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	TUKISH REPUBLIC OF NORTHERN CYPRUS 
MINISTRY OF HEALTH
THE STATE LABORATORY
TEST REQUEST FORM

	CUSTOMER INFORMATION:
	
	Order Date:
	

	Name/Title:
Address:
Report Dispatch Address: (if different from above)


	Tel:

Fax: 

E-mail:
	

	
	

	Department:

	

	No.
	Detailed Description of Sample

(type, brand etc.)
	Sample Amount
	Test/Standard Number – Date
	Test Price

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Person to be contacted:
	Total Price:
	

	Additional Requests:

 FORMCHECKBOX 
 Accreditation Logo*    FORMCHECKBOX 
 Measurement Uncertainties* 

 FORMCHECKBOX 
 Comments                    FORMCHECKBOX 
 English Report

 FORMCHECKBOX 
  Number of Copies:
	Special Conditions:

1. It is the customer’s responsibility to collect samples in compliance with the correct procedures for the test sample. 
2. The responsibility for transport, packaging and storage of the sample lies with the customer until the sample is accepted by the laboratory.
3. Acceptance of Request starts with the date by which the related document about the sample (Request Form) is received by the laboratory.
4. All technical documents about the sample (technical specifications, analysis certificates etc.) will be sent by the customer together with the sample.
5. In case of a deviation from the stated conditions, the customer will be informed in writing or in person.*

6. Objections can be made within a month of the declaration of results. Samples that have not been reclaimed within a month after the tests are completed will be destroyed. When necessary, the costs for the destruction of the sample(s) will be met by the customer.
7. The customer agrees that he/she cannot object to the results or ask for the tests to be repeated if he/she has not sent control samples with the actual samples.
8. In case of disagreements the arbitration of the Ministry of Health will be needed.

	Official Requesting the Test
(Signature)

(Name-Surname)

(Cachet)
	

	The following will be filled in by the laboratory:

	Order No
(DLD No)
	Request Acceptance Date
	Test Start Date
	Approximate Completion Date
	Official Accepting the Request 

(Register Officer)
	Department Code
	Head of Department

	
	
	
	
	
	That the request is sent to

	
	
	
	
	(Name-Surname)

(Signature)
	
	

	Remarks: (if any)



	Customer Confirmation: 

I confirm and agree to the stated conditions.
	Name-Surname:

Date
     :
	Signature:

	Devlet Laboratuvarı Dairesi:Şht. Mustafa Ruso Cad. K.Kaymaklı Lefkoşa, KKTC   Tel: 0392 2253075-76 – Fax: 0392 2253686                                                      F 4.4.4.1 /Rev. 00/…..


