OCCUPATIONAL AND INDUSTRIAL MEDICINE CENTER
520 GRIFFIN AVE. (HWY 94)
VALDOSTA, GA. 31601

(229) 2494010 *FAX (229) 249-4009

AUTHORIZATION FOR TREATMENT OR EXAMINATION (MUST PRESENT PHOTQ ID UPON VISIT)
DUE TO FEDERAL GUIDELINE, WE CAN NO LONGER TAKE EMPLOYEE DESCRIPTION OVER THE TELEPHONE

PATIENT NAME: DOB:
COMPANY NAME: S84
COMPANY ADDRESS:

IF THIS IS AN ER AFTER HOURS VISIT, PLEASE USE CELL PHONE FOR DRUG/ALCOHOL SCREEN

ONLY AT CELL 561-2063/BEEPER 671-0544 IN ORDER TQ SPEED UF CARE.

ChecCIE Typeof O Workers Compensation

are! Injury Care
Drug/Alcohol Testing

*¥* MUST HAVE THE FOLLOWING INFORMATION FOR INJURY CARE:

O Bill company not
Workers Compensation
Insurance for injury care.

Date of injury: Time of injury:
SUBSTANCE ABUSE TESTING *VERY IMPORTANT *VERY IMPORTANT *VERY IMPORTANT
Plense cleck appropriate line Plense check appropriate line Please check appropriate line Please check one
5 Panel Quickscereen Plense send Quickscreen Use Company's forms Pre-plncement
10 Panel Quickscreen resulfs to Isb, if possrble}
DOT Drug Screen for drugs, for confirmation No form available, nse — Random
5 Pane! non DOT Do not send Quickscreen Oceupational & Indusirial Post Accident
7 Panel non DOT ;‘z?gxt-su t‘; lab, if possible Medicine Center forms & R ble Suspici
10 Panel non DOT & MRO —— heasonabie suspicion
Pleases send Nicotine Refurn to Duty
Breath/Salive Alcohol: results to lab if possible
DOT Selive Aleohol __ Monitored Drug Screen
DOT Breath Alechol Direct Observed Drug
Non DOT Saliva Alcohol Screen
_ NonDOT Breath Alcohol Note: All patients with positive
Nicotine Quickscreen with Worker Comp
Hep B Vaccine claims are sent to labs
B . for confirmation tests.
Hep B Titer

PHYSICAL EXAMS Please check approprate lines:

DOT Pre-placement DOT Recertification PFT Andiogram
Non DOT Pre-placement Strength Test Eye Bxam TB Skin Test
Respirator Questionaire Hep B Vaccine PAE (Physical Abilities Exam)
Fit or Return to Duty Hep B Titer
AUTHORIZED BY: PHONE:
DATE: TIME: SECURE FAX:
Authorization for Treatment
1t IRTER IO
Neame; MR#: b
DOR: Age:
Acct: Date:
Dr.:
SGT200580




"7 AFTER HOURS CONTACT NUMBER

OCCUPATIONAL & INDUSTRIAL MEDICINE CENTER
520 GRIFFIN AVE.

VALDOSTA GA 31601

ALL DRUG SCREENS ARFE COLLECTED ACCORDING TO DOT GUIDLINES
EMPLOYER PROFILE

EMPLOYER NAME:
PHONE NUMBER: EXT:
FAX NUMBER: Is it secure? _y 1
Call if fax if is not secure P#
WORKER’S COMP CONTACT P#
DRUG SCREEN CONTACT Pt
- E-Mail CONTACTS _

PHYSICAL ADDRESS
BILLING ADDRESS:

SERVICE TYPE: WORKERS COMP / INJURY CARE PROTOCOL

Would you like a Post Accident Dig Screen or Aleohol Screen With Injury Care?
_NonDOT_5 7_10pmel _ DOT_ Quicksereen 5 _ Quick Screen 10

. Breath Alcohnl __Saliva Aleohal (if positive will foliow up with Breath Aleoll)

Name of Physical Therapy )

referral;
Name of
Pharmacy:
Name of
Orthopedic:
Name of ophthelmolopist:

‘We will eall the company on all cold urines given or positive quick screens collected
ALL POSITIVE W/C DRUG SCREENS WILL BE SENT FOR COMFIRMATION

SERVICE TYPE: PHYSICAL EXAMS

Marle type of exam needed: __ pre-employment __ Fit for Duty
_NonDOT__5_7__10_ DOT_ Returnto Duty _ Re-certification __Respirator questonnaire
__ Spirometery __Stmengthtest  X-ray/ type
__Aundiogram __ Vision __ TB skin test __Tetenus __ Hep B series__ Hair Collection__EKG __ PAE
| _ Labs-please list )
SERVICE TYPE: DRUG / ALCOHOL TESTING

‘ {no drug or alcohol Sereening without picture ID)
_NonDOT_5__7_10 _ DOT_ Quick screen 5 _ Quick Screen 10 __ Saliva Alcchol
...Breath Alcohol _ E-Screen __ Hair Collection  Nicotine Test
Maricwhat type screening to be done:
__Pre-employment __ Random __Reasenable Cause _ Post Accident _ Return to Work
Is this to be an Obscrved Drug Screen? yes_ no
Would you lilke touse our Jaband MRO ? __ ves mo
State name of lab use to ‘use if not using ours:
Is this to be a collection only? (if yes that will require your employes to bring the DS form with MRO)
Drug Screen Forms: _ af our office. Patient Will Bring
Shipping checlcone: _ Fedex Courier Lab Corp UPs




Occupational & Industrial Medicine Center

Employer:

Phone: Fax:

Contact;

Mailing Address:

Billing Address:

Workman's Comp Ins.

Name;

Address:

Phone: Fax:

Contact/ Representative;

Stephen Cooper
Phone; 229-245-4010

Fax: 229-249-4009



