
Specimen Acquisition:  (512) 776-7598 

G-22 Specimen Submission Form          (SEP 2016) 
        NELAC# T104704297 
Laboratory Services Section, MC-1947      
P. O. Box 149347, Austin, Texas 78714-9347      
Courier:  1100 W. 49th Street, Austin, TX 78756 
(888) 963-7111 x7318 or (512) 776-7318 
http://www.dshs.texas.gov/lab  

************FFFooorrr   DDDSSSHHHSSS   UUUssseee   OOOnnnlllyyy*********      
PPPlllaaaccceee   DDDSSSHHHSSS   BBBaaarrr   CCCooodddeee   LLLaaabbbeeelll   HHHeeerrreee   

 

THE SUBMITTER WILL BE BILLED FOR ALL TESTING DSHS is not responsible for 3rd party payment arrangements 

Section 1.  SUBMITTER/BILLING INFORMATION – (** REQUIRED) Section 4. REPORTING INFORMATION 
Indicate where & how you would like the results sent

Sample Identifier Submitter Number Establishment or Location Name

    
Date of Collection ** (REQUIRED) Time of Collection **  AM** Collected By/Contact ** Address 

   PM**      

Agency / Submitter Name   City State Zip Code 

    
Address Preferred Reporting Method Fax Number or email: 

  Mail       Fax     Email  

City State Zip Code Section 5. PROGRAM INFORMATION when applicable 

   
Program Name 

 

Laboratory Identification # /  
TCEQ NELAC Certificate # 

Phone # Fax # Program Identification Number Program Sample Identifier 

     
Section 2.  SAMPLE INFORMATION -- (** REQUIRED) Section 6. SPLIT SAMPLE FLUORIDES 

Sample Type/Description**:               System ID #: Date Collected 

   
 Name of Water System 

 

   
Section 3. ENVIRONMENTAL TESTING INFORMATION Collected By: 

 

***** To Ensure Proper Collection Please Refer to Laboratory Services Section’s web site at 
http://www.dshs.texas.gov/lab for Container, Sample Size, and Requirements Specific to the Test Requested ***** 

 

 Phone # 

   Reagent Water Suitability Test  

   List Other Test(s) Requested: Sample Location / Comments: 

 
  

  

 Water System Test Results DSHS Lab Test Results(Do Not Write Below) 

 

 Fluoride ___________mg/L Fluoride ____________mg/L 

 Notes / Comments 
  
  
  
  
  
  
  
  
  
  
  

FOR LABORATORY USE ONLY  Specimen Received:  Room Temp.       Cold   _____________ ˚C 
Date Received Date Reported 

       

REFLEX & REFERENCE TESTING: 
 

Please note that additional testing procedures (i.e., reflex testing) will be performed when necessary and clinically 
indicated by the initial lab test results. Reflex testing will be billed to the appropriate payor in addition to the original 
test requested.  This is particularly applicable to microbiology testing and other laboratory testing requiring 
confirmation or further diagnostic work. 
 
All reference tests will be billed to the submitter at the prevailing reference laboratory’s price with 
the addition of a handling fee. 

  

 
 


