Physician Report for Elevated Blood Lead Levels

Arizona Administrative Code R9-4-301 Requires:

Children <16 years of age:

All blood lead levels of >10 ug/dL are reportable within 5 working days fromte
date of receipt of the laboratory results. Blood lead levels >45 ug/dL are
reportable within 1 business day.

Adults > 16 years of age:

All blood lead levels of >25 ug/dL are reportable within 5 working days from the
date of receipt of the laboratory results. Blood lead levels of >60 ug/dL are

reportable within 1 business day.
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PLEASE SUBMIT REPORT BY PHONE, MAIL OR FAX. IF
FAXED, PLEASE CALL AHEAD TO ENSURE CONFIDENTIALITY.
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COMMENTS:
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