

	Senders Name: 
	Company: 
	Room or Dept: 
	Street Address: 
	CityStateZip: 
	Country: 
	Contents: 
	How much: 
	Value of contents: 
	Department Name: 
	Name: 
	Check Box Dry Ice: Off
	Check Box Wet Ice: Off
	Peanuts: Off
	Foam: Off
	Bubble: Off
	Acct #: 
	Cylinder: Off
	Overnight: Off
	2nd Day: Off
	Std: Off
	Shipping phone #: 
	Sender Phone #: 
	LBS: 
	Yes or No: 


