
CSD QA 8.2.1 (5-5-06) 

 

 
OKLAHOMA STATE BUREAU OF INVESTIGATION 
   REQUEST FOR LABORATORY EXAMINATION 
 
 
 
Requesting Officer:   
                                                  (TYPE / PRINT - OFFICER’S NAME) 

 Agency:        Phone No.:  
 
Submitting Officer:  (Personnel delivering evidence to OSBI Laboratory) 
        
(TYPE / PRINT - OFFICER’S NAME)   (OFFICER’S SIGNATURE)  Agency 
 

       FOR LABORATORY USE ONLY 
 
 
 
 
 
 
 
 
 
 
 
 
 

LAB #  
 
Received:____________________       ______________ 
                         (Signature)                          (Method) 
 
Transp. To LAB:  ______________________________ 
 
On _______________by_________________________ 
           (Date)                    (Name – Signature) 
Received:  ____________________________________ 
                           (Name – Signature) 
 
Transp. To LAB:  ______________________________ 
 
On_______________by__________________________ 
             (Date)                    (Name – Signature) 
Received: _____________________________________ 
                               (Name – Signature) 
 
DNA Database search: _____________ on __________ 
                                           (Initials)                 (Date) 
 
        Tracking #  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Container Description 

 
Has there been any previous evidence submitted on this case?  YES      NO          Approx. Date:  
 
Related OSBI Lab #:   
 
Requesting Agency Case #:  
 
TYPE OF OFFENSE:   
 
DATE OF OFFENSE:  
 
COUNTY OF OFFENSE:     
 
SUBJECT/SUSPECT(S): 
 DNA on file 
(For LAB Use Only) (Name, DOB, race, sex, SSN) 
  Yes     No.    1.  
   
  Yes     No.   2.  
 
  Yes     No.   3.  
 
VICTIM(S):   
 (Name, DOB, race, sex) 
 
ITEMIZED DESCRIPTION OF EVIDENCE: 
  (Attach additional pages if necessary) 
 
1.   
 
2.   
 
3.   
 
4.   
 
5.   
 
6.   
 
TYPE OF EXAMINATION(S) REQUESTED: 
 
 
SEND A COPY OF REPORT TO:   (include address)     
 
 
Copy of report to DA’s OFFICE:   
        Yes          No    
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