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Authorization	for	Physical	Drug	Screen	
	

Date:	________________	
Patient	Name:	__________________________________________________	
Patient’s	DOB:	_________________________	
	
	
Employer:	_____________________________________________________	
Employer’s	address:	_____________________________________________	
______________________________________________________________	
Employer’s	phone	number:	_______________________	
Fax	or	Email	Drug	Screen	Results	to:	________________________________	
	
Check	Services	Requested:	
	
Drug	Screen	required?	 	 � 	YES	 � 	NO									� 	DOT			� 	NON-DOT				
Reason	for	Screen:					� 	Pre-Employment			�	Random			�	Post-Accident			�	Other:	___________		
	 	
Physical	 	 	 	 � 	YES	 � 	NO									� 	DOT			� 	NON-DOT																		
	
	
	
_______________________________	 ______________________________	
Authorizing	name	(printed)	 	 	 	 Authorizing	signature	
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