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Report Information Invoice Information [[] (Same as Report Info) Date Rec'd by AFSL
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Enter additional comments below

All samples must be clearly identified and all applicable areas of the submission sheet completed.
Improper or incomplete submission sheets may result in delayed sample processing.
If method is not specified, AFSL will use official methods based on sample matrix.
For information on sampling and details on submitting samples for testing call 860-269-7248 or email priority@alliantfoodsafety.com.

Relinquished by: (Signature/Print) Received by: (Signature/Print) Date/Time Purpose of Change/Remarks

QSF 100.2 - Effective: March 31, 2012 - Replaces: May 2011 - Approved by: J Krawczak
Print Form Email Form
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