
STATE OF NEW YORK – DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REQUEST FOR URINALYSIS 

FACILITY ______________________________________________________________   Test # ______________________ 

INMATE NAME _______________________________________  NUMBER __________________  CELL __________________ 

REQUEST MADE BY ____________________________________________________  DATE ___________________________ 

AGENT(S) SUSPECTED (IF ANY) 
______________________________________________________________________________ 

CIRCUMSTANCES LEADING TO REQUEST __________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

TEST APPROVED BY: __________________________________________________  DATE: ___________________________ 

INMATE TOLD THE UNDERLYING REASON WHY HE IS BEING ORDERED TO SUBMIT A URINE SPECIMEN CIRCLE ONE:  
SUSPICION, ROUTINE, RANDOM) 

BY _________________________________________________________________    DATE ___________ TIME ___________ 

HAS INMATE TAKEN MEDICATION RECENTLY? (YES OR NO) SPECIFY _________________________________________ 

_______________________________________________________________________________________________________ 

INMATE ORDERED TO SUBMIT SPECIMEN:               DATE __________ TIME ___________ 

SPECIMEN WITNESSED AND OBTAINED BY ______________________________     DATE __________ TIME ___________ 

DOES INMATE WILLFULLY REFUSE TO SUBMIT SPECIMEN? (YES OR NO) 

DOES INMATE CLAIM TO BE UNABLE TO SUBMIT SPECIMEN IN THE PRESENCE OF OTHERS? 

        (YES OR NO)*        DATE __________ TIME ___________ 

*(In the event an inmate makes this claim, the procedures in Directive #4937, section IV-E shall be followed). 

IF INMATE CLAIMS TO BE UNABLE TO SUBMIT SPECIMEN, HAS INMATE BEEN GIVEN AT LEAST THREE HOURS TO 
SUBMIT SPECIMEN? (YES OR NO) 

SPECIMEN TESTED BY (I
ST

 TEST)  __________________________________________ DATE __________ TIME __________ 

RESULTS  ______________________________________________________________________________________________ 

SPECIMEN TESTED BY (2
ND

 TEST)  _________________________________________ DATE __________ TIME __________ 

RESULTS  ______________________________________________________________________________________________ 

CHAIN OF CUSTODY (STARTING WITH STAFF OBTAINING SPECIMEN, ATTACH ADDITIONAL PAGES IF NECESSARY) 

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________ 

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________ 

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________ 

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________ 

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________ 

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________  

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________ 

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________ 

FROM _____________________________ TO _____________________________ DATE ____________ TIME _____________ 

This form is to be filled out COMPLETELY.  It is to accompany the specimen until the specimen is tested.   

If the specimen is positive, a MISBEHAVIOR REPORT shall be written. 

FORM 2082 
 (REV. 05/12) 


