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Miami-Dade County Health Department

State Laboratory








Lab Tracking Number: ______________________________

Service Provider/Responding Agency: _________________
Case/Alarm Number: ________________________________
SUBSTANCE TRACKING FORM
Incident Date: _____/_____/____





Incident Time: 


  

Incident Address: 











City:



  County:




  Zip Code:


Type of Article: 

 Package Opened:  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  FORMCHECKBOX 
Unknown

Number of Individuals Exposed:


  Does resident want sample retained for pickup?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

*Names of Individuals Exposed: 










CONTACT PERSON WITH RESULTS: 









Home Number


Cellular Number


Work Number

Other Number

MDCHD Letter given:  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

PACKAGE DELIVERED BY: ______________________________
Agency: 





Home Number


Cellular Number


Work Number

Other Number

Incident Description: 











Signature: _____________________________________________________________________________________

FOR MDCHD USE ONLY

Substance Results: ______________________________________

Date: _______/_______/_______

Signature/Initials: ________________________________________

*If an exposed individual has symptoms or medical complaints a FL EMS Report will be completed

Original to Lab
     Pink Copy to HAZMAT/Police/Fire                                 
        Yellow Copy to Individual


