4 CUYAHOGA ) CCRFSL Case Number:
ﬁ; COUNTY Cuyahoga County Regional Forensic Science Laboratory
[ REGIONAL
Q¢ FoRENSIC Evidence Submission Sheet (Supplemental) Agency Case Number:
2\?{ fj{ll’:glti:'rok‘r This form must be completed for all cases except for those requiring only Drug Testing

By submitting evidence to CCRFSL, the agency agrees to the use of a simplified report. The simplified report does not contain the laboratory
activity dates; these dates are maintained in laboratory case records.

Note: No DNA, Drug or Fingerprint testing will be performed on ‘Property Found’.

NEW CASE | ADD’LEVLI. Submitting Agency: Investigating Officer/Contact Person:

Requested Testing: (Note: CCRFSL may refuse any testing considered unsuitable/unacceptable as per CCRFSL Evidence Submission Policies)

List ltem Numbers DNA Fufger Drug Trace GSR Firearm NIBIN T.e.st Serial #
J (Check Appropriate Testing—>) prints Chem. Comparison Entry Firing Restor.
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Please specify your comparison requests (What items need to be compared):
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