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Please complete this form, save it for your records and e-mail it to lamp@cdc.gov.

Form Approved
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Exp. Date xx/xx/20xx

CDC estimates the average public reporting burden for this collection of information as 10 minutes per response, including the time for reviewing 
instructions, searching existing data/information sources, gathering and maintaining the data/information needed, and completing and reviewing the 
collection of information. An agency may not conduct or sponsor, and a person is not required to respond to a collection of information unless it displays 
a currently valid OMB Control Number. Send comments regarding this burden estimate or any other aspect of this collection of information, including 
suggestions for reducing this burden to CDC/ATSDR Information Collection Review Office, 1600 Clifton Road NE, MS D-74, Atlanta, Georgia 30333; 
ATTN: PRA (0920-xxxx).   

mailto:lamp@cdc.gov

	LaboratoryName: 
	LabPhoneNumber: 
	LabFaxNumber: 
	LabEmail: 
	Website: 
	MailingAddress: 
	MailingCity: 
	MailingStateProvince: 
	MailingZipPostalCode: 
	MailingCountry: 
	ShippingSameAddress: Off
	ShippingAddress: 
	ShippingCity: 
	ShippingStateProvince: 
	ShippingZipPostalCode: 
	ShippingCountry: 
	Salutation: [Dr.]
	FirstName: 
	LastName: 
	Degrees1: Off
	Degrees2: Off
	Degrees3: Off
	DegreeOther: 
	TitlePosition: 
	RequestorPhoneNumber: 
	RequestorFaxNumber: 
	RequestorEmail: 
	FormDate: 


