
 

 

 

 

FAX REGISTRATION FORM 
FAX Number: 

(Must include area code)  ___ ___ ___ - ___ ___ ___ - ___ ___ ___ ___ 

Name of Facility Receiving FAX:  _______________________________________________ 

Street Address/PO Box:  ______________________________________________________ 

City:  ________________________________  State:  _________  Zip:  _________________ 

Phone Number:  ______________________________________ 

Contact Person:  ______________________________________ 

In signing this Registration Form, I validate the accuracy of the above information and assume 
responsibility for assuring that the FAX machine is in a location which will maintain professional 
confidentiality of all reports transmitted by Sanford Laboratories to that FAX number. In addition, 
I acknowledge that Sanford Laboratories will not be held liable or responsible for any breach or 
breakdown of the confidentiality of the reports transmitted to the above FAX number. 

Signature: ________________________________________  Date:  ___________________ 

              Sanford Laboratories 
Requesting Facility: _________________________________  Account # _____________ 

 
To register a FAX number for future requests, 

complete, sign, and mail (or FAX) this form to: 

 
Sanford Laboratories 

PO Box 5056 

Sioux Falls, SD  57117-5056 

Phone: 800-522-2561, ext. 85455 or 85404 

FAX:  605-328-5432 


