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CHANGE OF 
INFORMATION/ADDITION OF 

TEST FORM:   
☐ EXEMPT LABORATORY 

☐ REGISTERED LABORATORY 
☐ LICENSED LABORATORY  
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Division of Public and Behavioral Health 
727 Fairview Drive, Suite E 
Carson City, Nevada 89701 

Phone: (775) 684-1030   Fax: (775) 684-1075 
       Website: http://dpbh.nv.gov/Reg/RegulatoryPgms/ 

THIS BOX FOR OFFICAL USE ONLY  

Please complete this form electronically or print with black or blue ink or type in the information and submit as 
instructed at the bottom of application.  PLEASE CHECK ONE OF THE LABORATORY TYPES ABOVE.  

INDICATE TYPE OF CHANGE: Please check all of the applicable changes you will be making.  A $300 fee will be assessed. 
☐Change of Director   ☐ Change of Location      ☐ Change of Name   ☐ Addition of tests 

LICENSE NUMBER: _______________________________________  
Instructions:  Enter current information in Section 1 and NEW information in Section 2 (next page), Personnel 
Information in Section 3 and submit a CLIA application as instructed in Section 4.    

SECTION 1: ENTER CURRENT INFORMATION IN BOXES BELOW 
Laboratory/Business Name Doing Business As (DBA) 

Phone Number (starting with the area code) Fax Number (starting with the area code) 

Laboratory Email Address Mailing Address or PO BOX (if different from street address) 

Street Address City 

City County 

State State 

Zip Code Zip Code 

Laboratory Director, Title Contact Person and Phone Number 

Hours of Operation (DAYS & TIMES) CLIA Number 

Tests Currently Being Performed: 

http://dpbh.nv.gov/Reg/RegulatoryPgms/
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SECTION 2: ENTER CHANGE OF INFORMATION IN THE BOXES BELOW 
 
Laboratory/Business Name  Doing Business As (DBA) 
   
Phone Number (starting with the area code)  Fax Number (starting with the area code) 
   
Laboratory Email Address  Mailing Address or PO BOX (if different from street address) 
   
Street Address  City 
   
City  County 
   
State  State 
   
Zip Code  Zip Code 
   
Laboratory Director, Title  Contact Person and Phone Number 
   
Hours of Operation (DAYS & TIMES)  CLIA Number 
   
TESTS TO BE ADDED: 
 
 
 
 

  

 
SECTION 3:  LIST PERSONNEL PERFORMING TESTS  
 
YOU MUST LIST EVERYONE (physicians, APN’s, PA’s, laboratory director, office laboratory assistants, etc.) IN 
YOUR LABORATORY THAT WILL BE COLLECTING SPECIMENS AND/OR PERFORMING TESTING  
Full Name  List Profession  License/certificate 

number & Expiration 
Date 

List tests performed 
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SECTION 4:  CLIA APPLICATION 

An APPLICATION for CLIA Certification (Form CMS-116) reflecting the changes being made in this application must be 
submitted with your Change of Information application by completing the form at: http://www.cms.gov/Medicare/CMS-
Forms/CMS-Forms/downloads/cms116.pdf    

Note: If you are only changing your email address, phone number, hours of operation, fax number, mailing address or 
contact person you do not have to submit a fee and can just fax this form directly to the attention of the medical 
laboratory unit at:  775-684-1075 otherwise director’s signature must be notarized and form submitted with fee.    

DIRECTOR’S SIGNATURE MUST BE NOTARIZED  

I understand that knowingly making a false statement on this application will be cause for denial, suspension, or 
revocation of licensure.  I have examined this application and it is complete. I declare under penalty of perjury that the 
foregoing is true and correct.  

 
Lab Physician/Director’s Signature 

 

 Please PRINT and SIGN Name 
 Must be an ORIGINAL: photocopies or signature stamps are 

not acceptable. 
 
Name and Signature of Notary: 

  
Date: 

 

 
State of: 

  
County of: 

 

 
Subscribed and sworn before me this: 

  
Day of: 

 

 
 

   

 
YOU MUST SUBMIT, TO THE DIVISION, THE FOLLOWING: 
☐A completed, signed and dated form.   
☐A $300 FEE for changes to director, location, name or addition of test via personal check, cashier’s check or money 
order paid to the order of Nevada State Treasurer.   
  

 Allow 30 days for application processing. 
 If insufficient funds are submitted a $25 fee will be assessed. 
 FOR LABORATORY TESTS ADDED: testing is NOT allowed for the added test until you receive an on-site 

inspection of your laboratory and are notified by the Division of Public and Behavioral Health that you may 
begin performing tests of the added tests.   

 An on-site inspection will be performed for all changes to Director, Location, Name or Addition of Testing.   
 FOR CHANGE OF DIRECTOR:  Once the application is submitted the new director may begin work and you 

may change letterheads, etc.  You do not have to wait for the on-site inspection to occur in this case.  
 CLIA APPLICATION has been submitted with change of information form  

 
 

Submit completed form, including all requested documentation and fee to: 
Division of Public and Behavioral Health 

Medical Laboratory Services 
727 Fairview Drive, Suite E 

Carson City, NV 89701 
 
If you have any questions please contact 775-684-1030 and request Medical Laboratory Services.  
         8-28-2015 

http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms116.pdf
http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms116.pdf
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