LABORATORY REPORT OF ELEVATED BLOOD LEAD LEVELS

LABORATORY ARIZONA ADMINISTRATIVE CODE R9-4-301/302 REQUIRES: PLEASE SUBMIT REPORT TO:
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levels of 260 Fg/dL are reportable within 1 business day PLEASE SUBMIT REPORT BY PHONE, MAIL OR FAX. IF FAXED, PLEASE
IO PURECTIR All results <10 Fg/dL are reportable by laboratories within 30 days. CALL AHEAD TO ENSURE CONFIDENTIALITY
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PLEASE SEND WHITE COPY TO THE ADHS. RETAIN YELLOW COPY. ADHS
USE
ONLY
* THIS INFORMATION IS ESSENTIAL FOR CASE MANAGEMENT, ALTHOUGH NOT REQUIRED BY LAW. DATE RECEIVED:
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