberg@forensicfluids.com

*S05
5518

7*

Amphetamine
x

Methamphetamine
x

THCx
Cocaine

x
Opiates

x
Benzodiazepine

x
Barbiturates

x
Methadone

x
PCPx

Oxycodone
x

Special Requests:

1
Donor Information:

Donor Name (Print):

Medications:

Random
Suspicion

Post-Accident Pre-Employment Treatment Probation

2

*S05
5518

7*

*S05
5518

7*
S0555187

S0555187
Name/ID: X

Date: X

Name/ID: X

Date: X

Place
over
cap

Place
over
cap

3

Donor Consent:

X

X

Date: X

Donor Signature

Donor Name (Print)

I certify that I voluntarily consent to the collection and testing of my specimen, that the

specimen identified on this form is my own, and that it has not been adulterated in any

manner.  I certify that I provided my specimen to the collector, that the specimen was

sealed in my presence, and that the information provided on this form and the label

affixed to the specimen is correct. I further authorize the laboratory to release the

results of this testing to the client above or to their designee.

4

I certify that the specimen identified on this form was collected in my

presence and presented to me by the donor providing certification above. I

certify that I observed the signing and installation of the security seal, and

that it has the same identification number as the one indicated on this

form. I hereby release this specimen for transportation to the laboratory.

Observer Certification:

Observer Name (Print)

Observer Signature

Date:

White Copy - Lab
Yellow Copy - Client

8/21/2013 11:45:25 AM
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THE ORAL FLUID DRUG TESTING LABORATORY™

225 Parsons Street  Kalamazoo, Michigan 49007  866-492-2517  forensic�uids.com™

1. PLACE SPECIMEN AND PAPERWORK INSIDE POUCH.

2. PEEL WHITE LINER FROM FLAP.

3. SEAL POUCH BETWEEN BLACK LINES/

Fold the Chain of Custody 
Form into quarters. Insert the 

sealed specimen tube and 
completed form into the clear 

plastic specimen bag.

Address:
Customer: Forensic Fluids Laboratories

Phone: Account#: 13030458
E-mail, Web Portal
Contacts: Bridget Lemberg

Forensic Fluids Laboratories
225 Parsons Street
Kalamazoo, MI, 49007

(866)492-2517 phone
(269)492-7704 fax

Verification of Donor:
Photo ID or Court Case #:
Personally Known
Other:Specimen ID: S0555187

blemberg@forensicfluids.com

*S0555187*

Amphetaminex
Methamphetaminex
THCx
Cocainex
Opiatesx
Benzodiazepinex
Barbituratesx
Methadonex
PCPx

Oxycodonex

Special Requests:

1
Donor Information:
Donor Name (Print):
Medications:

Random Suspicion Post-Accident Pre-Employment Treatment Probation

2
*S0555187*

*S0555187*

S0555187

S0555187

Name/ID: X
Date: X

Name/ID: X
Date: X

Place
over
cap

Place
over
cap

3

Donor Consent:

X

X

Date: X

Donor Signature

Donor Name (Print)

I certify that I voluntarily consent to the collection and testing of my specimen, that the
specimen identified on this form is my own, and that it has not been adulterated in any
manner.  I certify that I provided my specimen to the collector, that the specimen was
sealed in my presence, and that the information provided on this form and the label
affixed to the specimen is correct. I further authorize the laboratory to release the
results of this testing to the client above or to their designee.

4

I certify that the specimen identified on this form was collected in my
presence and presented to me by the donor providing certification above. I
certify that I observed the signing and installation of the security seal, and
that it has the same identification number as the one indicated on this
form. I hereby release this specimen for transportation to the laboratory.

Observer Certification:

Observer Name (Print)

Observer Signature

Date:

White Copy - Lab Yellow Copy - Client
8/21/2013 11:45:25 AM

S0555187
Name/ID: X
Date: X

Place
over
cap

Nam
e/ID

: X

Date
: X

Remove a signed and dated 
seal from the finished chain 
of custody* form and seal 
the tube as shown above.

Sam
p

le ID
:

C
o

llectio
n

 D
ate:

Lo
t: FFL225p

arso
n

s Exp
: 2012

D
O

 N
O

T IN
G

EST LU
IQ

U
ID

Sam
p

le ID
:

C
o

llectio
n

 D
ate:

Lo
t: FFL225p

arso
n

s Exp
: 2012

D
O

 N
O

T IN
G

EST LU
IQ

U
ID

*SNAP*

Insert the saturated pad 
into the tube and replace 

the cap tightly

The above instructions are intended for reference purposes only.
For questions or for full training, please call Forensic Fluids Laboratories at 866.492.2517

How to Collect Oral Fluid
Quantisal Collection Device - For Drugs of Abuse Clients

*See reverse side for chain of custody form instructions

If the donor has gum, ice, candy, etc. in their mouth, ask them to remove the object before 
beginning the collection process. The donor must abstain from food and drink for 10 
minutes prior to oral fluid collection. Carefully instruct the donor to perform the following 
steps in order to properly conduct their own sample collection. 

D-00030-2-040115

8765

1 2 3 4

The Oral Fluid Drug Testing Specialists
866.492.2517 | forensicfluids.com
225 Parsons Street Kalamazoo, MI

™



Address:
Customer:

Phone: Account#:

Contacts:

Specimen ID:

x
x
x
x
x
x
x
x
x

1
Donor Information:

2
Name: X
Date: X

Name: X
Date: X

3

Donor Consent:

X

X

Date: X

4

Observer Certification:

Date:

White Copy - Lab Yellow Copy - 

x

Completed by collectorCompleted by donor

Box 2: Seals For Sample 
Please instruct the donor to 
write his or her name and 
date on both seals. These 
should be used only to 
seal specimen tubes (one 
strip per tube please. The 
second strip is backup).

Box 1: Donor Information 
Please print the donor’s 
name and specify any 
medications the donor is 
taking. 

Box 3: Donor Consent 
The donor consent box 
must be filled out clearly 
with a printed name, 
signature, and date of 
collection. 

Box 4: Observer Certification 
To document that the 
sample collection was 
properly observed, please 
provide your name, 
signature, and date of 
collection. Please make 
sure that all dates match.

Special Request Line
Please specify any 
additional drugs that you 
would like FFL to test this 
sample for. This includes 
medications, K2, bath salts, 
alcohol, specific opiates or 
benzodiazepines, or any 
other drug on our drug list.

Filling Out the Chain of Custody

For more information, please contact us: customerservice@forensicfluids.com or 866.492.2517

It is very important that boxes 1, 2, 3, and 4 be filled out completely and correctly in the case of a court hearing.

S0555187

S0555187

S0555187

D-00242-1-021919


	10 Panel w Fentanyl
	Hydrocodone Detection Period
	Drug List
	Windows of Detection
	Metabolism Pathways
	Drugs of Abuse Cutoffs-New 2018
	How to Collect
	SpecReq-ConfirmCard-OH-2up
	How to Read a DOA Lab Report 2.20.2020
	FFLAdvantages-DOA
	Five Biggest Fibs 2015
	CLIA  Certificate 2018-3-30 to 2020-3-29
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page
	Blank Page



