
IAC Name: _____________________________ 	 Airline: _____________________________

Airbill Name: ___________________________ 	 Cut off Time: ________________________

PCS:__________________________________

Weight: _ ______________________________

Special Instructions/Comments: ___________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Authorized Agents Name:________________________________

Daytime Phone Number: ________________________________

Emergency 24hr Contact Phone Number: __________________

I accept the agreed charges from CSS-Boston

Signature: _____________________________

Please fill out and keep with airway bill.

Thank You.                                                                                                                                WF- 10992                     
 
 

Phone: 617-567-2660  Ask for Bob or Mike

Email: Bob@CargoScreeningService.com
	

480 McClellan Highway, East Boston, MA 02128

Screening Transfer Form
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