Non-DOT Client Setup Form

CLIENT INFORMATION

Company: Phone & Ext:

Billing Contact: DER Contact:

Billing Email: DER Email:

Address/City: State: Zip:

SERVICE INFORMATION - Select all that apply

Device/Panel# Panels Covered
0 eCup+ 4 Panel METH, COC, OPI, PCP (no THC)
[1 eCup+ 5 Panel THC, COC, AMP OPI, PCP

METH, AMP, COC, OPI, PCP, BARB, BENZ,

- eCup+9 Panel OXY, MTD (no THC)

METH, AMP, THC, COC, OPI, PCP, BARB,

[1 eCup+ 10 Panel BENZ, MTD, OXY

THC, COC, AMP, OPI, PCP, BARB, BENZ,

1 mCup 11A (On-Site Cup) OXY, MDMA, METH, MTD

O Hair Test THC, COC, AMP, OPI, PCP

[1 BAT Breath Alcohol Test

*Contact us for more information about background screening

BILLING INFORMATION
Employer Credit Card Number:
Expiration Date:
CCV Code:
Billing Zip Code:




