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REQUEST FOR DNA COMPARISON TEST 
 

NAME OF OWNER: __________________________________________________________________________________________ 

FARM NAME:  ______________________________________________________________________________________________ 

ADDRESS:  _________________________________________________________________________________________________ 

CITY:  ______________________________________________________________________________________________________ 

STATE:  __________________________ 
ZIP:  

_____________________________ 
COUNTRY:  ______________________ 

E-MAIL:  ____________________________________________ WEBSITE:  _________________________________________ 

PHONE:  _________________________ 
CELL:  

___________________________ 
FAX:  ____________________________ 

 

FOR PROPER IDENTIFICATION OF THE HORSE DESCRIBED HEREINAFTER, I REQUEST THAT A DNA 

COMPARISON TEST BE DONE.  (Please provide any information available.) 

 

 

NAME:    _______________________________________________________    DOB/YOB:____________________      SEX:  ___________________ 

 

COLOR:  _______________________    MARKINGS: _________________________________________________________  BRAND:  YES / NO 

 

REASON FOR THIS REQUEST (please mark as applicable):   

o The previous owner did not provide any information on the horse other than it being an American 

Warmblood. 

o The horse was bought at an auction and no papers were handed over. 

o The horse was rescued. 

o Other:_______________________________________________________________________________________________________________ 

                _______________________________________________________________________________________________________________________ 

For DNA Comparison Test Fees Please Contact the Office. 

Payment method: 

(circle one) 
_____ Check (enclosed) _____ Money Order (enclosed) _____ VISA _____ M/C 

Credit Card Number: ___________________ ___________________ ___________________ _____________________ 

Expiration Date:  ______ /______ 3-digit security code:  _______ Zip Code: ______________ 

Name as it appears on card (please print clearly): _____________________________________________________ 

Signature/Date: _____________________________________/______________ 

 

 

ALL FEES MUST BE PAID IN US DOLLARS ~ ALL FEES ARE NON-REFUNDABLE–  

(Canadian orders must be paid for by VISA or MasterCard) 

NON-MEMBERS PAY DOUBLE 

A 3% Service Fee will be added to all credit card payments. 
 


