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FEDERAL DRUG TESTING CUSTODY AND CONTROL FORM 

Quest II I I lllll 11111 111111 11111 
SPECIMEN ID NO. 7924242987 

STEP 1 • COMPLETED BY COLLECTOR OR EMPLOYER REPRESENTATIVE 
Diagnostics" 0 

800-877-7484 : 
A. Employer Name, Address, 1.0. No. Lab Acct#: 10624350 B. MRO Name, Address, Phone and Fax No.

TESTING AUTHORITY FMCSA PAWEL KWIECINSKI MD 
ZIGI FREIGHT INC 9950 LAWRENCE AVE STE 403 
6850 W 63RD STREET ACCOUNT NUMBER: 501512218129 SCHILLER PARK, IL 60176 
CHICAGO, IL 60638 Phone: 8 47-647·0453 
Phone: 630-485-7370 Fax: 630-485-6980 Fax: 847-647-6608 

C. Donor SSN, Employee I.D., or CDL Slate and No. FLM362000692530 
D. Specify Testing Authority: □HHS □NRC Specily DOT Agency: 0FMCSA □FAA □FAA □ FTA □PHMSA OuscG 

a::. Reason for Test: � Pre-Employment 0 Random O Reas0t1able Suspicion/Cause O Post Accident 0 Return to Duty O Fonow Up □ Olhe< (Specify) 

.DrugTeststoboPer1ormod: 0THC, COC, PCP, OPI, AMP □ THC & COC Only 00ther (Specily) 
G. Collecllon She Addross: 

I I
Collector Contact Info: Phone 305-456-4016 

E and T Medical Services • 45867 45867-FL 196 Fax 305-456-4098 
9600 SW 8th St STE 9 
Miami. FL 331 74 C linic ID 

STEP 2: COMPLETED BY COLLECTOR (make remarks when appr opriate). 
Collection: l✓ISpil I ISlngle I I None Provided, Enter Remark 
URINE: Collector mads urine temperature within 4 minutos. Temperature between 90° and 1000 F? l✓IYes 

Other 

@URINE □ORAL FLUID

I I No. Enter Remark I I Observed, Enter Remark 
ORAL FLUID: Splll type: I lse,1a1 I !Concurrent I ISubdMded I Each Device Wll111n Explralloo Date? I I Yes I INo I I I Volume lndlcator(s) Observed 
REMARKS: DER Name: IANACHI ELENA 

STEP 3: Collector affixes seal(s) to botlle(sl/tube(sl. Collector dates seallsl. Donor initials seallsl. Donor completes STEP 5 on Copy 2 (MRO Copy) 
STEP 4: CHAIN OF CUSTODY - INITIATED BY COLLECTOR AND COMPLETED BY TEST FACILITY 

released to the O,ofivery, er ·ce nOled m accordance with applicable Federal requirements. 
I certify that the speam

rf
n • to me by the donor ident1f1ed in the certification section on Copy 2 of this form was collected, labeled, sealed and SPECIMEN BOTTLEISl/TUBEISl RELEASED TO: 

.t--
--

z..., 
.. , 

X / 

Elizabeth Montes 
(PRINT) Colecl0t's Name (Firsl. Ml, Last) 

STEP 5· COMPLETED BY DONOR 

Signature ol Collector 
10 /._ 02 /._ 2023 3:54:22 

�AM
PM FEDEX 

Date (Mo.lDayMr.) Time ol CoHection Name ol Delivery Service 

I cerllfy that I prov,ct,imy unne 'il'l'c;tiJ't,to the collector, that I have nOI adulterated 1t ,n any manner ench specimen bottle used was sealed with a tamper-ev,dent seBl ,n my presence: and that the 1nforma&on provided 
on th/S form and°(' t 

I 

labf'J a1rfeJi r , h spec,men bottle IS correct 

I ' V V 1 

j� , /' . I 

X V r l .t"r'-"' 
, Signature of Donor 

ANGEL MEDEROS DOMINGUEZ _t o_lJL_/_ 2023
(PRINT) Donor's Name (Frst. Ml, Last) Dale (Mo./Day/Yr.) 

Email Day Phone ( 1a6 l 31s-1 953 Evening Phone ( l Not Provided Date of Birth __ 0_7_�/_ 1969 
Date (Mo./Day/Yr.) 

After the Medical Review O fficer receives the test results for the specimen identified by this form, he/she may contac t you to ask about prescrip tions and over-the-counter medications you may 
have taken. Therefore, you may want to make a list of those medications !or your own records. THIS LIST IS NOT NECE SSARY. If you choose to make a list, do so either on a separate piece of 
paper or on the back o! 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 l✓IURINE I IORAL FLUID 
rn accoraance wttn app11cao1e reaera1 requtremenrs, my vermcauon 1s: 

□Negative D Positive for 
0Dilute 

D Refusal to Test because - check reason Isl below: 

□ADULTERATED (adulleranl/reason): 

□ SUBSTITUTED 

□OTHER: 

REMARKS: 

X 
Signature of Medical Review Office< (PRINT) Medical Review Officers Name (Flrsl, Ml, Lasl) 

STEP 7: COMPLETED BY MEDICAL REVIEW OFFICER • SPLIT SPECIMEN 
In accordance with applicable Federal requirements, my verificalion for the split specimen (if /ested) is: 

□RECONFIRMED for:-------------------------------­
□ FAILED TO RECONFIRM for: 

REMARKS: 

X 
Signature ol Medical Review Office< (PRINT) Medical Review Ottlcer's Name (Flrst, Ml, Last) 

□TEST CANCELLED 

_/__/_ 
Date (Mo./DayMr.) 

□TEST CANCELLED 

_/__/__ 
Date (Mo.lDayMr.) 

eCCF ® generated in eScreen123® software 
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