
Revised 04.10.2020 
 

 
 
 
 
 

MEDICAL MARIJUANA PROGRAM  
LABORATORY TECHNICAL DIRECTOR A T TE S T A T I O N 

 
 

I,________________________________________________________________ , attest that: 
(Please print full legal name) 

 
• The information provided to the Department is true and correct. 

 
 
 
 
 

Laboratory Technical Director Signature Date Signed 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


