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99 Regency Pkwy, Ste 313 

Mansfield, TX 76063 
817-276-5422 

469-621-1837 (fax) 

Pricing Agreement 
 

Collection Site information: 
Clinic Name:__________________________________________________________________________ 
Physical Address: _____________________________________ Suite # ________ 

                              City: _________________________ State: _______ Zip __________ 

Phone: ______________________________ Fax: ________________________ 

Clinic Contact: ________________________ Email Address: _______________ 
 
 
Billing Information: 
Remit to address:___________________________________ Suite # ______ 

                    City: __________________________ State ______ Zip ______ 

Phone: ____________________________ Fax: _______________________ 

Billing Contact: _____________________ Email Address: _____________ 
 
Hours of Operation: 
Monday       ________ to ________                Tuesday    ________ to ________                    
Wednesday ________ to ________                           Thursday   ________ to ________                    
Friday          ________ to ________                    Saturday    ________ to ________                    
Sunday        ________ to ________                    
 
Do you accept:   Do you provide:   
Walk-ins?             Y  /  N                    After Hours Services?  Y  /  N   
Post Accidents?    Y  /  N  After Hours Number     ____________________________________ 
                        
                                                            On-site Services?           Y  /  N         Indicate fee: ______________ 
 
Does your facility have adequate parking for Semi Trucks?  Y  /  N 
Are you willing to modify/ alter a chain of custody?   Y  /  N 
Does your facility have blank chain of custody forms?  Y  /  N 
Does your facility have blank Breath Alcohol Test forms?  Y  /  N 
 
Internet Access:  Y  /  N              Do you provide Workman’s Comp services?   Y  /  N                
Are appointments required for Physical?   Y  /  N       Drug Screen?  Y  /  N 
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Is your facility a Corporation?  Y  /  N       
 
Taxpayer ID#: _______________________________________________________ 
Please provide up-to-date W-9. A blank form is attached for your convenience. 

 
DOT specimen collectors must meet the requirements of DOT 49 CFR Part 40 before August 1, 2001 and be 
knowledgeable of the current DOT requirements for specimen collection. 
 

Pricing per event:        Daytime Price   Onsite/After Hours Price   
       
Audiogram      $_______  $______ ___ 
Breathe Alcohol Test (Confirmation)   $_______  $_____ ___ 
Breathe Alcohol Test (initial)    $_______  $_____ ___ 
Blood Draw (Phlebotomy)    $_______  $_____ ___ 
Chest X-Ray (PA & Lateral)    $_______  $___ _ ___ 
EKG       $_______  $___ ____      __ 
Glucose Fingerstick     $_______  $___           ____ 
Hair Collection (collection only)               $_______  $______ ___ 
Mileage       $_______  $____  ___ 
Oral (Saliva) Alcohol Test    $_______  $_  ____________ 
DOT Physical (includes urine dip)   $_______  $_______    __ 
NON-DOT Physical (generic)    $_______  $__     _______ 
Pulmonary Function Test     $_______  $___       ______ 
Vision Screening (Titmus)    $_______  $___  ___ 
DOT Urine Collection (collection only)              $_______  $___       ______ 
NON-DOT Urine Collection (collection only)  $_______  $__     _______ 
Urine Dip       $_______  $_____ ___ 
Oral (Saliva) Drug Collection    $_______  $___  ___ 
Respiratory Fit Test     $_______  $_   ________ 
Instant/Rapid          $_______  $__     _______ 
Observed Collection Fee        $_______  $__     _______ 
 
Test request will be required for payment. 
Pricing Terms: 1 year from date of signature unless notified in writing. 
 
By signing below I am verifying I have authorization to negotiate and sign pricing agreements. 
 
Name: ________________________________________  Title: _________________________ 
 
Signature: _____________________________________   Date: _________________________        
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DOT Part 40 Compliance Letter 
 

This letter confirms your collection facilities compliance with DOT Regulation Part 40 of 

the FMSCR. By signature of this letter, you are attesting to the training and certification of 

your personnel and ensuring that your equipment and facility are in compliance with Part 

40. 

 

Compliance Safety Systems may require your company to submit personnel certifications 

for any drug and alcohol test collected at your facility. Please ensure that you have this 

documentation on file and that training requirements are met to ensure compliance with 

all DOT regulations. 

 

Clinic Name: ______________________________________ 

 

Clinic Address: _____________________________________ 

                         _____________________________________ 

 

Authorizing Individual Signature:  ________________________________ 

 

Authorizers Name (please print):_________________________________ 

 

Date: ______________________ 
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