
                                                                    Evidence Submission Sheet 

Should there be any change in the status of this case including trial dates, please contact BCI immediately. Refer to the BCI Lab Number. 

 

BCI 
Bowling Green Office 
750 North College Drive 
Bowling Green, OH 43402 
Phone (419)353-5603 
 

 
Please List Individual Items: 
Item Number: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

BCI 
Richfield Office 
4055 Highlander Pkwy 
Richfield, OH 44286 
Phone (330)659-4600

BCI  
London Office 
P.O. Box 365 
London, OH 43140 
(740)845-2000 

BCI  
Youngstown Office 
20 Federal Plaza West 
Youngstown, OH 44503 
Phone (330)659-4600

BCI  
Athens Office 
86 Columbus Circle, Suite 202 
Athens, OH 45701 
Phone (740) 245-2107 

NEW: ADD’L (If checked, provide BCI Case Number): Agency Case Number: Trial Date: 

Offense: Date of Offense/Discovery: Location: Synopsis Attached? 

Subject: First MI Last Name Race Sex DOB BCI# In Custody? 

Subject: First MI Last Name Race Sex DOB BCI# In Custody? 

Subject: First MI Last Name Race Sex DOB BCI# In Custody? 

Victim(s): First MI Last Name Race Sex DOB BCI# 

Submitting Agency: Submitting Officer: 

Case Investigator: Mailing Address: 

Telephone Number: 

Email Address:  

Latent Prints Chemistry DNA Biology Trace Firearms NIBIN Documents GSR CODN (SAK) 


	Agency Case Number: 
	Trial Date: 
	Offense: 
	Date of OffenseDiscovery: 
	Location: 
	Subject First: 
	MI: 
	Last Name: 
	Race: 
	Sex: 
	DOB: 
	BCI: 
	Subject First_2: 
	MI_2: 
	Last Name_2: 
	Race_2: 
	Sex_2: 
	DOB_2: 
	BCI_2: 
	Subject First_3: 
	MI_3: 
	Last Name_3: 
	Race_3: 
	Sex_3: 
	DOB_3: 
	BCI_3: 
	Victims First: 
	MI_4: 
	Last Name_4: 
	Race_4: 
	Sex_4: 
	DOB_4: 
	BCI_4: 
	Submitting Agency: 
	Submitting Officer: 
	Case Investigator: 
	Telephone Number: 
	Email Address: 
	Mailing Address: 
	Dropdown1: [UNK]
	Dropdown2: [UNK]
	Dropdown3: [UNK]
	Dropdown4: [No]
	Check Box5: Off
	Check Box6: Off
	Text7: 
	Text8: 
	Check Box7: 
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off

	Check Box8: Off


